[bookmark: _GoBack]ONE CHIROPRACTIC
PEDIATRIC INTAKE FORM                               Patient #:________


Please print clearly, leaving no blanks.

SECTION I: PERSONAL INFORMATION

Child’s name:  _________________________________	Date of birth:  ____________	Age: _________
		FIRST		MI	       LAST
Name of parent/guardian:  ____________________________ Relationship:  ______________________

Address:______________________________________________________________________________
		STREET				CITY			STATE		ZIP
Phone:_______________________________________________________________________________
HOME				CELL				WORK
Email:________________________________________   Method of reminders:  Text  Email  Voice

Past chiropractic care:___________________________________________________________________

How did you hear about our office?________________________________________________________


SECTION II: REASON FOR SEEKING CARE

Primary reason for visit:_________________________________________________________________

When did you first notice symptoms?______________________________________________________

What have you done to relief these symptoms, healthcare provider?_____________________________

Interferes with:  daily routine    sleep     eating    school/day care   other__________________

Complaint is:   getting better    staying the same     getting worse


SECTION III: CHILD’S PERSONAL HEALTH HISTORY

Please circle if your child has or is currently suffering from any of the following:

	INFANTS
	TODDLERS
	SCHOOL AGED

	Allergies
	Constipation/diarrhea
	Allergies
	Frequent colds/flu
	ADD/ADHD
	Headaches

	Asthma
	Ear infections
	Asthma
	Headaches
	Allergies
	Neck/back pain

	Breast feeding difficulty
	Torticollis
	Constipation/diarrhea
	Neck/back pain
	Asthma
	Poor posture

	Colic
	Ear infections
	
	Ear infections
	Scoliosis

	
	
	
	Frequent cold/flu
	Sports related injuries


Accidents /falls your child has had:  ________________________________________________________

Surgeries/Hospitalizations:  ______________________________________________________________

SECTION IV:  PRENATAL HISTORY  * INFANTS/TODDLERS ONLY

Gestational age:___________	Birth weight: ___________	Length:____________  APGAR:_______

Location and type of birth:  ______________________________________________________________

Complications/interventions:  ____________________________________________________________

Alcohol/tobacco/drug use during pregnancy? _______________________________________________

Genetic disorders/disabilities:  ____________________________________________________________

Breast fed:  NO / YES, How long? ________________	Formula fed?  NO / YES, How long?  _________

Food allergies/intolerances:  _____________________________________________________________



CONSENT TO TREAT A MINOR
I hereby authorize One Chiropractic and its Doctor to administer care to my son/daughter as they deem necessary. I clearly understand and agree that I am personally responsible for payment of all fees charged by this office.

____________________________________________			________________
PARENT/GUARDIAN SIGNAURE							DATE

____________________________________________			________________
DOCTOR SIGNATURE								DATE
