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CHILD'S NAME: MOTHER'S NAME: DOB:. _

CASE N U M BER: FATH ER'S NAM E:. DOB:. _

ADDRESS: CITY /TOWN: STATE: ZI P: _

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 SIBLlNGS: REFERRED BY: _

BIRTH WEIGHT: BIRTH LENGTH: _ CURRENT WEIGHT: _ CURRENT LENGTH: _

THIRD TRIMESTER PRESENTATION: VERTEX BREECH TRANSVERSE FACE/BROW _

TYPE OF BIRTH: NORMAL VAGINAI~ _ FORCEPS _ CESAREAN _ SUCTION CAP OR VACUUM _

LOCATION: HOME _ BIRTHING CENTER _ HOSPITA_L _

PROBLEMS Du RING PREGNANCY: _

PROBLEMS DURINGLABOR/DELIVERY:. _

APGAR SCORES: _ ___ WAS THERE PRESENCE AT BIRTH OF: JAUNDICE (YELLOW)? CYANOSIS (BLUE)? _

CONG ENITAL ANOMALI Es/DEFECTS? __ IF YES, PLEASE EXPLAI N ? _

INFANT FEEDING: BREAST _ BOTTLE IF BOTTLE, WHICH FORMULA? _

NUMBER OF HOURS SLEEPING PER NIGHT: _ QUALITY OF SLEEP: GOOD FAIR. _ POOR _

OBSTETRICIAN/MIDWIFE: _

PEDIATRICIAN/FAMILY MD: _

DATE OF LASTVISIT: PURPOSE: _

IMMUNIZATIONHISTORY: _

NUMBER OF DOSES OF ANTIBIOTICS YOUR CHILD HAS TAKEN: DURING THE PAST SIX MONTHS _ DURING HIS/HER LlFETIME. _

PREVIOUS CH IROPRACTOR:. _

DATE OF LASTVISIT: PURPOSE: _

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

PURPOSE OF TH IS ApPOINTM ENT:. _

INSU RANCE/BI LLI NG IN FOR MATI 0 N: _ POLICY #: _

AUTHORIZATION FOR CARE OF MINOR

I 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 _

I REALIZE THAT I AM RESPONSIBLE FOR ALL FEES CHARGED BY THIS OFFICE AND I AGREE TO PAY FOR ALL SERVICES PROVIDED.

X-RAYS REMAIN THE PROPERTY OF THIS OFFICE.

SIGNED: DATE _
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