HEALING HANDS CHIROPRACTIC

PEDIATRIC HEALTH HISTORY

Patient Name S.S. #
Address
(Street) (City) (State) (Zip)
Home Phone () Date of Birth
Sex Weight Height
Referred By

Names of Parents/Guardians

Purpose For Contacting Us?

Have Other Doctors Been Seen For this Condition? Yes No
Doctors’ Name(s) and Prior Treatments

Has Your Child Ever Suffered From any of the Following:

__ADD/ADHD __Allergies __Anemia __Asthma
__Backaches __Bed Wetting __Broken Bones _ Car Accident

~ Colie __Constipation __Diabetes __Diarrhea

__ Digestive Problems__ Dizziness __Earaches/Infections __ Fainting
__Growing Pains __Headaches __Heart Trouble __Neck Pain
__Neuritis __Paralysis _ Recurring Fevers  Scoliosis
__Seizures __Sinus Infections ~__ Sleep Irregularities  Temper Tantrums
__Walking Problems

Has Your Child Has any of the Following Childhood “Diseases’:

Chicken Pox Y/N, Age Rubella Y/N, Age
Measles Y/N, Age Mumps Y/N, Age
Whooping Cough/Pertussis  Y/N, Age Other Y/N, Age
Surgery(s)

Medications and/or Reactions

Accidents or Trauma (Sports, Motor Vehicle, Emergency Room, Etc.)

Family Health History

Childs Diet

How would you rate the overall health of this child?







