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YOUR VITAL INFORMATION
 (Please print to complete ALL questions, all information is confidential)

Who may we thank for referring you to our office?__________________________________________________

GENERAL INFORMATION
	Full Name:
	Date:

	Address:
	City/State/Zip:

	Parent/Guardian Home Phone:
	Parent/Guardian Work Phone:
	Parent/Guardian Cell Phone:
	Preferred Form of Contact:
       Home         Work         Cell

	Birthday:
	Age:
	Sex:
	Height:
	Weight:
	Social Security:

	Names of Parents/Guardians:
	

	Has your child’s spine ever been checked by a chiropractor?
                                                                                                               
	If so, name of doctor?

	Name of Pediatrician:
	Date of last visit:
	Are you satisfied with the care your child has received:

	Number of Antibiotics your child has taken in the last 6 months?
	During his/her lifetime?

	Is your child currently taking a prescription medication of any kind?
	If so, what is your child currently taking?

	Have you chosen to vaccinate your child?
	If so, vaccination history?

	Emergency Contact:
	Phone Number:
	Relationship:


PRENATAL HISTORY

	Complications during pregnancy?

Y                           N
	If so, please list.

	Complications during delivery?
Y                           N
	If so, please list.

	Ultrasounds during pregnancy?

Y                           N
	If so, how many?
	Medications taken during pregnancy:

	Location of birth:
Hospital   Birthing Ctr   Home 
	Birth Intervention:
           Forceps   Vacuum Extraction   Caesarean Section: Emergency   Planned

	Birth weight and length:
	List any genetic disorders or disabilities.


FEEDING HISTORY

	Breastfed? 

Y          N
	If so, how long?
	Formula fed?

Y          N
	If so, how long?

	Introduced solids at what age?
	Introduced cow’s milk at what age?
	List any food/juice allergies.


DEVELOPMENTAL HISTORY
During the following times your child’s spine is most vulnerable to stress and should routinely be checked by a Doctor of Chiropractic for prevention and early detection of vertebral subluxation (spinal nerve interference).  At what age was your child able to:


________Respond to Sound

________Cross Crawl

________Respond to Visual Stimuli
________Stand Alone

________Hold Head Up


________Walk Alone

________Sit Up
According to the national safety council, approximately 50% of children fall from a high place during their first year of life (ie. a bed, changing table, down stairs, etc.).  Was this the case with your child?     Y          N

Is/has your child been involved in any high impact or contact type sports (ie. soccer, football, gymnastics, baseball, cheerleading, martial arts, etc.)?     Y          N

List:__________________________________________________________________________________________________________

Carrying a heavy backpack can put serious stress on a child’s growing spine and cause subluxation.  Does your child carry a backpack?     Y          N


If so, how heavy is it?_____________________________________

Has your child ever been involved in a car accident?     Y          N     List:__________________________________________________

Has your child been seen on an emergency basis?     Y          N     List:____________________________________________________

Other traumas not described above?     Y          N     List:_______________________________________________________________

Prior Surgery:     Y          N     List:___________________________________________________________________________________

Menarche:     Y          N     Age:________

Childhood Diseases:

Chicken Pox
Y     N     Age:________


Mumps


Y     N     Age:________

Rubella     
Y     N     Age:________


Whooping Cough
Y     N     Age:________

Rubeola     
Y     N     Age:________ 


Other______________
Y     N     Age:________   
PRIMARY COMPLAINT

Why is/are your child/you here today?________________________________________________________________

____________________________________________________________________________________________

How long has your child had this problem?___________________Date of onset?_________________________________________

Have they had this problem before?_________________________If so, when?___________________________________________
Who have you seen for this?________________________________What did they do?_____________________________________
How did your child respond?_____________________________________________________________________________________

List any additional health conditions your child has that concern you__________________________________________________
______________________________________________________________________________________________________________


THIS DOCUMENT CONSTITUTES INFORMED CONSENT FOR CHIROPRACTIC CARE
When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be working towards the same objective.  Chiropractic has only one goal.  It is important for each patient to understand both the objective and the method that will be used to attain it.  This will prevent confusion or disappointment.

ADJUSTMENT:  An adjustment is the specific application of forces to facilitate the body’s correction of vertebral subluxation.  Our chiropractic method of correction is by specific adjustment of the spine.

HEALTH:  A state of optimal, physical, mental and social well being, not merely the absence of disease or symptoms.

VERTEBRAL SUBLUXATIONS:  A misalignment of one or more of the 24 vertebrae in the spinal column which causes alteration of nerve function and interference to the transmission of mental impulses, resulting in a lessening of the body’s innate ability to express its maximum health potential.

We do not offer to diagnose or treat any disease or condition other than vertebral subluxation.  However, if during the course of chiropractic spinal examination, we encounter non-chiropractic or unusual findings, we will so advise you.  If you desire advice, diagnosis or treatment for those findings we will recommend that you seek the services or the health care provider who specializes in that area.

Regardless of what the disease is called, we do not offer to treat it.  Nor do we offer advice regarding treatment prescribed by others.  OUR ONLY PRACTICE OBJECTIVE is to eliminate major interference to the expression of the body’s innate ability to heal and be well.  Our only method is the specific adjustment of vertebral subluxations.  However, we may use other procedures to help your body hold the adjustments.

POLICIES

1. All first visit charges are payable when services are rendered, since it is impossible to determine what insurance covers without a diagnosis of severity.

2. The fee paid for x-rays is for the analysis of those x-rays only.  The film itself is the property of this office.  Original x-rays can not be released.

3. I have read Complete Care Chiropractic’s Notice of Patient Privacy Practices (doctor patient confidentiality agreement)

I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself.  Furthermore, I understand Complete Care Chiropractic will prepare any necessary reports and forms to assist in making collections from the insurance company and that any amount authorized to be paid directly to Complete Care Chiropractic will be credited to my account upon receipt.  However, I clearly understand and agree that all the services rendered to me are charged directly to me and that I am personally responsible for payment.

I, ____________________________________, have read and fully understand the above statements.

_________________________________________
______________________________________

Signature 





Date

PREGNANCY RELEASE:  This is to certify that to the best of my knowledge, I am not pregnant.  Complete Care Chiropractic has my permission to perform and x-ray evaluation.  I have been advised that x-ray can be hazardous to an unborn child.

__________________________________
_________________________________________
______________________

Date of last menstrual period


Signature 




Date

COMPLETE IF THE PATIENT IS A MINOR CHILD 

Child’s Name: ______________________________________________________________________________________________

I, ________________________________ being the parent or legal guardian of the aforementioned  child have read and fully understand the above terms of acceptance and hereby  grant permission for my child to receive chiropractic care.

_______________________________________________________

____________________________________________

Signature







Date







