wsmenmoracrics GHILD HEALTH HISTORY

ABOUT THE CHILD

NAME:

ADDRESS:

CHIROPRACTIC EXPERIENCE

‘WHO REFERRED YOU TO OUR OFFICE?

CITY: STATE/ZIP CODE:

HAVE YOU SEEN OR HEARD OF OUR OFFICE BECAUSE OF (ALL THAT APPLY):

O NEWSPAPER QO SIGN O YELLOW PAGES O COMMUNITY EVENT O MAILING

HOME PHONE:

HAVE YOU BEEN ADJUSTED BY A CHIROPRACTOR BEFORE?
O YES aNoO

DATE OF BIRTH:

SOCIAL SECURITY NUMBER:

IF YES, WHAT WAS THE REASON FOR THOSE VISITS?

GENDER: WEIGHT:

DOCTOR’S NAME:

ABOUT THE PARENT

PARENT/LEGAL GUARDIAN NAME:

ADDRESS:
O SAME AS ABOVE

APPROXIMATE DATE OF LAST VISIT:

REASON FOR THIS VISIT

DESCRIBE THE REASON FOR THIS VISIT:
O WELLNESS O SPECIFIC CONCERN

IF CONCERN, DESCRIBE:

INSURED’S NAME:

INSURED’S SOCIAL SECURITY NUMBER:

INSURED’S DATE OF BIRTH:

VACCINATIONS/MEDICATIONS

CITY: STATE/ZIP CODE:
HOME PHONE: CELL PHONE:
IS THE PURPOSE OF THIS APPOINTMENT RELATED TO:
EMAIL ADDRESS: O SPORTS QL AUTO QFALL QO HOMEINJURY O OTHER
PLEASE EXPLAIN:
EMPLOYER NAME:
EMPLOYER ADDRESS: WHEN DID THIS CONDITION BEGIN?
EMPLOYER CITY: EMPLOYER STATE/ZIP CODE:
HAS THIS CONDITION:
WORK PHONE: POSITION TITLE:
O GOTTEN WORSE O STAYED CONSTANT 1 COME AND GONE
INSURANCE COMPANY:

DOES THIS CONDITION INTERFERE WITH:
O SLEEP
PLEASE EXPLAIN:

O DAILY ROUTINE 0 OTHER ACTIVITIES

HAS THIS CONDITION OCCURRED BEFORE?
QO YES aNo

PLEASE EXPLAIN:

HAVE YOU CHOSEN TO VACCINATE YOUR CHILD? O YES QO NO HAVE YOU SEEN OTHER DOCTORS/CHIROPRACTORS FOR THIS CONDITION?
IF YES, CHECK ALL THAT YOUR CHILD HAS RECEIVED: O YES uNo
QDPT O MMR QO CHICKEN POX Q HEPATITIS O OTHER DOCTOR’S NAME:
DESCRIBE ANY AND ALL REACTIONS TO VACCINE (S): TYPE OF TREATMENT:
LIST PRESCRIPTION MEDICATION & # OF DOES CHILD HAS TAKEN: RESULTS:
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