WholeCare

A Transformational Chiropractic
& Holistic Health Center

Pediatric History Form
(For Children 12 Years and Under)

IT IS A PLEASURE TO WELCOME YOU TO OUR FAMILY OF HAPPY AND HEALTHY CHIROPRACTIC PATIENTS HERE AT WHOLE CARE. PLEASE LET US KNOW IF THERE IS ANY
WAY WE CAN MAKE YOU AND YOUR FAMILY FEEL MORE COMFORTABLE. TO HELP US SERVE YOU BETTER, PLEASE COMPLETE THE FOLLOWING INFORMATION.
WE LOOK FORWARD TO WORKING WITH YOU TO CREATE BETTER HEALTH FOR YOUR FAMILY.

(PLEASE PRINT)

PATIENT NAME: NAME You PREFER Us To USE:

ADDRESS: Ciry: STATE: ZIP:
HOME PHONE: ( ) CELL: ( )

DATE OF BIRTH: S.S.# - - GENDER: O FEMALE O MALE WEIGHT: HEIGHT:
PARENT(S)/GUARDIAN NAME(S): REFERRED BY:

PURPOSE FOR CONTACTING WHOLE CARE ?

HAVE OTHER DOCTORS BEEN SEEN FOR THIS CONDITION? [ YES [ No  IF YES, LiST DOCTOR NAME(S) AND PRIOR TREATMENTS:

ANY OTHER HEALTH PROBLEMS?

CHECK ANY OF THE FOLLOWING CONDITIONS YOUR CHILD HAS EXPERIENCED DURING THE PAST SIx MONTHS:

[ EAR INFECTIONS [ DiGESTIVE PROBLEMS [ CAR AccIDENT [ HeapAcHES

[J ASTHMA / ALLERGIES [ Bep WETTING ] cHroNic CoLps ] GRoWING / BACK PAINS
[ coLic [ Seizures ] RECURRING FEVERS O AuTism

[ scoLiosis ] ADD/ADHD [ TEMPER TANTRUMS ] OTHER:

FAMILY HISTORY:

PREVIOUS CHIROPRACTOR (IF ANY): DATE OF LAST VISIT:

REASON: ARE YOU SATISFIED WITH THE CARE YOUR CHILD HAS RECEIVED THERE: O YES O NoO
NAME OF PEDIATRICIAN: DATE OF LAST VISIT:

REASON: ARE YOU SATISFIED WITH THE CARE YOUR CHILD HAS RECEIVED THERE: O YES O No
NUMBER OF ANTIBIOTICS YOUR CHILD HAS TAKEN DURING THE PAST SIX MONTHS: DURING His/HER LIFETIME:

NUMBER OF DosES oF OTHER PRESCRIPTION MEDICATIONS YOUR CHILD HAS TAKEN DURING THE PAST SiX MONTHS:

DURING HIS/HER LIFETIME: PLEASE LIST:

VACCINATION HISTORY:

PRENATAL HISTORY:

NAME OF OBSTETRICIAN/MIDWIFE:

COMPLICATIONS DURING PREGNANCY: [ YES [ No LisT:

ULTRASOUNDS DURING PREGNANCY: O YES [ NO  NUMBER:

MEDICATIONS DURING PREGNANCY/DELIVERY: O YES [ NO LIST:

CIGARETTE/ALCOHOL USE DURING PREGNANCY: O YES 0O NoO
LOCATION OF BIRTH: [ HOSPITAL O BIRTHING CENTER O HoME

BIRTH INTERVENTION: O FORCEPS [ VACUUM EXTRACTION O CAESARIAN SECTION IF C-SECTION: O EMERGENCY [ PLANNED



COMPLICATIONS DURING DELIVERY: O YES O No  LisT:

GENETIC DISORDERS OR DisABILITIES: O YES O No LIsT:

BIRTH WEIGHT: BIRTH LENGTH: APGAR SCORES:

FEEDING HISTORY:
BREAST FED: O YES O NO How LONG?

FORMULA FED: O YES O NO How LonG? WHAT TYPE?

INTRODUCED TO SOLIDS AT MONTHS ~ INTRODUCED TO COWS’ MILK AT MONTHS

Foob/JUICE ALLERGIES OR SENSITIVITIES: O YES O NoO LIsT:

DEVELOPMENTAL HISTORY:

DURING THE FOLLOWING DEVELOPMENTAL STAGES YOUR CHILD'S SPINE IS MOST VULNERABLE TO STRESSES 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: RESPOND TO VISUAL STIMULI: HoLb HeAD UpP:

SIT UP: CROSS CRAWL: STAND ALONE: WALK ALONE:

ACCORDING TO THE NATIONAL SAFETY COUNCIL, APPROXIMATELY 50% OF CHILDREN FALL HEAD-FIRST FROM A HIGH PLACE DURING THEIR FIRST YEAR OF LIFE
(FOR EXAMPLE: A BED, CHANGING TABLE, STAIRS, ETC.). HAS YOUR CHILD HAD A HEAD-FIRST FALL? O YES O No

IS/HAS YOUR CHILD BEEN INVOLVED IN ANY HIGH IMPACT OR CONTACT SPORTS (I.E., SOCCER, FOOTBALL, GYMNASTICS, BASEBALL, CHEERLEADING, MARTIAL ARTS, ETC.)?

O Yes O No List:

HAS YOUR CHILD EVER BEEN INVOLVED IN A CAR ACCIDENT? [ YES O No LIsT:

HAS YOUR CHILD BEEN SEEN ON AN EMERGENCY BAsIs? O YES O No  LisT:

OTHER TRAUMAS NoT DESCRIBED ABOVE? [ YES [ No LisT:

PRIOR SURGERY: O YES 0O No LisT:

MENARCHE: O YES O NO AGE:

CHILDHOOD DISEASES: PLEASE MARK ALL THAT APPLY.

(] CHICKEN Pox  AGE: ] Mumps AGE:
(] RuBELLA AGE: ] WHOOPING COUGH ~ AGE:
[] RueeoLA AGE: (] OTHER(S) LisT:

WE ARE HERE TO SERVE YOU AND WE ENCOURAGE YOU TO ASK QUESTIONS. YOUR PARTICIPATION IS VITAL AND WILL HELP DETERMINE YOUR CHILD'S RESULTS.

AUTHORIZATION FOR CARE OF MINOR
| HEREBY AUTHORIZE WHOLECARE, ITS DOCTORS AND STAFF TO ADMINISTER CHIROPRACTIC CARE TO MY SON/DAUGHTER AS THEY DEEM NECESSARY.
| CLEARLY UNDERSTAND AND AGREE THAT | AM PERSONALLY RESPONSIBLE FOR PAYMENT OF ALL FEES AT THE TIME SERVICES ARE RENDERED.

NAME OF PARENT/GUARDIAN: DATE:

SIGNATURE OF PARENT/GUARDIAN:
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