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PEDIATRIC CHIROPRACTIC INTAKE FORM
(0-12years)

Patient Information

Date: Child’s Name: (last) (first)
Parent 1 Name: Parent 2 Name:

Address:

Postal Code: Phone: (1) (2)
Email

Child’s Age: Weight: Height:
Birth date: Birth Place:

School/daycare: Family MD/Pediatrician:

Referred by:

Current Health Condition

Purpose of appointment/current complaint:

When/how did the current complaint occur:

Is this complaint: (circle): new/recurring
Did it come on (circle): suddenly/gradually/comes & goes

Did a fall, injury or trauma contribute to the current complaint:

Is your child presently taking medication/or under any other medical care:

For what conditions:

Past Health History

Birth History:

Length of Pregnancy: full term (weeks) / early (weeks): /late (weeks):

Any issues during pregnancy for mom/baby: (position of baby, blood pressure etc.)

Type of delivery: (circle) Vaginal/ Breech/ Cesarean Birth Interventions: Epidural/ Forceps/ Vacuum

Length of labour: Delivery Complications:
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Birth Weight: Birth Length: Congenital anomalies:

APGAR Score:

INFANT HISTORY

Feeding: (circle) Breast/ Bottle/ Formula Latching well: Y/N Breast preference: Y/N/right/left

Sleep Quality: good/fair/poor Average hours/night Average hours in a row:

Trouble falling asleep: (circle) always/occasional/never

General Health History:

Any known Health conditions/Allergies:

lliness/Injuries:

Hospitalizations/Surgeries/ Stitches/ X-rays

Previous Massage/ Craniosacral Treatment: Date:
Vaccination history:

Last doctor’s appointment: Concerns:

Treatment for any health conditions in the past year:

Lifestyle:

Computer/desk / Sitting Time: hours/day Screen Time: hours/day
Activity/ Play/ Outdoor Time: hours/day Activities/ Sports:

Diet: Any dietary concerns or restrictions?

Fruits & Veggies: Never / Sometimes / Several each day
Sweets/sugars: Never / Sometimes / Several each day
Dairy: Never / Sometimes / Several each day

Processed Foods: Never / Sometimes / Several each day

Sleep Quality: (circle) Good/fair/poor Hours of Sleep Per Night :
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Please check any of the following conditions that are currently a problem; and underline any that were a

problem in the past:

MUSCLE & JOINT

Sore muscles

Sore joints

Growing pains

Muscle cramps

Muscle jerking

Back problems

Neck problems

Painful tailbone

Pain between the shoulders
Spinal curvature

Arthritis

Difficulty chewing

Clicking in jaw

General stiffness

Walking problems

Feet turn out/ in
Coordination difficulty
Headaches

Pain in ankles /knees /hips

GENERAL

Fatigue

Allergies

Difficulty Sleeping
Dizziness/ fainting
Earaches / infections
Nose bleeds

Sore throat/ frequent colds/flu

Asthma

Chronic cough
Enlarged glands

Loss of weight

Poor exercise/ appetite
Nervousness
Depression/ confusion
Vision/ dental/ hearing
problems
Hyperactivity
Behavioural problems
Epilepsy/ Seizures
Rheumatic fever
Stomach aches

INFANCY

Colic

Tilting head to one side
Difficulty nursing

Preferred side nursing
Slow weight gain

Fussing in specific positions
Screaming/ crying

ORGANS

Bedwetting
Constipation/ diarrhea
Anemia

Thyroid issues
Vomiting

Skin eruptions/ eczema

OTHER CONCERNS:
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It is important for you to consider the benefits, risks and alternatives to the treatment options
offered by your chiropractor and to make an informed decision about proceeding with treatment.
Chiropractic treatment includes adjustment, manipulation and mobilization of the spine and other
joints of the body, soft-tissue techniques such as massage, and other forms of therapy including,
but not limited to, electrical or light therapy and exercise.

Benefits

Chiropractic treatment has been demonstrated to be effective for complaints of the neck, back
and other areas of the body caused by nerves, muscles, joints and related tissues. Treatment by
your chiropractor can relieve pain, including headache, altered sensation, muscle stiffness and
spasm. It can also increase mobility, improve function, and reduce or eliminate the need for drugs
or surgery.

Risks
The risks associated with chiropractic treatment vary according to each patient’s condition as well
as the location and type of treatment. The risks include:

e Temporary worsening of symptoms — Usually, any increase in pre-existing symptoms of pain
or stiffness will last only a few hours to a few days.

e SKkin irritation or burn — Skin irritation or a burn may occur in association with the use of some
types of electrical or light therapy. Skin irritation should resolve quickly. A burn may leave a
permanent scar.

e Sprain or strain — Typically, a muscle or ligament sprain or strain will resolve itself within a few
days or weeks with some rest, protection of the area affected and other minor care.

¢ Rib fracture — While a rib fracture is painful and can limit your activity for a period of time, it will
generally heal on its own over a period of several weeks without further treatment or surgical
intervention.

* Injury or aggravation of a disc — Over the course of a lifetime, spinal discs may degenerate
or become damaged. A disc can degenerate with aging, while disc damage can occur with common
daily activities such as bending or lifting. Patients who already have a degenerated or damaged
disc may or may not have symptoms. They may not know they have a problem with a disc. They
also may not know their disc condition is worsening because they only experience back or neck
problems once in a while.

o Chiropractic treatment should not damage a disc that is not already degenerated or
damaged, but if there is a pre-existing disc condition, chiropractic treatment, like many
common daily activities, may aggravate the disc condition. The consequences of disc injury
or aggravating a pre-existing disc condition will vary with each patient. In the most severe
cases, patient symptoms may include impaired back or neck mobility, radiating pain and
numbness into the legs or arms, impaired bowel or bladder function, or impaired leg or arm
function. Surgery may be needed.

e Stroke — Blood flows to the brain through two sets of arteries passing through the neck. These
arteries may become weakened and damaged, either over time through aging or disease, or as a
result of injury. A blood clot may form in a damaged artery. All or part of the clot may break off and
travel up the artery to the brain where it can interrupt blood flow and cause a stroke.
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o Many common activities of daily living involving ordinary neck movements have been
associated with stroke resulting from damage to an artery in the neck, or a clot that already
existed in the artery breaking off and travelling up to the brain.

o Chiropractic treatment has also been associated with stroke. However, that association
occurs very infrequently, and may be explained because an artery was already damaged
and the patient was progressing toward a stroke when the patient consulted the
chiropractor. Present medical and scientific evidence does not establish that chiropractic
treatment causes either damage to an artery or stroke.

The consequences of a stroke can be very serious, including significant impairment of vision, speech,
balance and brain function, as well as paralysis or death.

Alternatives

Alternatives to chiropractic treatment may include consulting other health professionals. Your
chiropractor may also prescribe rest without treatment, or exercise with or without treatment.

Questions or Concerns

You are encouraged to ask questions at any time regarding your assessment and treatment. Bring
any concerns you have to the chiropractor’s attention. If you are not comfortable, you may stop
treatment at any time.

Please be involved in and responsible for your care. Inform your chiropractor immediately
of any change in your condition.

DO NOT SIGN THIS FORM UNTIL YOU MEET WITH THE CHIROPRACTOR

| hereby acknowledge that | have discussed with the chiropractor the assessment of my condition
and the treatment plan. | understand the nature of the treatment to be provided to me. | have
considered the benefits and risks of treatment, as well as the alternatives to treatment. | hereby
consent to chiropractic treatment as proposed to me.

Date: 20
Name (Please Print)

Date: 20
Signature of patient (or legal guardian)

Date: 20

Signature of Chiropractor



