
Pediatric New Patient Application
Welcome to our practice! Please thoroughly complete all questions.

Child’s Name: ____________________________________________ Today’s Date:________________
Date of Birth: ___/___/____ Age:____ Gender:____ Social Security Number:____________________

Parent/Guardian’s Name:______________________________________________________________
Address:_________________________________City:_________________State:______Zip_________
Phone: Cell________________Work_______________Email:_________________________________
Parent/Guardian’s Current Employer & Address:
Name:____________________________________________Phone Number:_____________________
Address:____________________________________________________________________________

How did you hear about us/who may we thank for referring you?_____________________________

Prior Doctor of Chiropractic:_______________________ Office Location:______________________
Last time your child was checked by your prior Doctor of Chiropractic:________________________

General Practitioner:_____________________________ Office Location:_______________________

Why are you seeking Chiropractic care for your child?
____Health and Wellness
____Earaches/Infections ____Headaches
____Breathing Problems ____Tubes
____Bed Wetting ____Reflux
____Problems Lactating ____Colic
____Irregular Bowel Movements ____Asthma
____Distress while eating ____Allergies
____Frequent Colds ____Other__________________________________________

Currents Medications:_________________________________________________________________

Surgeries:___________________________________________________________________________

Hospitalizations:______________________________________________________________________

Falls/Accidents:______________________________________________________________________

 



Complications of pregnancy?___________________________________________________________
____________________________________________________________________________________

Complications of delivery?_____________________________________________________________
____________________________________________________________________________________

Natural Childbirth? Yes/No
Forceps used? Yes/No
How many weeks of gestation was the baby at birth? _____ weeks
How was the baby presented? ____ Head ____Face ____Breech
Babies birth weight _____ pounds
Babies birth length _____ inches
Was the baby admitted to the Neonatal Intensive Care? Yes/No

Is your child meeting their major milestones? Yes/No If no, explain_______________________
Learned to crawl _____months
Learned to walk_____ months
Child’s hours of sleep per night?_____ hours
Are you breastfeeding? Yes/No
Does the baby prefer one breast over the other? Yes/No If yes, which side?______
Is your child gassy/colicky Yes/No
Does your child have any known allergies? Yes/No If yes, what?__________________________
Is your child vaccinated? Yes, following schedule / No

Other concerns you have?______________________________________________________________
____________________________________________________________________________________

What benefit do you hope to gain for your child from regular Chiropractic care?________________
____________________________________________________________________________________

Family Medical History: Please list all known medical problems and known diagnoses in your
immediate family. (Specify M=Mother F=Father B=Brother S=Sister GM=Grandmother GF=Grandfather)
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

The above information is true and accurate to the best of my knowledge. My reason for consultation with the doctor is for
evaluation of my child’s physical health and the potential for improvement.

Parent/Guardian Signature:____________________________________________ Date:_____________
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