Welcome to

Wisner Chiropractic

Pediatric History Form

Thank you for choosing our practice for your chiropractic needs.  If you have any questions

or concerns, do not hesitate to ask for assistance.  We will be happy to help. 

PLEASE PRINT

Last Name_______________________________First Name_______________________Middle Initial______ 

How do prefer to be called? (Nickname)_________________________________________________________


Address_____________________________________City_______________State_________ Zip___________

Email ____________________________________________________________________________________

Home Phone (______) _____________________ Cell Phone (______) _______________________ 

Work Phone (______) ____________________ Do you prefer to receive calls at:  ( Home ( Work  ( Cell    

Date of Birth__________________________ Social Security_______________________________________

Sex    ( Female     (  Male                  

Names of Parents/Guardians___________________________________________________________________

How did you hear about our office?_____________________________________________________________

Person to contact in an emergency:_______________________________________Phone_________________

Present Complaint/Reason for Seeking Care______________________________________________________


Date of Onset____________________________________________


Other Doctors seen for this condition______________________________________________________


Prior treatments/home remedies__________________________________________________________

Other health problems________________________________________________________________________

Check any of the following conditions your child has suffered from during the past six months:

(  Ear Infections
        (  Scoliosis
               (  Seizures
                 (  Recurring Fevers
                       (  Asthma/Allergies
        (  ADHD
               (  Tantrums                 (  Colic


(  Digestive Problems       (  Growing/Back Pains    (  Car Accident
     (  Headaches

            (  Bed Wetting
        (  Chronic Colds
   (  Other_______________________

Family History:




Heart Disease
         Arthritis
          Cancer                Diabetes                 Other

Father’s side

(

(

(

(

( ____________

Mother’s side

(

(

(

(

( ____________

Associated health problems of relatives:___________________________________________________

Cause of parents or siblings death:__________________________Age at Death:___________________

Prenatal History:


Name of Obstetrician/Midwife___________________________________________________________


Complications during pregnancy?________________________________________________________


Ultrasounds during pregnancy?______________________________Number:_____________________


Medications during pregnancy/delivery?___________________________________________________


Cigarette/Alcohol use during pregnancy?___________________________________________________


Location of birth (hospital, birthing center, home)____________________________________________


Birth interventions (forceps, vacuum extraction, c-section, emergency)___________________________


Complications during delivery___________________________________________________________


Genetic disorders or disabilities__________________________________________________________


Birth Weight_______________Birth Length__________________APGAR Score__________________

Feeding History:


Breast Fed:  Y/N
How Long___________________


Formula Fed:   Y/N
How Long___________________


Introduced to solids at:_____________months; cow’s milk__________________months


Food/juice allergies or intolerances:  Y/N   ____________________________________

Developmental History:

During the following times your child’s spine is most vulnerable to stress and should be routinely checked by a chiropractor for prevention and early detection of vertebral subluxations (spinal nerve interference).  At what age was your child able to:

_______Respond to sound
_______Respond to visual stimuli
_______Hold head up

_______Sit up


_______Cross crawl


_______Stand alone

_______Walk alone

Has your child ever fallen head first from a high place during their first year of life (i.e. a bed, changing table, down stairs, etc.)?
Y/N ________________________________________________________

Is or has your child been involved in any high impact or contact type sports (i.e. soccer, football, gymnastics, martial arts, cheerleading, etc.)?
      Y/N _________________________________________

Has your child ever been involved in a car accident?   Y/N_____________________________________

Other traumas not described above________________________________________________________

Prior surgeries________________________________________________________________________

Hospitalizations_______________________________________________________________________

Childhood Diseases:


Chickenpox
Y/N  Age_____
Mumps    Y/N   Age_____
   Rubella   Y/N  Age_____


Rubeola
Y/N  Age_____
Whopping Cough   Y/N  Age_____
Other____________

Previous Chiropractor_______________________________________

Date of last visit____________________Reason____________________________________________

Name of Pediatrician________________________________________


Date of last visit____________________Reason____________________________________________

Number of doses of antibiotics your child has taken:


During the past six months________________________Total during his/her life___________________

Vaccination History_________________________________________________________________________

About Your Care
I certify that I have read and understand the above information to the best of my knowledge.   The above questions have been accurately answered.  I understand that providing incorrect information can be dangerous to my health.  I authorize the Chiropractor to release any information including the diagnosis and the records of any treatment or examination rendered to me or my child during the period of such chiropractic care to third party payers and/or health practitioners.  I authorize and request my insurance company to pay directly to the Chiropractor or chiropractic group insurance benefits otherwise payable to me.  I understand that my chiropractic insurance carrier may pay less than the actual bill for services.  I agree to be responsible for payment of all services rendered on my behalf or my dependents.
Patient Signature____________________________________________________Date__________________________

AUTHORIZATION FOR CARE OF MINOR

Patient Name: _________________________

I hereby request and authorize Dr. Arley Polley/Dr. Jared Wisner to perform diagnostic tests and render chiropractic adjustments and other treatment to my son/daughter _______________.  This authorization also extends to all other doctors and office staff members and is intended to include radiographic examination at the doctor’s discretion.

As of the date, I have the legal right to select and authorize health care services for the minor child named above.

(If applicable)  Under the terms and conditions of my divorce, separation or other legal authorization, the consent of a spouse/ former spouse or other parent is not required.  If my authority to so select and authorize this care should be revoked or modified in any way, I will immediately notify this office.

Date: _____________________
________________________________






Signature

__________________________
________________________________

Witness



Printed Name






________________________________






Relationship to Patient

CONFIDENTIAL   
 
          Wisner Chiropractic         


