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          PEDIATRIC HISTORY FORM
Name:_____________________________________ Home phone:________________________

Address:________________________ City:____________ State: __________ Zip:____________

Age:______________ Birth date:_________________________ Race: _____________________

Father’s name:______________________ Mother’s name: ______________________________

How were you referred?__________________________________________________________

What type of birth?: C-section _____       Forceps _____       Normal delivery _____

Sports/Hobbies:_________________________Falls/Injuries/Surgeries:____________________

Is there any significant medical finding or illness for which your child has been treated for or is being treated for at the present time? Explain:________________________________________
______________________________________________________________________________


Allergies:_____________________     Currently taking any medications? _ Yes  _ No  
Names of medications:___________________________________________________________

What is your child’s major symptom today?__________________________________________
Does this prevent your child from doing any activity?___________________________________

AUTHORIZATION AND RELEASE: I authorize payment of insurance benefits directly to this chiropractor or chiropractic office.  I authorize the doctor to release all information necessary to communicate with personal physicians and healthcare providers and payers and to secure the payment of benefits. I understand that if I suspend or terminate my schedule of care determined by my treating doctor, any fees for professional services will be immediately due and payable. 
The patient understands and agrees to allow this chiropractic office to use their Patient Health Information for the purpose of treatment, payment, healthcare options and coordination of care. If you would like a more detailed account of these policies and procedures concerning the privacy of your Patient Health Information, we encourage you to read the HIPPA NOTICE that is available to you at the front desk before signing this consent.  If there is anyone you do not want to receive medical records, please inform our office.

Guardian’s Signature: __________________________________ Date: ____________________
image1.jpeg




