
 
Pediatric Patient History 

  

CHILD’S NAME: ____________________________________________________ 

  LAST    FIRST   MI 

AGE:_________  MALE    FEMALE 

DOB:______________________ 

MOTHER’S NAME: ___________________________________ 

  LAST   FIRST 

FATHER’S NAME:____________________________________ 

  LAST   FIRST 

ADDRESS: ___________________________________CITY/TOWN:____________________STATE:_________ZIP:__________ 

PRIMARY PHONE: ____________________________________ SECONDARY PHONE: _________________________________ 

EMAIL: __________________________________________ 

HOW DID YOU HEAR ABOUT OUR OFFICE: WEBSITE  ____ SEARCH ENGINE____ WALK-BY____ SOCIAL MEDIA: __________________ 

 DOCTOR:___________________________________  FRIEND:_______________________________________ 

 

THIRD TRIMESTER PRESENTATION:   VERTEX _________     BREECH _________     TRANSVERSE _________     FACE/BROW _________ 

TYPE OF BIRTH:   NORMAL VAGINAL ________   FORCEPS _________   CESAREAN _________    SUCTION CAP OR VACUUM _________ 

LOCATION OF DELIVERY:  BIRTHING CENTER ___________     HOSPITAL ___________      HOME ___________ 

PROBLEMS DURING PREGNANCY: ____________________________________________________________________________ 

PROBLEMS DURING LABOR/DELIVERY: ________________________________________________________________________ 

HOW LONG DID LABOR LAST: ______________________________________________________________________________ 

MEDICATION TAKEN DURING PREGNANCY: _____________________________ CIGARETTE/ALCOHOL USE DURING PREGNANCY? ____ 

APGAR SCORES: _____  _____ WAS THERE PRESENCE OF:      JAUNDICE (YELLOW) _______  CYANOSIS (BLUE) _______ 

CONGENITAL ANOMALIES/DEFECTS?_____ IF YES, PLEASE EXPLAIN: ___________________________________________________ 

 

INFANT FEEDING:  BREAST_______     BOTTLE _______     IF BOTTLE, WHICH FORMULA? __________________________________ 

NUMBER OF HOURS SLEEPING PER NIGHT:_______________      QUALITY OF SLEEP:  GOOD_______    FAIR _______    POOR_______      

BIRTH WEIGHT: ___________ BIRTH LENGTH: ___________ CURRENT WEIGHT: _________ CURRENT LENGTH: _________ 

 

PURPOSE OF THIS APPOINTMENT: ___________________________________________________________________________ 

OBSTETRICIAN/MIDWIFE:________________________________________________________________________________ 

PEDIATRICIAN/FAMILY MD: _______________________________________________________________________________ 

DATE OF LAST VISIT: _______________ PURPOSE: ___________________________________________________________ 

PREVIOUS CHIROPRACTOR: _______________________________________________________________________________ 

DATE OF LAST VISIT: _______________ PURPOSE: ___________________________________________________________ 

 

 

●●●●●●●●●●●●●●●AUTHORIZATION FOR CARE OF MINOR●●●●●●●●●●●●●●● 

I HEREBY AUTHORIZE THIS OFFICE AND ITS DOCTORS TO ADMINISTER CARE TO MY CHILD AS THEY DEEM NECESSARY.  I CLEARLY UNDERSTAND 

AND AGREE THAT I AM PERSONALLY RESPONSIBLE FOR PAYMENT OF ALL FEES CHARGED BY THE OFFICE. 

INSURANCE COMPANY: ____________________________________ POLICY #: __________________________ 

SIGNED: _____________________________________________ DATE: _____________________________ 



 

 

DELIVERY/BIRTH HISTORY:_______________________________________________________________________________ 

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

HAS THIS CHILD EVER SUSTAINED AN INJURY PLAYING ORGANIZED SPORTS?________ IF YES, PLEASE EXPLAIN:_____________________ 

__________________________________________________________________________________________________ 

HAS THIS CHILD EVER SUSTAINED INJURIES IN AN AUTO ACCIDENT?_________ IF YES, PLEASE EXPLAIN: _________________________ 

__________________________________________________________________________________________________ 

NUMBER OF DOSES OF ANTIBIOTICS YOUR CHILD HAS TAKEN:  DURING THE PAST SIX MONTHS _______  DURING HIS/HER LIFETIME _______ 

 

SURGERIES: _________________________________________________________________________________________ 

MEDICATIONS: _______________________________________________________________________________________ 

IMMUNIZATION HISTORY: ________________________________________________________________________________ 

ACCIDENTS: _________________________________________________________________________________________ 

FAMILY HISTORY: _____________________________________________________________________________________ 

HAS YOUR CHILD EVER BEEN TREATED ON AN EMERGENCY BASIS?  __________ IF YES, WHY? ________________________________ 

__________________________________________________________________________________________________ 

 

AT WHAT AGE DID THE CHILD…? 

 WALK ALONE_________ TALK_________ CRAWL_________ SIT ALONE_________ STAND_________ 

 HOLD HEAD UP_________ FOLLOW OBJECTS WITH HIS/HER EYES_________ RESPOND TO SOUND_________ 

AT WHAT AGE, IF EVER, DID THIS CHILD SUFFER FROM THE FOLLOWING CHILDHOOD DISEASES? 

 CHICKEN POX_________ MUMPS_________ MEASLES_________ RUBELLA_________ 

 RUBEOLA_________ WHOOPING COUGH_________ OTHER_________ 

 

HAS THIS CHILD EVER SUFFERED FROM: (CIRCLE ALL THAT APPLY) 

 DIZZINESS BACKACHES BLOOD DISORDERS LEG/ARM PROBLEMS 

 ANEMIA HEADACHES HEART TROUBLE BACK/NECK PROBLEMS 

 POOR APPETITE COLDS/FLU ASTHMA ORTHOPEDIC PROBLEMS 

 BED WETTING RHEUMATIC FEVER SINUS TROUBLE DIGESTIVE DISORDERS 

 SEIZURES/CONVULSIONS HYPERACTIVITY/ADD/ADHD “GROWING PAINS” CONSTIPATION/DIARRHEA 

 PARALYSIS COLIC WALKING PROBLEMS BEHAVIORAL PROBLEMS 

 STOMACHACHES CAR ACCIDENTS FAINTING CHRONIC EARACHES 

 BROKEN BONES SCOLIOSIS JOINT PROBLEMS ALLERGIES TO:________________ 

 ALLERGIES DIABETES/HYPOGLYCEMIA REFLUX ALLERGIES TO:________________ 

 POOR POSTURE RUPTURES/HERNIAS HYPERTENSION OTHER:_____________________ 

 

WE ARE HERE TO SERVE YOU AND ENCOURAGE YOU TO ASK QUESTIONS. 

YOUR PARTICIPATION IS VITAL AND WILL HELP DETERMINE YOUR RESULTS. 

WE WILL TAKE GREAT CARE OF YOU HERE!  



PARENT/GUARDIAN INFORMATION 

  

Child’s Name ___________________________________ Date ______________ Patient # ________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

CONSENT TO TREAT 

I give permission, as legal guardian of ________________________________________________, for  

him/her to be seen and treated in my absence at Green Hills Chiropractic Clinic. 

Parent/Guardian Signature:_______________________________ Date:____________________________ 

 

 

Parent Name __________________________________ 
 

DOB _________________________     Male      Female 
 

Address ______________________________________ 
 

_____________________________________________ 
    City    State  Zip 
 

Cell phone ____________________________________ 
 

Home Phone __________________________________ 
 

Email ________________________________________ 
 

Status:  single   married   divorced   other _________ 
 

Employer Information: 
 

Employer _____________________________________ 
 

Address ______________________________________ 
 

_____________________________________________ 
    City    State  Zip 

 

 

Parent Name __________________________________ 
 

DOB _________________________     Male      Female 
 

Address ______________________________________ 
 

_____________________________________________ 
    City    State  Zip 
 

Cell phone ____________________________________ 
 

Home Phone __________________________________ 
 

Email ________________________________________ 
 

Status:  single   married   divorced   other _________ 
 

Employer Information: 
 

Employer _____________________________________ 
 

Address ______________________________________ 
 

_____________________________________________ 
    City    State  Zip 

 

 

 

INSURANCE INFORMATION 
 

Company Name __________________________________    Insured ID# ____________________________________ 
         Include alpha prefix please 
 

Insured’s Name __________________________________    Relation ______________________________________ 
 

Insured’s DOB ___________________________________     Group # _______________________________________ 
 
__________ I hereby authorize assignment of my insurance rights and benefits directly to the provider for 
services rendered.  I fully understand I am solely responsible for my balance not paid by my insurance company. 

 

EMERGENCY CONTACT 
 

Contact Name ____________________________________ Primary Phone __________________________________ 
 

Relation to Patient ________________________________ Secondary Phone ________________________________ 


