
C H I R O P R A C TI C

CONFIDENTIAL CHILD PATIENT INFORMATION

Please answer ALL the questions in detail to the best of your ability. (All information you give is confidential)

Today’s Date: ___________________________

Child’s Name:____________________________________________________________________________ Female Male

Address: ____________________________________________ City:________________________ State:_________ Zip:______________

Home No. (______)__________________ Cell No. (_______)____________________ Work No. (______) ____________________

Date of Birth: .__________/__________/___________ Age:___________ Height: ______ft _______in Weight:______________

Parent’s Father’s Name _________________________________ Parent’s Mother’s Name _________________________________

Whom may we thank for referring you? Dex Yellow Pages Yellow Book Online Insurance Walk-by Whole Foods Screening

Talk by Dr. Borst Friend (please give name so we can thank them with a gift!)_______________________________ Other ________________________

IN CASE IF EMERGENCY, CONTACT

Name_______________________________________________________ Relationship _________________________________________

Home No. (______)__________________ Cell No. (_______)____________________ Work No. (______) ____________________

Describe the purpose of this visit: ___________________________________________________________________________

Is the purpose of this visit related to Sports Auto Injury Fall Home Injury Chronic Discomfort Other ___________________________

Explain: __________________________________________ Has this condition Gotten Worse Stayed Constant Comes and Goes

Does this condition interfere with Sleep Daily Routine Other Activities Explain: ____________________________________________

When did this condition begin? _______________________ Has this condition occurred before? Explain ___________________________

Have you seen other doctor’s for this condition? Yes No Dr’s Name ________________ Results__________________________
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Were x-rays taken? Yes No
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ximately 50% of infants have fallen onto their heads during their first years of life.
1/4 million children are injured in playgrounds annually.
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RRENT AND PAST HEALTH CONDITION



What changes (if any) in your child’s health or behavi plished? ____________________________________

The child's immune system is both complex and fragile. As with any medical procedure, there are risks associated with vaccinations.
In fact, every year, health statistics show 12,000 to 14,000 hospitalizations, injuries, and deaths following vaccination are reported to

the Vaccine Adverse Events Reporting System.

Has your child been vaccinated? Yes No If “Yes”, check all vaccinations the child has received.

DPT MMR Polio Chicken Pox Hepatitis Other___________________________________________________________________

Describe any and all reactions to vaccine(s): ________________________________________________________________________

Were you adequately informed of the risks of vaccinating your child? Yes No

Children see Chiropractors for a variety of reasons. Some go for relief of pain, some to correct the cause of pain and others for
correction of whatever is malfunctioning in their bodies. Please check the type of care desired so we may be guided by your wishes

whenever possible.

Relief Care – Symptomatic relief of pain or discomfort
Corrective Care – Correcting and relieving the cause of the problem as well as the symptoms
Comprehensive Care – Bring whatever is malfunctioning in the body to the highest state of health possible with Chiropractic Care.
Doctor’s choice - I want the Doctor to select the type of care appropriate for my child.

Parents/Guardian’s Signature ______________________________________________ Date ________________________________

Who is responsible for this account? YOU and… Cash Auto Injury Personal Health Insurance Parent

If someone else other than patient please fill out the following:

Name:_______________________________________________ Female Male Social Security No._________/________/__________

Date of Birth: ._________/________/__________

Address: _______________________________________________________ City:________________________ State:_________ Zip:____________

Home No. (_____)_____________________ Cell No. (______)________________________ Work No. (_____) ________________________

Is Child covered by additional insurance? Yes No
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