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CHIROPRACTIC SPA & ACUPUNCTURE CENTER

®




Child Intake Form
Child’s Name __________________________________________ Date of Birth ____________Age__________

Address __________________________________________________City______________________________

State_________ Zip Code _____________ Home Phone_____________________________________________

Mother’s Name______________________________ Father’s Name __________________________________
Parent Email Address:













Pediatrician’s Name______________________________________ Clinic Name_________________________

Clinic Address and Phone ____________________________________________ ________________________

May we contact your pediatrician regarding your child’s treatment at this office?        Yes     or      No
Your child’s overall health as well as any medications your child takes could have an important interrelationship with the care your child receives.  Please answer each of the following questions completely.

History of Present Illness

Purpose of this appointment:

___ Wellness Check-Up      ___ Auto Accident Related     
                       Other: ________________________________________
When did you first notice this problem: ______________________________________________________________

How did it originally occur? ________________________________________________________________________

How has it progressed recently?     ___No Change        ___ improving       ___Getting worse
How frequent is the condition?  ___Constant       ___Frequently      ___Intermittent      ___Occasionally

Does anything relieve the problem?  If so please list. ___ No   ___Yes:______________________________________

Does anything make the problem worse? If so please list.  ___No   ___Yes:__________________________________

Previous Doctors and treatments for complaint ________________________________________________ 

_______________________________________________________________________________________

_______________________________________________________________________________________

Please place an “X” on the line below to indicate the level of the problem.

               No Symptoms







        Extreme Symptoms

Personal Information: Please check any problems your child currently has ever had:

	· Thumb sucking
	( yes
	( no
	· Dental problems
	( yes
	( no

	· Diarrhea or constipation
	( yes
	( no
	· Bed wetting
	( yes
	( no

	· Irritable/temper problems
	( yes
	( no
	· Eye problems
	( yes
	( no

	· Nightmares/sleep problems
	( yes
	( no
	· Speech problems
	( yes
	( no

	· Feeding/eating problems
	( yes
	( no
	· Discipline problems
	( yes
	( no

	· # of meals each day
	__________
	· Developmental problems
	( yes
	( no

	· # of snacks
	__________
	· Alcohol/drug abuse
	( yes
	( no

	· Does your child take vitamins, fluoride, iron, or other supplements
	( yes
	( no
	· Child’s weight at birth:
	_____________

	· Has your child ever eaten dirt, paint, or plaster
	( yes
	( no
	· Delivery
	( C-Section

( Vaginal

	· Does your child get along well with other children?
	( yes
	( no
	· Were forceps or vacuum extraction used during delivery?
	( yes
	( no

	· Is your child doing well in school?
	( yes
	( no
	· Was your child born more than 2 weeks early or late?
	( yes
	( no

	· Were cigarettes, alcohol, drugs or any medications used during pregnancy?
	( yes
	( no
	· Was/ Is the child breast fed?
	( yes
	( no

	· Toilet training problems
	( yes
	( no
	· Age discontinued breastfeeding:
	_____________

	· Hearing problems
	( yes
	( no
	
	

	· Emotional problems
	( yes
	( no
	
	


Has your child ever had any of the following health issues:

	· Mumps, Measles
	( yes
	( no
	· Emotional Disorders
	( yes
	( no

	· Chicken Pox
	( yes
	( no
	· TB/ Lung Disease
	( yes
	( no

	· Eczema/Skin Problems
	( yes
	( no
	· High Blood Pressure
	( yes
	( no

	· Asthma/ Wheezing
	( yes
	( no
	· Kidney/Bladder Problems
	( yes
	( no

	· Allergies
	( yes
	( no
	· Sexually Transmitted Disease
	( yes
	( no

	· Frequent colds or sore throats
	( yes
	( no
	· High Cholesterol
	( yes
	( no

	· Frequent ear infections
	( yes
	( no
	· Handicaps/Disabilities
	( yes
	( no

	· Colic as an infant
	( yes
	( no
	· Diabetes
	( yes
	( no

	· Croup
	( yes
	( no
	· Rheumatic Fever
	( yes
	( no

	· Pneumonia
	( yes
	( no
	· Congenital heart defect
	( yes
	( no

	· HIV/AIDS
	( yes
	( no
	· Heart murmur
	( yes
	( no

	· Abnormal bleeding
	( yes
	( no
	· Convulsions/ Epilepsy
	( yes
	( no

	· Hemophilia
	( yes
	( no
	· Broken Bones
	( yes
	( no

	· Hepatitis
	( yes
	( no
	· Major Trauma, falls, or car accidents
	( yes
	( no

	· Cancer
	( yes
	( no


Please explain any medical issues that your child has_______________________________________________________ 

__________________________________________________________________________________________________

Please list any major illnesses, injuries, falls, auto accidents or surgeries including dates. __________________________
__________________________________________________________________________________________________
Please list any medications or supplements your child takes__________________________________________________

__________________________________________________________________________________________________
