
Patient (Child) Information: 

WHOLE HEALING CHIROPRACTIC & ACUPUNCTURE 

Pediatric Chiropractic Intake Form -Bfrth to Two Yeus 

Name: ________________________ _ 

Address:----------------------------------

Sex: Male _Female Date of Birth: ____ _ Height: ___ _ Weight: ____ _ 

Name of Parents/Guardians: __________________________ _ 

Home Phone: ______ _ Cell Phone: ______ _ Work Phone: ______ _

Email:----------------------------------

How did you hear about us? _________________________ _ 

What is your primary goal for your child at our clinic? _________________ _ 

Is there a specific concern that brings you in? Y N 

N - I would like my child's nervous system assessed to achieve optimal health and functioning. 

Y - Explain _____________________________ _

When did this begin? ___________ Was there an accident or injury involved? Y N 

Has your child had any past treatment for this complaint? Y N 

Describe: ______________________________ _ 

Childs current medications: ___________________________ _ 

Pregnancy/Birth History: 

1- Did mother smoke during pregnancy? Y N 2- Did mother use alcohol during pregnancy: Y N

3- Did mother have any of the following during pregnancy:

_High or Low Blood pressure _Heart Problems _Swollen Ankles _Thyroid Problems _Diabetes 

_Anemia _Back Pain _Abnormal Bleeding _Morning Sickness _Indigestion _Premature Contractions 

4- Any complications during pregnancy? Y N Explain: __________________ _

5- Was mother hospitalized during pregnancy? Y N Explain: _______________ _

6- Did mother have any accidents or falls during pregnancy? Y N Explain: ___________ _

7- Medications taken during pregnancy: ________________________ _

8- Was Child: __ Premature __ Full Term 9- Any Birth Intervention: _Forceps _Vacuum _C-Section

10- Complications during delivery? Y N Explain: _______________________ _

11- Place of birth ___________ 12- Mother's medications during birth ___________ _

13- Child's birth weight: 14- Childs birth length: ________ _

15- Was intensive care needed? Y N If yes how long? ________ _
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