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Children’s Case History

Child’s Name:_________________________ Parent’s Names: ____________________
Birth Date: ___________ Age: ______ Sex: ______ Weight: ______ Height: _____ 
Purpose of office visit: ___________________________________________________

_______________________________________________________________________

________________________________________________________________________

Has your child seen another provider for this purpose?  ____ Yes ____No

Check any of the following conditions your child suffers from Now or Previously.
	
	Now
	Previous
	
	Now
	Previous

	Ear Infections
	____
	____
	Digestive Problems
	____
	____

	Chronic Colds
	____
	____
	Seizures
	____
	____

	Headaches
	____
	____
	ADHD
	____
	____

	Colic
	____
	____
	Growing Pains
	____
	____

	Asthma
	____
	____
	Bed Wetting
	____
	____

	Allergies
	____
	____
	Temper Tantrums
	____
	____

	Recurring fevers
	____
	____
	Scoliosis
	____
	____


Name of Pediatrician: _______________________ Date of last visit: ________________
Reason for visit: __________________________________________________________
Prenatal History:  


Name of Obstetrician/ Midwife:_______________________________________

Ultrasounds during pregnancy?           ___No ____Yes, How many? ___________
            Complications during pregnancy?       ___No ____Yes, List_________________
            Trauma to mother during pregnancy?  ___No ____Yes, List_________________
            Medication during pregnancy?             ___No ____Yes, List_________________

Type of Birth: (check all that apply)

 ___Vaginal    ___Epidural       ___Long Delivery  ___Forceps  ___Vacuum extraction 

 ___Cesarean  ___Home Birth  ___Hospital Birth  ___Breech    ___Induced Delivery 
Birth weight:______  Birth Length:______    APGAR scores: _______; _______
How long did infant feed by: Breast? ____ Formula? ____  Type of Formula? _________
Number of Hours sleeping per night: ____  Quality of Sleep: Good ___ Fair___ Poor___
Growth and Development:

Physical

During the times when your child’s spine is most vulnerable to stress, it should be routinely checked by a chiropractor for prevention and early detection of vertebral subluxation (spinal nerve interference).

At what age did the child:

Respond to sound? ___   Follow Objects with His/Her Eyes? ___ 

Hold Head Up? ___ Sit Alone? ___  Crawl? ___ Stand? ___  Walk Alone? ___  

According to the National Safety Council, approximately 50% of children fall from a high place during the first year of life (i.e., a bed or couch, changing table, down stairs, at playground, etc). 
Has your child suffered a fall? Please list: _______________________________________________________________________ _______________________________________________________________________
Is/Has your child been involved in any high impact or contact sports? (i.e., soccer, football, baseball, gymnastics, cheerleading, martial arts, etc.)  ___ No ___ Yes


Please list:  _______________________________________________________

Has your child ever been involved in any car accident? ___ No ___ Yes


Please list:  _______________________________________________________

Has your child had any surgeries? ___ No ___ Yes
Please list:  _______________________________________________________
Chemical 

Vaccination History: Current____  Not Current____ 
# of Doses of Antibiotics Your Child Has Taken: 
          In the last six months ____  During His/Her Lifetime ______ 
Any other medications your child is taking/has taken? No__ Yes__, type? ____________

Does your child suffer from allergies? No __ Yes __, type? ________________________

Does your child consume dairy or wheat products? No __ Yes__

Does your child take vitamins or supplements? No __ Yes__, type? _________________

Emotional

Please check if any area of your child’s social development is a concern.

__sleep patterns ___ speech ___ habits ___ discipline ____ school____ personality
Any Other Health Problems? (previous diseases, hospitalizations, childhood illnesses): _______________________________________________________________________

_______________________________________________________________________
We are here to serve you and your family.  We encourage you to ask questions.  Your participation is vital and will help determine your results.

AUTHORIZATION FOR CARE OF A MINOR

I hereby authorize the doctor to examine and treat my child as he/she deems appropriate through the use of chiropractic health care, and I give authority for these procedures to be performed.   I also agree to be responsible for all fees incurred at this office.

___________________________________________________                ____________________________

Signature






       Date









