PATIENT HEALTH RECORD CHILD

ABOUT THE CHILD

Name . e

Auddresy

Fome Phone . .

Bithdate

__Woeight

_ Geader_

Social Security #_

ABOUT THE PARENT

Name, .

Emplover o

Wik address_ e e e

Work phone. o e e

Tepe of work

Muaritad Statas e e e o

Sowal Sevunity B

Pirver’s License #

Fomarl address_ ; e e

Pavment method SOk A Check 3 Credit Card

VACCINATIONS

Huve you chosen fo vacemate vour child? Wi Yes d No

It ves. check all that vour child has received.

LADPT OWDMR OChicken Pox dHepatitis dPolio JOther

Desoribe any and all reachions 1o vacgme(s),

EXPERIENCE WITH CHIROPRACL

Whe referred s o s oftice”

Mave van heen sdinsted by o Chiropracoe before” b Yes

Doctor’s Name

S NG Reason [or those visits?_

Fas any adulr in vour fumrds seen a Chitopractor” J Yes

Has uny chuld in vour family seen a Chiropractin” J Yex
h B R i

REASON FOR THIS VISIT

Dieseribe the pumose of this viset

Is the purpose of this appoinunent related w
2 Sports Ao L Fall - Home Injury
= Oither

Please explum

When did this condison begin _
Flas this condition

U gotten worse W staved constant
Daes this condition interfere with
J Sleep wd Daily routine W Other activilies

Please explain,

Has this condition occurred before?  d Yes Jd No

Ploase explam __

ey doctors for the condition’

Have vou soen

Yo L e

Dactor's ™Na
Type of testowent

Resufts o

AWARENESS OF
CHIROPRACTIC PRINCIPLES

Were you aware thal Yes
= Doctors of Chiropractic work
with the nervous system”? 4
o The nervous svsiem controls
all bodiby functions and systems? -
= Chivopractic is the lurgest

matural healing profession in the woerld? o

= I Chiropractic care stans al

L.

wr level of head

RISV

Approximate date of Jast visit

Jdcomes and goes



MOTHER'S PREGNANCY & LABOR

Piurng Presnancy:
< DrogdMedicine  J Tohuccw/Alcohol

Please explam

Any ittpess during vour pregnancy?

Flow was vour debivery?

d Labor chemcalty Imtuced 2 Lahor was Doctor-assisted
< Forceps/Vacuun extraction?
- Did Doctor pull or twist baby?

J Cosegtion dedivery
o Premusture delivery

Please explain

Did you nurse the baby? 1 Yes U No

Did vour baby have colic? 1 Yes W No
Feeding problems?  J Yes U No

CHILD'S HEALTH HISTORY

Please check each of the diseases or conditions that the
child has now. or has had in the past. While they may seem
unrelated o the purpose of the appointment, they can affect
the uverall diagnosis, care plan and the possibility of heing
accepled {or care.

Past - Present
- Allergies

Frequent colds
Asthma

Headaches
Attention problems
Hyperactivity

Bed wetting
Irritability
Breathing problems
Skin problems
Colic

Sieeping disorders
Constipation

Tubes in the ears
Digestive problems
Vision problems
Ear problems

Other

CUUL 00000 0C 00000
U000 00 0L 0OUCUGy

CHILD'S CURRENT HEALTH STATUS

No  Yes If Yes, please explain:

Hus vour ciild ever:

¥

taken antibiotios

been hospitulized?

ST

s g severe (all?

Jheen inoa car accident?

Cheen aecident prone”

Shad Surgery?

AU VR S

ccurrently taking any medication(s)7

gadcCc oo ¢

¢l

Chaving difficulty interacting with others?

Huve vou or anvone else noticed that your child 18 nerveus. twitches,

shakes or exhibits rocking behavior? i "]

What changes Gf any) in your child's health or behavior would you like accomplished?

&0ALS FOR MY CHILD'S CARE

Peonle wee Chiropraciors for & varety of reasons. Same go for relief of pain, some to correct the cause of pain and others for correction of

wolites s s adtanainog

in thes boudies Year Doctor will weigh your needs and desires when recommending your treatment progrum.

Please check the tvpe of care desired <o that we mav be guided by vour wishes whenever possible,

4 Relief care - Svmptomatic relie! of pain or discomiort

4 Corrective care — Correcting and refieving the cause of the problem as well as the symptoms

- Comprehensive care — Bong

whatcver 1> maltunvtoning in the body to the highest state of health possible with Chiropractic care

D wan the Doctor (o select the type of cure apprupriate for my condinon,



Johnson Chiropractic Clinic
226 Brandilynn Blvd. Ste. D, Cedar Falls, [A 50613
Phone: (319)266-7788 Fax: (319) 266-8088

CONSENT TO TREAT

Child’s Name

I hereby give my consent and do authorize Dr. Johnson, DC and
his staff to treat my son/daughter for any necessary chiropractic
care needed. I authorize the exchange of information with any

insurance companies and/or attorneys involved regarding
evaluation, treatment, follow-up care and billing. This consent
shall remain in effect until further notice by me.

Print

Parent or Guardian Name

Signed

Dated




