
C H I R O P R A C T I C
N E W  D I R E CT I O N S

FIRST NAME						      LAST NAME

DATE OF BIRTH    				    AGE			   SEX	  M       F 

ADDRESS						      city				state		      zip

PARENT email address

which communication do you prefer for appointment reminders?
     telephone call      text message       e-mail       any is acceptable

mother’s name						      Mother’s phone

father’s name						father      ’s phone

	

 NEW  PATIENT  FO RM
P EDI A TR IC  0 - 2  Y E A RS

CHIL D  I N FO

CUR R E N T  COM PL A I N TS

REASON FOR YOUR VISIT TODAY

DATE IF INJURY			   DATE SYMPTOMS APPEARED

HAs YOUr child EVER HAD THE SAME CONDITION?      N     Y	    IF YES, WHEN?

LIST OTHER PRACTITIONERS SEEN FOR THIS COMPLAINT

HAs YOUr child EVER BEEN UNDER CHIROPRACTIC CARE?      N     Y	    IF YES, WHEN?

has there been any changes in your child’s behavior?      N     Y        IF YES, WHEN?

Please check if your child has experienced of these changes in behavior:
     bowel movements       fussiness      crying      loss of sleep      won’t eat      lethargic        
     rash      mood swings

WHAT MAKES your child feel BETTER?				W   ORSE?       



please indicate the location of any discomfort or changes in appearance your child is 
currently experiencing

M EDIC A L  HISTO RY

HAs YOUr child BEEN TREATED FOR ANY CONDITIONS IN THE LAST YEAR?      N     Y
      IF YES, PLEASE DESCRIBE

DATE OF LAST PHYSICAL EXAM			   HAVE X-RAYS been TAKEN?      N     Y

does your child have any known allergies?      N     Y      if yes, please describe

number of bowel movements a day			ho   urs of sleep per night

Does your child have any developmental disorders or challenges?     N     Y      
if yes, please describe 

was your child       breast-fed?         formula-fed?            how long?

type of delivery?       vaginal      forceps       c-section      suction or vacuum

Please check if the mother participated in any of the following during pregnancy:
     smoking      alcohol      prescriptions      over-the-counter medications       
     prenatal vitamins      supplements

Were there any complications with pregnancy or delivery?      N     Y       
if yes, please describe 

WHAT MEDICATIONS is your child CURRENTLY TAKING? (INCLUDE DOSAGE & FREQUENCY)

WHAT VITAMINS, MINERALS OR HERBS is your child CURRENTLY TAKING? (DOSAGE & FREQUENCY)

has your child been involved in any automobile accidents?      N     Y       
if yes, please describe  

right left left right



Please list any injuries (broken bones, concussions, etc.)

HAs your child EVER SUFFERED FROM ANY OF THE FOLLOWING	      IF YES, PLEASE DESCRIBE   

     asthma
     allergies 
     hyperactivity
     bed wetting
     ear infections
     skin problems
     Difficulty sleeping
     colic
     constipation
     diarrhea
     nutritional deficiencies
     insufficient physical activity
     headaches
     trouble walking
     frequent colds
     frequent falls
     trouble turning head side-to-side
     trouble moving head up and down
     back aches
     other

F A M I LY  HISTO RY
PLEASE LIST PRESENT AND PAST HEALTH CONDITIONS SUFFERED BY FAMILY MEMBER
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