CHILDREN’S HEALTH RECORD

ABOUT THE CHILD
Mame
Home Phong ____ Birthdate
Age Gender OM QF
Halght _-SiCEEnas 18 Weight
Address

CibyStataZip

Parent's Marme

Farent's Employer
Parent’s Work Phone
Payment Method O Cash
Crdt Cd. #

Health Insuranca Co, Name

0 Credit Card

2xp

o Check

Paolicy Mumber

Falicy Holder's Name
Policy Holder's Zocial Security #

MOTHER'S PREGNANCY & LABOR

During pregnancy, did the mother:

«oooiake any medication? QMo OYes
Explain L 1 T

.....5moke ar consume alcohal? ONo OYes

coen BEPETIENGE any lInessy QMo OYes
Explain

Approximately how long did labor last? __ hours

Was [abar chamically induced? ONo CYes

Was labor doctor assisted? ONo OYes

Waz a C-Section performed? oMo oOoYes

Were forceps or vatuum extraction used?Q Mo 0 Yes
Did the delivary dactor gull or twist the
baby during defvaryF
Wag ihe delivary premature?
i *¥ee* at ____ month and

0O Mo
ONo OYes
weight
Check amy of the following i the child experignced it
immediztely after birth.
3 Jaundice
J Feading Froblems
2 Other Condition(s)

Explain

0 Respiratory Prablems
U Dizplaced or Broken Joints

REASON FOR THIS VISIT

Describe the purpose of this visit,

15 the purposa of this appointment related to
dspords O auto o fall - o home injuny
d chronic discomtort 0 other

Explain
When did this condition begin?

Has this condition

J gotten worse O staved constant O ¢omes and goes

Dioes this condition inferens with

 sleep 2 daily routing O ather activities

Exnlain

Has this condition occurred befora? O Yes O Mo

Explain

Have you seen ather doclars for this condition? O Yes O No

Dr.'s Namais)
Type of Traatment
Results

CHILD'S HEALTH HISTORY

Pleasa check each of the diseases aor conditions that tha child has
naw ar has had in the past, While thay may seem unralated 1o the
purpose of the appointrment, they can affect the averall diagnosis

oaoaooaooooaoooaooan

Vision Problems O Fink Eye
Headacheas O Ear Problems
Sleaping Disarders O Tubesinthe Ears
Irritabiliy O Aftention Problems
Skin Problems O Freguent Colds
Allergies O Colic

Breathing Prablems O Digestive Problems
Azthma 03 Other
Hyperactivity

Constipation

Bed Wetling



CHILD'S CURRENT HEALTH 5TATUS
&OALS FOR MY CHILD'S CARE

Iz vour child accident prona? O Mo O 'Yes
Has vour child:

“Jreen hospitalized? O No OYes Children 568 Chiropractors for avarlety of reasons. Some
; q i ",;,' O No O Yes g0 for relief of pain, some to correct the cause of pain and
S F = N athers for cormection of whatever is matfunctioning in their
....ﬂ.t]een It '1 I::arl ar:‘wu]Eﬁ e f : ?es. podies. Your Doctar will weigh your needs and desires
:':TI}EH";K%;:E: faken antibiotics? a4 No O Yes wihan recommending your child's Chirogractic care

s y pragram. Please check the type of cara desired 50 that wea
Is your child currently taking any medication? O Mo 01 es may be guided by your wishas whanever possidle.
If "Yes, explain O Relief Care — Syrnptomatic raligl of pain or
Daes your child have difficulty intaracting with schoolmates or discomfort
friends? a1 Mo O Yes O Correclive Care — Correcling and relieving the causa

of the prablerm as well as the symploms

O Comprehensive Gare — Bring wialear 15
malfunctioning in the body to the highast state of

Hawa vou or amyong else noliced thal wour child & nersous,
twitchas, shakes or axhibits rocking behavior? QMo O 'Yes

What changes (it any) in yvour child's health or behavior would you health possible with Chiropractic care.
like accamplished? 01 | want the Dactor to salect the typa of care appropriate
far oy chikd,
PzrantGuardian's Sgnature Dl
VACCINATIONS

Have you chosen to vaccinate your child? QMo OYss 1 *Yes”, check all vaccinations the child has receivad.
o DPT O MMR O Folio 2 Chicken Pox L Hepatilis Q0 Other
Describe any and all reactions to vatcina(s).

AUTHORIZATION TO C ARE FOR MY MINIOR CHILD

| hereby autharize tha Daetors in this Chirepractic office, and whomever they may designate as their assistants to administer
Chiropractic cara, to work with my child (name) through the use of adjustments and proceduras to
the sping, as tha Doctor dasms approprizte.

| chearly undarstand and agree that all sendces rendered are charged directly to me and that | am persanally respansible Tor paymant.
| agree that | am responsible for all ills incurred at this office. The Doctor will not be held responsible for any pre-existing medically
diagnosed conditions nar for any medical diagnosis. | also understand that if my child's care is suspanded or tarminated, any fees
for professional services rendared will become immedistely due and payaile.

| undarstand and agres that health and accident insurance palicies are an arrangament betwaen an insurance carriar and policy
holder, | understand that the Doctor's Office will prepare any necessary reports and forms to agsist me in collecting from the
nsurance company and that any amount authorized to be paid diractly to the Doctor's Office will be credited to my account on
recelpt. | hareby authorize assignmeant of insurance rights and benelits (if applicable) directly to the provider for servicas rendered to
my child.

Patient's Name |{Print)  Parent or Legel Guardizn’z kame [Frint)

TarerdfGuzndian's Signaheme Authanizing Care e 1 -fI'-'I:'D;";'f- Wilness” Signaturs
Wha should receive bills for payment on this account?
2 Parent 2 Personal Health Insurance 2 Aut Insurance 0 Medicare 0 Medicaid

@ Copyright 1998 The Power Zone. All rights reserved. To re-order this form, call 800/569-7858.



