
    

__________________________ If yes, when? ____________________ Reason? _________________

Which contact sports does your child participate in?  (circle) Soccer / Football / Gymnastics / Karate / Hockey / Basketball / Dance /
Other ____________________

According to the National Safety Council, approximately 50% of infants fall head first from a high place (bed, changing table, etc.)
during their first year of life. Has this happened to your child?  ccyes ccNo  (If yes, explain below under injuries/surgeries)

How many prescriptions of antibiotics has your child taken: During the past 6 months? _____________ During his/her life? ____________
How many other prescription medications has your child taken: During the past 6 months? __________ During his/her life? ____________

Injuries/Surgeries your Child has had: Description                Date

Falls __________________________________________________________   __________________________________

Head Injuries __________________________________________________________   __________________________________

Broken Bones __________________________________________________________   __________________________________

Dislocations __________________________________________________________   __________________________________

Surgeries ____________________________________________________________________________________________________________

CHILD’S HEALTH HISTORY4

MEDICATIONS (Prescription and over the counter), VITAMINS/HERBS/SUPPLEMENTS5

PATIENT CONDITION6

F a m i l y       M e d i c a l       P h y s i c i a n       ( N a m e , A d d r e s s , P h o n e )

_______________________________________________________________________________________________________________________
Check the following conditions your child has suffered from in their lifetime:

Has your child ever been to a chiropractor? 
Birth

Breech          ccyes ccNo
C-section      ccyes ccNo
Forceps       ccyes ccNo
Natural           ccyes ccNo
Suction Cup ccyes ccNo
Other__________________

ACHD ccyes ccNo
Allergies ccyes ccNo
Appendicitis ccyes ccNo
Asthma ccyes ccNo
Bed Wetting ccyes ccNo
Bowel Problems ccyes ccNo
Car Accident ccyes ccNo
Chicken Pox ccyes ccNo
Colic ccyes ccNo

Digestive
Problems ccyes ccNo

Ear Infections ccyes ccNo
Growing Pains ccyes ccNo
Headaches ccyes ccNo
Juvenile Arthritis ccyes ccNo
Measles ccyes ccNo
Mumps ccyes ccNo
Pneumonia ccyes ccNo

Recurring Colds ccyes ccNo
Recurring Flues ccyes ccNo
Recurring Strep/

Sore Throats ccyes ccNo
Seizures ccyes ccNo
Stomach Ulcers ccyes ccNo
Temper Tantrums ccyes ccNo
Tonsillitis ccyes ccNo
Vaccinations ccyes ccNo
Other ____________________

_______________________________________________________________________________
_______________________________________________________________________________

Today’s Health complaint:________________________________________________________________________________________________

When did this symptom(s) appear? ________________________________________________________

Is this condition getting progressively worse?    ccYes    ccNo    ccSame

Mark an X on the picture where these symptoms are located (if applicable)

Type of pain (if applicable:)   ccSharp   ccDull   ccThrobbing   ccNumbness   ccAching   ccShooting

ccBurning   ccTingling   ccCramps   ccStiffness   ccSwelling   ccOther

How often is this symptom(s) present?   ccOccasional 0-25%   ccIntermediate 26-50%   ccFrequent 51-75%
ccConstant 76-100%

Does it interfere with   ccSchool   ccSleep   ccDaily Routine   ccRecreation

Activities/movements that are difficult due to this symptom(s)  ccEating   ccSitting   ccStanding   ccWalking   ccBending   ccLying Down

                                                                                                                                                                                                                                                                                                                                                                                                                                                                                   


