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First Nam: lastName: N

Middle Name: e PreferedName:

Parent’s Name: s

Age: __

Date of Birth

Phone Number

ity State: "

Emergency Contact

Phone Number = b

{as the patient had previous chiropractic care? _ Chiropractor’s Name: ___ 1

or Case History

f child is under the age of 2, lease ill aut the following section. I over age 2, sip to M

Third Trimester Presentation: Vertex head down) __ Breech ___ Transverse ___ Face/Brow
Normal Vagi Forceps____ Cesarean ____ SuctionorVacuum ______—

Problems during Pregnancy or Labor? _ L
Was there any presence at birth of: Jaundice (Yellow)? __ _Cyanosis (blue?
Congenital Anomalies/Defects? .
Obstetrician/Midwife et _Pediatrician/ Family MD: Ll
Date of last visit: Purpose B
How many weeks was pregnancy? How long was labor

reastfeeding? __ I yes, both sides? How long? How often?

t all, when was formula introduced? _ When was solid food introduced?

How often does the baby have bowel movements? __ Do they seem to be uncomfortable?

If yes, explain: .
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MINOR CASE HISTORY

< This Child Ever Suffered From.
feadaches Orthopedic Problems LI Digestive Disorders
Dizziness 1 Neck Problems Paor Appetite
Fainti Arm Problems Stomach Aches
Seizures/Convulsions (1 Leg Problems Reflux

Heart Trouble 1 Joint Problems Constipation

Chronic Ear Aches Backaches Diarrhea

Sinus Trouble Poor Posture Diabetes

\sthin Scoliosis Hypertension
Colds/Flu Walking Trouble Anemia

Colic Broken Bones Bed Wetting
Behavioral Problems Growing Pains 110ther i
ADD/ADHD Allergies to,

Ruptures/Hernia

Lip or Tongue Tie? Was it revised? _

Muscle Pain

nild ever had an organized sports related injury? ____ If yes, please explain

d ever had injuries from an auto accident? 1f yes, please explain

Present Histon

Sur

Medications: P

idents E

your child been treated on an emergency hasis? If yes, explain:

Purpose of this appointment: _

hing cause these

ptoms?,

did the problem start Has it changed since onset? Better Worse Same

in: Constant__ Intermittent___ Does the pain radiate anywhere? ___ If yes, where? _
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Authorization for Care of a Minor

ereby authorize this office and its doctor(s) to administer care as they deem so necessary to

my son/daughter/ward (upon approval of parent or guardian)

Signed: __ _ Date

Witnessed Date
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/ Place an “X” on

drawings to the left

wherever you have pain

dicate

Beside the “X” i
type of pain you are

f) experiencing

A=Ache

B=Burning

ST=Stabbing
SP=Spasm
N=Numbness

Pins and Needles

Throbbing

ircle the number that best describes your overall pain.
2 B SR s T 0 104

LITTLE MEDIUM SEVERE EXCRUCIATING

\TIVE SIGNATURE DATE





