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Child’s Name:______________________________________________ Date:_____________________________

Parent(s) Name:______________________________________________________________________________
Address:______________________________ City:______________________________ Postal Code:___________
Home Phone:______________________ Work Phone:______________________ Cell Phone:_________________
E-Mail:________________________________________ Age:_______________ Birthdate: ______/______/_____
Would you like to receive our newsletters? Yes □	No □ 				            mm        dd         yy
Reason for consulting our office?___________________________________________________ or wellness care? 
List any medications____________________________________________________________________________
Who may we thank for referring you to our office?___________________________________________________
Past Chiropractic Care? Yes___ No___ Dr:___________ Occupation:_____________________________________

List any supplements/vitamins you are taking:_______________________________________________________
How many glasses of water do you drink a day?:_____________________________________________________
Family Doctor’s Name & Address:_________________________________________________________________
	AUTHORIZATION FOR CARE OF A MINOR (UNDER 16 YEARS OLD)

Parent(s) Name:__________________________________________     Cell #:__________________________
I hereby authorize and consent to the chiropractic evaluation of my child

Parent/Guardian Signature:_________________________________________   Date:____________________



Health Profile
Present Health Complaints/Concerns:
Major:_______________________________________________________________________________________

Minor:_______________________________________________________________________________________ 

When did the problem begin:_____________________________________________________________________
Is the problem (circle) 	Occasional		Frequent		Constant		Intermittent
Does the problem radiate:	Yes			No
What makes this worse:_________________________________________________________________________
What makes this better:_________________________________________________________________________
Is the problem worse during a certain time of day:	Yes	No	If Yes, when:__________________________
Does this interfere with the child’s sleep:__________  eating_______________ daily routine__________________
Other professionals seen for this condition:_________________________________________________________
Please check all symptoms that your child has been experiencing recently. 
□ Headaches 	 □ Pins and needles in legs 	□ Fainting 	□ Dizziness 
□ Neck pain 	 □ Pins and Needles in arms 	□ Loss of smell 	□ Back pain 
□ Loss of balance 	 □ Buzzing in ears 	□ Ringing in ears 	□ Ear infections
□ Numbness in fingers 	 □ Numbness in toes 	□ loss of taste 	□ Depression 
□ Stomach upset 	 □ Fatigue 	□ Irritability 	□ Tension 
□ Sleeping problems       □ Stiffness 	□ Cold hands 	□ Cold feet 
□ Diarrhea                         □ Constipation 	□ Cold sweats 	□ Fever
□ Lights bother eyes        □ Problems urinating                □ Sinus Congestion 	□ Sore Throat
□ Heartburn                      □ Muscle Cramps	□ Allergies                                     □ Mood swings                           □ Ulcers                              □ Face Flushed 	□ Bloating/gas                              □ Nervousness
□ Loss of concentration   □ Weight Gain	□ Weight Loss                               □ Bronchitis
□ Chest Pressure               □ Difficulty Breathing               □ Shortness of Breath 	□ Frequent Colds □ Breast Pain                      □ Reduced Mobility 

What was the child’s gestational age at birth: ____________weeks  
Birth Weight:_____lbs _______oz.		Birth Length:_______________inches
Was your child’s birth (circle):	At Home	In A Birthing Center	In A Hospital
Was the birth considered (circle):	Medical		Midwife
What was the duration of the labour and birth:_________hours
Was the child born (circle): 		Cephalic (Head first) 			Breech (Feet first)
Were there any complications?	Yes	No		If yes, please explain__________________________
Please circle any assistance which was used during birth: 						
Forceps	Vacuum Extraction 	C-Section	Episiotomy
Was your labour (circle): 	Spontaneous		Induced
Were medications or epidurals given to the mother during birth?	Yes	No

Family Health History
Please note any health problems (i.e. cancer, hereditary conditions, diabetes, heart disease, etc.) that are present in:
Mother’s Family:_______________________________________________________________________________

Father’s Family:________________________________________________________________________________
Since problems that Chiropractors look for and detect can be related to many types of stressors, the following information is important to us.
Physical Stressors:
Any traumas to the mother during pregnancy (i.e. falls, accidents, etc.) 	Yes		No
Please explain:________________________________________________________________________________
Any evidence of birth trauma to the infant?  (please tick)
__Bruising		__Odd Shaped Head		__Stuck in Birth Canal		__Cord around neck
__Fast of excessively long birth			__Respiratory Depression		

Any Fractures, hospitalizations or surgeries?	Yes	No
If Yes, please explain:___________________________________________________________________________
Any sports played?_____________________________________________________________________________
Psychological Stressors
Any behavioural problems:	Yes	No	Explain:__________________________________________________

Any night terrors, sleep walking, difficulty sleeping?	Yes	No	Explain:______________________________

Age of child when began daycare?___________
Do you feel that your child’s social and emotional development is normal for their age?	Yes		No

Thank you for completing this form. If there are any other questions or concerns which you have, you may write them in the space below. 
_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________



Return To Health Chiropractic accepts payments by cash, cheque, Debit card and Credit Card. I understand that all services are to be paid in full at the time of service, unless alternate arrangements have been made and agreed upon in writing. _________(initial here please)
The statements on this form are accurate to the best of my recollection and I agree to allow this office to examine me for further evaluation. 

_____________________________________		____________________________________
	Signature						Date


Doctor Notes:

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________
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