PEDIATRIC PATIENT INTRODUCTION

CHILD's NAME: MoOTHER's NAME: DOB:
Case NUMBER: FATHER'S NAME: DOB:
ADDRESS: City/Town: STATE: Zip:
HOME PHONE: MoTHER'S WORK PHONE: MoTHER'S CELL PHONE:
EmaiL: FATHER'S WORK PHONE: FATHER'S CELL PHONE:
BIRTH DATE: AGE: Sex: NUMBER OF SIBLINGS:___ REFERRED BY:
BIRTHWEIGHT:____ BIRTHLENGTH:____ CURRENT WEIGHT: CURRENT LENGTH:
THIRD TRIMESTER PRESENTATION: VERTEX___ BreecH___ TrRANSverse_____ FAce/Brow
Tvee oF BIRTH: NorRMALVAGINAL___ Forceps____  CesaReaN____ SucTioN Cap orR VACUUM
LocaTION: Home___ BIRTHING CENTER_______ HospPITAL____

ProBLEMS DURING PREGNANCY:

ProBLEMS DURING LABOR/DELIVERY:

APGAR SCORES: WAS THERE PRESENCE AT BIRTH OF: JAUNDICE (YELLOW)? ____ CyaNoOSIs (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: Goob FaIR Poor

OBSTETRICIAN /MIDWIFE:

PepiaTRICIAN/FAMILY MD:

DATE oF LAsT VISIT: PurPOSE:

IMMUNIZATION HISTORY:

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

Previous CHIROPRACTOR:

DATE OF LasT ViIsIT: PURPOSE:

HAS YOUR CHILD EVER BEEN TREATED ON AN EMERGENCY BASIS?___ |IF YES, PLEASE EXPLAIN:

PURPOSE OF THIS APPOINTMENT:

INSURANCE/BILLING INFORMATION: PoLicy #:

I N R R R R e T I

AUTHORIZATION FOR CARE OF MINOR

| HEREBY AUTHORIZE THIS OFFICE AND ITS DOCTOR(S) TO ADMINISTER CARE AS THEY SO DEEM NECESSARY TO MY
SON/DAUGHTER/WARD (UPON APPROVAL OF PARENT OR GUARDIAN).

SIGNED: WITNESSED: DATE

| REALIZE THAT | AM RESPONSIBLE FOR ALL FEES CHARGED BY THIS OFFICE AND | AGREE TO PAY FOR ALL SERVICES PROVIDED.
X-RAYS REMAIN THE PROPERTY OF THIS OFFICE.

SIGNED: DATE
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