Dr. Michele A. Blair, Chiropractic Physician

Well [& usted 203 Hunters Run, Woolwich, NJ 08085
Family Chiropractic & Wellness Center (856) 693-6526 WellAdjustedNJ.com

Pediatric Intake Form

Patient (Child) Information:

Name: Date:
Address:

Sex: Male Female Date of Birth: Height: Weight:
Name(s) of Parents/Guardian:
Home Phone: Cell Phone: Work Phone:

Email: Would you like our newsletter emailedtoyou: Y N
How did you hear about our office?

Present Complaint:
When did this begin? Was there an accident or injury involved? Y N Has
your child had any past treatment for this complaint? Y N Describe:
Current medications:

General Questions/Prenatal History:
Birth: Vaginal C-Section (emergency / planned)
Complications during delivery? Y N Explain:
Genetic disorders or disabilities:

How many times has your child been prescribed antibiotics in the past 6 months? Total during lifetime:

Has your child received vaccinations? Y N If yes, is it the full or graduated schedule?
Is/has your child been involved in any high impact or contact type of sports (ie: soccer, football, gymnastics, baseball,
cheerleading, martial arts, etc)? Y N

Has your child ever been involved in a car accident? Y N Explain:
Other traumas not described above? Y N Explain:
Prior surgeries? Y N Explain:

DIET: How would you rate your child’s diet?  Well Balanced  Average  High sugar/processed foods
SODA: How many cans consumed/day?
SCREEN TIME (TV, Gaming, IPad, etc.): How many hours/day?
SLEEP: Number of hours your child sleeps: hours per night hours per day/naps
PILLOW: How manyused______ years old MATTRESS: type years old
Sleep Quality: Good Fair Poor

Does your child wear abackpack? Y N  Does he/she use both straps? Y N
Approximate weight of backpack

Past Chiropractic Care? Yes No Who? When?




Review of Systems:

1-face
2 —neck Please check if your child has
had any of the following:

3 — left chest i

4—right chest Postural Imbalances

5 —stomach Growing Pains

6 —abdomen Scoliosis

7 — thighs Sensory Processing
Asthma

8—legs

& Torticollis

M ol Ear Infections

10— lower arms St

11 —feet Tonsillitis

12 — back of head Sleep Problems

13 — back of neck Constipation

14 — upper back | ;le:iiwemng

\ sm

15 — middle back ; ADDJADHD

16 — lower back &y ‘ 7 Frequent Fever

17~ hackiighs Imagine this picture is your body. o

18 —back legs Can you color the area that is Leaning Difiaulties

ip sia

Allergies

Informed consent:

The chiropractic adjustment or other clinical procedures are usually beneficial and seldom cause any problems. In rare
cases, underlying physical defects, deformities or pathologies may render the patient susceptible to injury. The doctor,
of course, will not give any treatment or care if she is aware that such care may be contra-indicated. Again, itis the
responsibility of the patient to make it known, or to learn through healthcare procedures, whatever he/she is suffering
from - a latent pathological defect, ilinesses or deformities - which would otherwise not come to the attention of the
chiropractic physician.
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Authorization to Treat a Minor

1, the undersigning parent/guardian having legal custody/
guardianship of , a minor, do hereby authorize Heartland Family
Chiropractic and its Doctors to perform in judgment, any examination and chiropractic treatment, which is
deemed necessary.

I clearly understand and agree that | am personally responsible for payment of all fees charged by this office. Any
and all x-rays remain property of the clinic as part of patient's permanent record.

ACKNOWLEDGMENT

1 have reviewed the notice of privacy practices (HIPPA) and have been provided an opportunity to discuss my
right to privacy. Upon request | will be given a copy.

COMMUNICATION

May we leave messages on any answering device, i.e. home answering machines or voicemails? oYes o N
MISSED APPOINTMENTS

There is a possible $20 fee charged for all appointments that are not cancelled prior to scheduled visit.

Any specific written authorization you provide may be revoked at any time by writing to us at the above address.

Patient:

Print Name Signature: Parent/Legal Guardian Date
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