PEDIATRIC PATIENT INTRODUCTION

CHILD's NAME: MoTHER'Ss NAME: DOB:
CAse NUMBER: FATHER'S NAME: DOB:
ADDRESS: City/Town: STATE: ZIp:
HoME PHONE: MoTHER's WORK PHONE: MoTHER's CELL PHONE:
EmAIL: FATHER'S WORK PHONE: FATHER'S CELL PHONE:
BIRTH DATE: AGE: SEX: NUMBER OF SIBLINGS:___ REFERRED BY:

BIRTH WEIGHT: BIRTH LENGTH: CURRENT WEIGHT: CURRENT LENGTH:
THIRD TRIMESTER PRESENTATION: VERTEX_____ BREECH TRANSVERSE___ FAce/Brow.
TyPE oF BIRTH: NORMALVAGINAL____ FORCEPS CesaREAN_____ SucTtioN Cap or VACUUM
LocaTion: HoMe___ BIRTHINGCENTER_______  HosPiTaL_____

ProBLEMS DURING PREGNANCY:

ProBLEMS DURING LABOR/DELIVERY:

APGAR SCORES: WAS THERE PRESENCE AT BIRTH OF: JAUNDICE (YELLOW)? ___ CvANoOsis (BLUE)?
CoNGENITAL ANOMALIES/DEFECTS?___ |F YES, PLEASE EXPLAIN?

INFANT FEEDING: BREAST. BoTTLE IF BoTTLE, WHICH FormMuLA?

NUMBER OF HOURS SLEEPING PERNIGHT:____ QuaALITY oF SLeepr: Goob, Fair Poor

OBSTETRICIAN/MIDWIFE:

PepiaTrICIAN/FAMILY MD:

DATE OF LasT VisIT: PurPosE:

IMMUNIZATION HISTORY:

NUMBER OF DOSES OF ANTIBIOTICS YOUR CHILD HAS TAKEN: DURING THE PAST SIX MONTHS DuRrING HIS,’HER LIFETIME.

Previous CHIROPRACTOR:,

DATE oF LAsT VisIT: PurPOSE:

HAS YOUR CHILD EVER BEEN TREATED ON AN EMERGENCY BASIS?____ IF YES, PLEASE EXPLAIN:

PURPOSE OF THIS APPOINTMENT:

INSURANCE/BILLING INFORMATION: PoLicy #:

L R N R N R R RN

AUTHORIZATION FOR CARE OF MINOR

| HEREBY AUTHORIZE THIS OFFICE AND ITS DOCTOR(S) TO ADMINISTER CARE AS THEY SO DEEM NECESSARY TO MY
SON/DAUGHTER/WARD (UPON APPROVAL OF PARENT OR GUARDIAN).

SIGNED: WITNESSED: DATE

| REALIZE THAT | AM RESPONSIBLE FOR ALL FEES CHARGED BY THIS OFFICE AND | AGREE TO PAY FOR ALL SERVICES PROVIDED.
X-RAYS REMAIN THE PROPERTY OF THIS OFFICE.

SIGNED: DATE.

© Copvright by Peter Pan Potential 2005  To reorder call 559.291.5585



