PEDIATRIC HISTORY FORM
PATIENT INFORMATION
Date: _____________________________
Name: ______________________________

________________________________________

(First Name)

(Last Name)

Date of Birth: _______________

Age:____

_________
(Middle Initial)

Gender:  Male  Female

Weight: _____ Height: ____

Names of Parents / Guardians: _________________________________________________________________
Address: __________________________________

__________________________

(Street)

(City)

Telephone: ___________________________

________

_____________

(State)

(Zip Code)

____________________________

__________________________

(Work)

(Cell)

(Home)

Email: __________________________________________
Who may we thank for referring you to our office? ____________________________________________________

WHAT BRINGS YOU TO OUR OFFICE?
Primary Complaint: ____________________________________________________________________________
Date when symptom first appeared: __________ Did it begin:  Gradual  Sudden  Progress over time
What makes the symptoms increase? ___________ What relieves the symptoms? __________________________
Other doctors seen for this condition:  Y  N Doctors’ names and prior treatments: ____________________
______________________________________________________________________________________________
Do you have any family members who suffer the same complaint?  Y  N If yes, who? __________________
______________________________________________________________________________________________
Other health problems? __________________________________________________________________________
Please check any of the following conditions your child has suffered from during the past Six Months:
 Ear Infections
 Digestive Problems
 Car Accident
 Headaches
 Asthma / Allergies
 Bed Wetting
 Chronic Colds
 Growing / Back Pains
 Colic
 Seizures
 Recurring Fevers
 Scoliosis
 ADHD / ADD
 Temper Tantrums


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 lifetime: _________
Number of doses of Other Prescription Medications your child has taken:
During the past Six Months: ________ Total during his/her lifetime: _________
Current Medications: ____________________________________________________________________________
Vaccination History: _____________________________________________________________________________
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PRENATAL HISTORY
Complications during pregnancy?



Y N

List: ___________________________________________

Ultrasounds during pregnancy?



Y N

Number: ____________

Medications during pregnancy/delivery?



Y N

List: ___________________________________________

Cigarette / Alcohol use during pregnancy?



Y N

Location of birth:  Hospital  Birthing Center  Home
Birth Intervention:  Forceps  Vacuum  Emergency Caesarian Section  Planned Caesarian Section
Complications during delivery?



Y N

List: ___________________________________________

Genetic disorders or disabilities?



Y N

List: ___________________________________________

Birth Weight: ______

Birth Length: _________ APGAR Score: __________

FEEDING HISTORY
Y N
Breast Fed?
How Long: __________
Formula Fed?  Y  N
How Long: __________
Type: __________________
Introduced to solids at: ______ months
Cows’ milk at: ______________ months
Y N
Food/Juice Allergies or intolerances
List: ______________________________________________

DEVELOPMENTAL HISTORY
Your child’s spine is most vulnerable to stress and should routinely be checked by a doctor of chiropractic for
prevention and early detection of vertebral subluxation (spinal nerve interference).
At what age was your child able to:
________ Respond to Sound
________ Crawl, how long: ________
________ Respond to Visual Stimuli
________ Stand Alone
________ Hold Head Up
________ Walk Alone
________ Sit up
According to the National Safety Council, approximately 50% of children fall head first from a high place
during their first year of life (i.e., a bed, changing table, down stairs, etc.).
Was this the case with your child?  Y  N
Is/has your child been involved in any high impact or contact sports (i.e., Soccer, Football, Gymnastics,
Baseball, Cheerleading, Martial Arts, etc.)?  Y  N List: ____________________________________________
Has your child ever been involved in a car accident?  Y  N List: ___________________________________
Has your child been seen on an emergency basis?



Y  N List: ___________________________________

Other traumas not described above?



Y  N List: ___________________________________

Prior Surgery?



Y  N List: ___________________________________________________________

Menarche (first period)



Y  N Age: _____

CHILDHOOD DISEASES:



Chicken Pox Age: ______
Rubella
Age: ______




Measles Age: ______
Mumps Age: ______




Whooping Cough Age: ______
Other: _________________ Age: ______
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INFORMED CONSENT TO CHIROPRACTIC TREATMENT
The nature of Chiropractic Treatment – The doctor will use his/her hands or a mechanical device in order to
move your joints. You may feel a “click” or “pop”, such as the noise when a knuckle is “cracked”, and you may
feel movement of the joint. Various ancillary procedures, such as hot or cold packs, electric muscle
stimulation, therapeutic ultrasound or dry hydrotherapy may also be used.
Possible Risks – As with any health care procedure, complications are possible following a chiropractic
manipulation. Complications could include fractures of bone, muscular strain, ligamentous sprain, dislocations
of joints, or injury to intervertebral discs, nerves or spinal cord. Cerebrovascular injury or soreness could occur
upon severe injury to arteries of the neck. A minority of patients may notice stiffness or soreness after the first
few days of treatment. The ancillary procedures could produce skin irritation, burns or minor complications.
Probability of Risks Occurring – The risks of complications due to chiropractic treatment have been described
as “rare”, about as often as complications are seen from the taking of a single aspirin tablet. The risk of
cerebrovascular injury or stroke, has been estimated at one in one million to one in twenty million, and can be
even further reduced by screening procedures. The probability of adverse reaction due to ancillary procedures
is also considered “rare”.
Other treatment options which could be considered may include the following:

 Over-the-counter analgesics. The risks of these medications include irritation to stomach, liver
and kidneys, and other side effects in a significant number of cases.

 Medical care, typically anti-inflammatory drugs, tranquilizers, and analgesics. Risks of these drugs
include a multitude of undesirable side effects and patient dependence in a significant number of
cases.

 Hospitalization in conjunction with medical care adds risk of exposure to virulent communicable
disease in a significant number of cases.

 Surgery in conjunction with medical care adds the risk of adverse reaction to anesthesia, as well
as an extended convalescent period in a significant number of cases.

Risks of Remaining Untreated – Delay of treatment allows formation of adhesions, scar tissue and other
degenerative changes. These changes can further reduce skeletal mobility, and induce chronic pain cycles. It is
quite probable that delay of treatment will complicate the condition and make future rehabilitation more
difficult.
I have read, or have had read to me, the explanation above of chiropractic treatment. I have had the
opportunity to have any questions answered to my satisfaction. I have fully evaluated the risks and benefits of
undergoing treatment. I have freely decided to undergo the recommended treatment, and hereby give my full
consent to treatment. I intend this consent form to cover the entire course of treatment for my present
condition and for any future condition for which I seek treatment.
I do not expect the doctor to anticipate and explain all risks and complications. I wish to rely on the doctor to
exercise judgment during the course of the procedure, which the doctor feels at the time, based upon the
facts then known, is in my best interests.
_____________________________
Patient Name (printed)

_____________________________
Witness Name (printed)

______________________________

_________________

Patient / Guardian Signature
(Guardian, if patient is under 18 years old)

Date

______________________________

_________________

Witness Signature

Date
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OFFICE FINANCIAL POLICY
Our Mission at ABSOLUTE HEALTH CHIROPRACTIC is to provide you the best chiropractic care possible in a caring
environment and to improve your relationship with your innate healer. We have established our financial
policies to reflect that goal. You will be expected to pay for our chiropractic care at the time services are
rendered unless other arrangements are made in advance. Other arrangements include yearly, monthly or
weekly payment options. Details of these options will be discussed with you when the doctor goes over our
recommendations to get your spine and nervous system as healthy as possible.
Cancellation of your appointment without 24 hours notice will result in a $35 cancellation fee.

HEALTH INSURANCE
ABSOLUTE HEALTH CHIROPRACTIC (AHC) accepts most major Medical Insurance, Medicare and Personal Injury.

 Major Medical – AHC accepts most major medical insurance. As a courtesy to you, we DO file your insurance.
You are responsible for your deductible, any co-pay, and anything your insurance does not pay. After ninety
(90) days, if your insurance hasn’t responded, we reserve the right to collect the balance from you, the
patient.

 Medicare – AHC is a participating Medicare provider, meaning we will submit all Medicare claims for your
convenience. Medicare covers chiropractic adjustments only. All other therapies will be the patient’s
responsibility.

Due to the increasing difficulty of reimbursement from insurance companies, we will file as a COURTESY for
our patients, but expect full payments of services rendered at time of service.
Any reimbursements that we receive from filing will be applied directly to your account or you may request a
“speed bill” and file directly with your insurance company. If you should choose to file directly, please notify
your insurance company to have all reimbursements made out to you and sent to your address.
Our commitment is to your health, not your insurance coverage. Your treatment plan is based on your
individual needs not your coverage. Please remember, your agreement with the insurance company is between
you and them, not us and them.
Patient Signature: _______________________________________

Date: ____________________

(Guardian, if patient is under 18 years old)
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INSURANCE AGREEMENT
In consideration of your undertaking to care for me, I agree to the following:
1. In the event any insurance company, obligated by contractual agreement to make payment to me or to you
for the charges made for your services, refuses to make such payment upon demand by you, or does not
make payment within sixty (60) days of your billing, I will become personally responsible for the amount. I
will have thirty (30) days to clear that account. If the account is not cleared in thirty (30) days, I hereby
authorize you to collect any outstanding amount on my credit card listed below.
2. Any insurance checks that may be forwarded to me for services received at ABSOLUTE HEALTH CHIROPRACTIC
and not previously paid for, will be endorsed by me and turned over to ABSOLUTE HEALTH CHIROPRACTIC within
five (5) working days of receipt, for payment on my account. If I do not clear this portion on my account
within five (5) working days of receipt of said payment, I hereby authorize you to collect the full amount of
my account on the credit card listed below.
3. Any balance that is on my account will be paid for and cleared within thirty (30) days of notification of
amount. If a balance remains after thirty (30) days of notification, I hereby authorize you to collect that
amount in full on the credit card listed below.
Name: _______________________________________

____________________________________________

(First Name)

(Last Name)

Address: ____________________________

_______________________________

(Street)

(City)

__________
(State)

___________
(Zip Code)

Credit Card:  MasterCard  Visa  American Express
Card Number: _________________________________________

Expiration Date: ________________________

Patient Signature: _______________________________________

Date: ____________________

(Guardian, if patient is under 18 years old)

Witness Signature: _______________________________________

Date: ____________________
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HIPAA CONSENT FORM
Protecting the privacy of your personal health information is important to us. This notice describes how
information about you may be used and disclosed and how you can get access to this information. Before we
can begin any health care for you we require you to read and sign this consent form stating that you
understand these policies and practices. If you do not sign this consent form, we reserve the right to refuse to
provide you care in our office.
Disclosure of your protected health information without authorization is strictly limited to defined situations
that include emergency care, quality assurance activities, public health, research, and law enforcement
activities. Your signature below indicates that you understand and agree to allow this chiropractic office to use
your health information for the purposes of chiropractic care, payment, practice operations, and coordination
of care. Disclosures of protected health information are limited to the minimum necessary for the purpose of
the disclosure. This provision does not apply to the transfer of medical records for care. You may request
restrictions on disclosures.
You may inspect and receive copies of your records within 30 days of a request to do so. There may be a
reasonable cost-based fee for photocopying, postage, and preparation. You may request changes to your
records. Our practice has the right to accept or deny your request. We maintain a history of protected health
information disclosures that is accessible to you.
Your consent on this form need only be obtained one time for all subsequent care provided to you by this
office. You may provide a written request to revoke your consent at any time during your care. This would not
affect the use of those records for any care given prior to the written request to revoke consent but would
apply to any care given after the request has been presented. You further agree that we may contact you for
appointment reminders and follow-up, announcements, and to inform you about our practice and its staff.
Our practice is required to abide by this notice. We have the right to change this notice in the future. Any
revisions will be prominently displayed in a clearly visible location in our office. You may file a complaint about
privacy violations by contacting our Office Manager.
I have read and understand how my health information will be used by this office and I agree to these policies
and procedures.

_____________________________
Name (printed)

______________________________

_________________

Signature

Date
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