
What Makes the Condition Better? What Makes The Condition Worse?
Head Neck _____________________________________________ Head Neck ________________________________________________
Mid Back _______________________________________________ Mid Back__________________________________________________
Low Back ______________________________________________ Low Back _________________________________________________
Shoulder, Arm, Hand ___________________________________ Shoulder, Arm, Hand______________________________________
Hip, Leg, Foot __________________________________________ Hip, Leg, Foot_____________________________________________
Other__________________________________________________ Other ____________________________________________________

TM

NEW PPATIENT ❐
CONFIDENTIAL PEDIATRIC HEALTH RECORD REACTIVATE ❐

OTHER ❐
please print: Date: __________________________
Child's Full Name ________________________________________________ Parent's Home Phone ______________________________
Parent's Full Name_______________________________________________ Parent's Work Phone ______________________________
Parent's Street/P.O. Address___________________________________________________________________________________________
City/State/Zip__________________________________________________________________________________________________________
What is your child's birthdate? ___________________ How Old is Your Child? _______ Child’s S.S.#_______________________

HISTORY OF THE PRESENT ILLNESS/INJURY
Please be specific:

CHIEF COMPLAINT
TM
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Please describe your child’s pain or condition
Please Be Specific: Constant, comes and goes, getting better/worse, staying the same, etc.

For what condition are you consulting the Doctor? ___________________________________________________________________

______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

When did it begin?_____________________________________________________________________________________________________

Since that time, has the problem gotten ❏ Better ❏ Worse ❏ Stayed the same?

How did it occur? _____________________________________________________________________________________________________

Do the symptoms change with the time of day? _________________________________________________________________________

List any visible bumps, scrapes, cuts, etc. on your child: _______________________________________________________________

______________________________________________________________________________________________________________________

Yes No

❏ ❏ Has there been a change in your child's eating habits? If so, what?___________________________________________

❏ ❏ Has there been a change in your child's sleeping habits? If so, what?_________________________________________

❏ ❏ Does your child cry if a parent attempts to change its sleeping position? _____________________________________

❏ ❏ Does your child wake up crying frequently at night?_________________________________________________________

❏ ❏ Are there any other alterations of your child's normal sleep patterns? _____________________________________

❏ ❏ Does your child have a fever of unknown origin? ____________________________________________________________

❏ ❏ Does your child have a loss of appetite or other recent eating disorders? ___________________________________

_____________________________________________________________________________________________________________

❏ ❏ Does your child have a recent change in "bathroom" habits?__________________________________________________

❏ ❏ Has your child recently become Irritable / Restless / Grumpy, etc.?___________________________________________

Level of History of Present Illness/Injury (Office Use Only)
______ Brief (01, 02, 12, 13) _______ Extended (03, 04, 05, 14, 15)

Nature of Presenting Problem (Office Use Only)
______ Minimal (11) _______ Low Severity (02, 13) _______ High Severity (04, 05, 15)
______ Minor/Self Limited (01, 12) _______ Moderate Severity (03, 14)

PAST MEDICAL HISTORY
TM

Your Child's Birth:
Was the child's delivery ❏ Vaginal   or ❏ Cesarean? ______________________________________________________
Was the child born       ❏ Head Down     ❏ Breech or ❏ Shoulder down? ________________________________
❏ Yes ❏ No Were extraction aids (Forceps/Suction) used during delivery? _______________________________
❏ Yes ❏ No Was labor prolonged?  How long was labor? _______________________________________________
❏ Yes ❏ No Was there more than one fetus?____________________________________________________________



NEW PATIENT
REACTIVATE

OTHER
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Yes No
❏ ❏ Has your child ever seen a chiropractor before?  When? _____________________________________________________

Doctor’s name and location: _________________________________________________________________________________
For what condition? _________________________________________________________________________________________
How many times have you had this condition before?   If yes, ❏ 0-3 times?   ❏ 4 or more times?  _______________

❏ ❏ Has your child ever seen anyone else for this condition?  When?_____________________________________________
Where Treated? ______________________________ By whom?_____________________________________________________
Results: _____________________________________  Diagnosis: ____________________________________________________

❏ ❏ Allergies? To what? _________________________________________________________________________________________
❏ ❏ Does your child take prescription drugs, over-the-counter drugs, vitamins, or supplements?

PRODUCT/DRUG REASON FREQUENCY DOSAGE HELPING?
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________

❏ ❏ Has your child ever been in an automobile accident? 
When? _______________ Was anything injured? ❏ Yes ❏ No What? _____________________________________________
How was it treated? _________________________________________________________________________________________
Results of treatment: (complications, complete recovery)____________________________________________________
❏ Yes ❏ No Was your child riding in a "safety bucket"? _________________________________________________
Was the bucket in the ❏ REAR seat or ❏ FRONT seat; Facing ❏ FORWARD or ❏ BACKWARD? __________________
❏ Yes ❏ No Was your child in a "Booster Seat"? ________________________________________________________
❏ Yes ❏ No Does your car have airbags? _______________________________________________________________
Was your vehicle struck from the ❏ Rear ❏ Front ❏ Left Side or ❏ Right Side? ________________________

❏ ❏ Has your child ever had any major illnesses, injuries, falls, hospitalizations or surgerys?
FIRST: When? _______________ What was injured? _____________________________________________________________
How was it treated? _________________________________________________________________________________________
Results of treatment: (complications, complete recovery)____________________________________________________
SECOND: When? _______________ What was injured? __________________________________________________________
How was it treated? _________________________________________________________________________________________
Results of treatment: (complications, complete recovery)____________________________________________________

❏ ❏ Has your child had X-rays? When? ____________________________  What Body Parts? ____________________________

FAMILY HEALTH HISTORY
TM

How Many?
How Many?

Health status (If deceased, from what?)
Mother: _______________________________________________________________________________________________________________
Father:________________________________________________________________________________________________________________
Sisters: _______________________________________________________________________________________________________________
Brothers: _____________________________________________________________________________________________________________

Level of Past Medical, Family, Social History (Office Use Only)
______ N/A (01, 02, 11, 12, 13) _______ Pertinent (03, 14) _______ Complete (04, 05, 15)

(One of the above histories completed) (2 or 3 of the above histories completed)

My signature is an acknowledgement that all of the above statements are true. I hereby authorize the doctor to examine and treat my
condition as he/she deems appropriate through the use of chiropractic health care, and I give authority for these procedures to be
performed. I also give permission for my case to be used for research purposes if it is so approved.

PATIENT SIGNATURE:____________________________________________________________________________ DATE:________________________

GUARDIAN SIGNATURE: _________________________________________________________________________ DATE _______________________

D.C./C.A. SIGNATURE: ___________________________________________________________________________ DATE _______________________
Level of system review (Office Use Only)
______ N/A (01, 11, 12) _______ Extended (03, 14,) (2 to 9 of the above systems)
______ Problem Pertinent (02, 13) (One of the above systems) _______ Complete (04, 05, 15) (10 or more of the above systems)

Level of History (Office Use Only)
______ Problem Focused (01, 12) _______ Detailed (03, 14,)
______ Expanded Problem Focused (02, 13) _______ Comprehensive  (04, 05, 15)

Have you had any problems with the following areas? (Please mark Y for yes or N for no in each of the following:)
1. ____ Eyes 6. ____ Urinary 11. ____ Internal Organs
2. ____ Ears, Nose, Mouth, Throat 7. ____ Muscles 12. ____ Blood
3. ____ Heart 8. ____ Nerves 13. ____ Allergies
4. ____ Lungs/Breathing 9. ____ Skin 14. ____ Other _______________________
5. ____ Intestines 10. ____ Psychological _____________________________
Please describe: _______________________________________________________________________________________________________
_______________________________________________________________________________________________________________________

SYSTEM REVIEW QUESTIONS
TM
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