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New Pediatric Patient Intake Form
Name___________________________________  Date of Birth____ /____ /____ Age_____  Male/Female

Address____________________________________City______________________State______ Zip_______
Phone: Cell_____________________Home___________________Cellular Provider ____________________
Email Address__________________________________ 
Who may we thank for referring you?__________________________________________________________ 
	
                                                       What Brings You in Today?
Health Concern:	                       Rate of Severity           When did            Have you had the	   Did the               Are symptoms
List according                                   0 = no pain               this problem        problem before?       problem begin       constant (C) or
to severity. 	                              10 = unbearable              start?                     If so, when?             with an injury?       intermittent (I)?

Primary:_______________    ______________    ______________    ______________     ______________     ______________  
Second:_______________    ______________    ______________    ______________     ______________     ______________  
Third:     _______________    ______________    ______________    ______________     ______________     ______________  
Fourth:  _______________    ______________    ______________    ______________     ______________     ______________  
Have you ever seen other doctors for these conditions?	□ Yes	□ No
If Yes: □ Chiropractor		□ Medical doctor	 □ Other____________________________________________
Who?_____________________________ When?_____________________________ Results?_____________________________

                                                                         How was the Baby Delivered?
How many hours was the labor?
How long was the pushing?
Were there forceps used?          Yes          No
Was Vacuum Extraction used?         Yes          No
Was the Child a single birth, or multiple?
What was the birth weight and height?
What was the final APGAR score?
At how many weeks was the child born (gestational age in weeks)?

Other comments/concerns:_________________________________________________________________________________________________
               

Vaccination History:
     Received all childhood vaccination on schedule          Was not Vaccinated          
If your child has been vaccinated on a delayed schedule  OR has been selectively vaccinated, please check the 
vaccinations below:
__Diphteria (separate)                  __DTP (Diphteria, Tetanus, Pertussis combination)               __Haemophilu Influenza B (HbCV)
__Hepatitis B (HBV)                       __Human papillomavirus (HPV, Gardasil)                                    __Influenza (flu)
__Measles (separate)                    __MMR (combination)                                                                          __Mumps (separate)
__Neisseria Meningitis                 __Pertussis                                                                                                 __Pneumococcus (Prevnar)
__Polio (OPV, IPV)                         __Rubella (separate)                                                                             __Tetanus (separate)
__Varicella 
List all surgical operations & years: __________________________________________________________
List any other injuries to your child's spine, minor or major, that the doctor should know about: __________________________________________________________________________________________
List all over the counter & prescription medications your child is on, & the reason for each: __________________________________________________________________________________________
Has your child ever been in an auto accident? List all:______________________________________________
Has your child ever been knocked unconscious?    □ Yes   □ No		Fractured A Bone?	□ Yes	□ No
If yes to either of the above, please describe:_________________________________________________
Other trauma:_____________________________________________________________________________








Developmental Milestones 
     Developmental milestones achieved on time
Please mark any developmental milestones that were delayed or not achieved: 
1. < 1 Month
a. __Feeds slowly
b. __Unable to suckle effectively
c. __Doesn't seem to focus eyes
d. __Doesn't watch moving objects
e. __Doesn't react to bright lights
f. __Seems especially stiff or floppy
g. __Doesn't respond to loud sounds

2. 1-4 Months
a. __Can't support his/her head well
b. __Can't grasp objects
c. __Can't focus on moving objects
d. __Doesn't smile
e. __Doesn't react to loud sounds
f. __Ignores new faces
g. __Upset by new people/surroundings

3. 4-8 Months
a. __Seems very stiff or floppy
b. __Can't hold his/her head steady
c. __Can't sit on own
d. __Doesn't respond to noises or smiles
e. __Isn't affectionate with those closest to him/her
f. __Doesn't reach for objects

4. 8-12 Months
a. __Doesn't crawl
b. __Drags one side while crawling
c. __Can't stand without support
d. __Doesn't find obvious hidden objects
e. __Doesn't say any words
f. __Doesn't use gestures
g. __Doesn't point or shake head "no"








Informed Consent For Chiropractic Care

Chiropractic care, like all forms of health care while offering considerable benefits may also provide some level of risk.  This level of risk is most often very minimal, yet in rare cases, injury has been associated with chiropractic care.  The types of complications that have been reported secondary to chiropractic care include: sprain/strain injuries, irritation of a disc condition, and rarely, fractures.  One of the rarest complications associated with chiropractic care occurring at a rate between one instance per one million to one per two million cervical spine (neck) adjustments may be a vertebral injury that could lead to a stroke.

Prior to receiving chiropractic care in the chiropractic office, a health history and physical examination will be completed.  These procedures are performed to assess your specific conditions, your overall health and in particular your spinal health.  These procedures will assist us in determining if chiropractic care is needed, or if any further examinations or studies are needed.  In addition, they will help us determine if there is any reason to modify your care or provide you with a referral to another health care provider.  All relevant finding will be reported to you along with a care plan prior to beginning care.
· I understand and accept that there are risks associated with chiropractic care and give consent to the examination that the doctor deems necessary and the chiropractic care, including spinal adjustments, as reported following my assessment.

· I authorize and request payment of insurance benefits directly to Brian Hansen, D.C.  I agree that this authorization will cover all services rendered until I revoke the authorization.  I agree that a photocopy of this form may be used in place of the original.  All professional services rendered are charged to the practice member.  It is customary to pay for services when rendered unless other arrangements have been made in advance.  I understand that I am financially responsible for charges not covered by this assignment.

Print Name: ______________________________________________________

Signature: ________________________________________________________ Date: __________________________

If This Health Profile Is For A Minor/Child, Please Fill Out And Sign Below
Written Consent For A Child
Name of practice member who is a minor/child: ____________________________________________

I authorize Dr. Brian Hansen to perform diagnostic procedures, radiographic evaluations, render chiropractic care and perform chiropractic adjustments to my minor/child. As of this date, I have the legal right to select and authorize health care services for my minor/child.  If my authority to select and authorize care is revoked or altered, I will immediately notify Optimal Health Chiropractic.

Guardian Signature: ________________________________________ Date: _________________________

Relationship To Minor/Child: _______________________________________




Notice of Privacy Practices Acknowledgement

I understand that I have certain rights of privacy regarding my protected health information, under the Health Insurance Portability & Accountability Act of 1996 (HIPPA). I understand that this information can and will be used to:
1. Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be involved in that treatment directly and indirectly.
2. Obtain payment from third-party payers.
3. Conduct normal healthcare operations, such as quality assessments and physicians certifications.

I acknowledge that I may request your NOTICE OF PRIVACY PRACTICES containing a more complete description of the uses and disclosures of my health information.  I also understand that I may request, in writing, that you restrict how my private information is used to disclose to carry out treatment, payment, or healthcare operation.  I also understand you are not required to agree to my requested restrictions, but if you agree, then you are bound to abide by such restrictions.

Signature: _______________________________________________ Date: __________________________
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