Pediatric Intake Form

Please take a moment to answer the following questions that are designed to maximize your child’s health.  Many types of stress (physical, mental, chemical) can interfere with your child’s growing spine and nervous system.  Spinal health is an exciting new concept for many people, so please remember to ask questions.

Child’s Name_____________________________  Date of Birth___________  
Parent’s Names___________________________  Phone #______________________________
Address_______________________________________________________________________

1. Is your child currently benefiting from Chiropractic care    Y/N     Last Visit______________________

2.  Please Circle Appropriately:                      Birth Place:  Home/ Hospital/ Birth Center  

                                                    Type: Vaginal/ C-section  Procedures:   Forceps/ Vacuum Extraction

3.  Please list all sports and activities that your child participates in:_______________________________

     __________________________________________________________________________________

4.  According to the National Safety Council, approximately 50% of infants fall head first from a high place (bed, Changing table, etc) during the first year of life.  Has this happened to your child?  Y/N  If So Please explain Briefly ___________________________________________________________________ _____________________________________________________________________________________

5.  Please circle any of the following conditions the your child has suffered from in the last 6 months

     
Ear Infection

Scoliosis
Seizures
Chronic Colds
Head Aches


Asthma/Allergies
Digestive Problems

ADHD

Recurring Fevers


Colic


Bed Wetting
Car Accident
Growing Pains
Other______________

6. In the last year has your child taken or is your child currently taking any prescription or over

      the counter medications?  Y/N

     If so please list the name of the medication and the reason for its use: __________________________

     ___________________________________________________________________________________ 

7.  Has your child been fully vaccinated?  Y/N

8.  Has your child experienced any adverse reactions to the vaccines?  Y/N  

     If so has the reaction been reported?  Y/N  

      Please list all reactions of your child and other family members? ______________________________

     ___________________________________________________________________________________

    ___________________________________________________________________________________

    (If you would like more information on vaccination please let your doctor know)

9. Please list any and all concerns you have about your child’s health that that have not been addressed yet.

    ___________________________________________________________________________________

    ___________________________________________________________________________________

    ___________________________________________________________________________________

Informed Consent for Chiropractic Care

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be working toward the same objective. It is important that each patient understand both the objective and the method that will be used to attain this objective. This will prevent any confusion or disappointment. You have the right, as a patient, to be informed about the condition of your health and the recommended care and treatment to be provided so that you may make the decision whether or not to undergo chiropractic care after being advised of the known benefits, risks and alternatives. 

Chiropractic is a science and art which concerns itself with the relationship between structure (primarily the spine) and function (primarily the nervous system) as that relationship may effect the restoration and preservation of health. Health is a state of optimal physical, mental and social well-being, not merely the absence of disease or infirmity. 

One disturbance to the nervous system is called a vertebral subluxation. This occurs when one or more of the 24 vertebra in the spinal column become misaligned and/or do not move properly. This causes alteration of nerve function and interference to the nervous system. This may result in pain and dysfunction or may be entirely asymptomatic. 

Subluxations are corrected and/or reduced by an adjustment. An adjustment is the specific application of forces to correct and/or reduce vertebral subluxation. Our chiropractic method of correction is by specific adjustments of the spine. Adjustments are usually done by hand but may be performed by handheld instruments. In addition, ancillary procedures such as physiotherapy and/or rehabilitative procedures may be included. 

If during the course of care we encounter non-chiropractic or unusual findings, we will advise you of those findings and recommend that you seek the services of another health care provider.  

All questions regarding the doctor’s objective pertaining to my care in this office have been answered to my complete satisfaction. The benefits, risks and alternatives of chiropractic care have been explained to me to my satisfaction. I have read and fully understand the above statements and therefore accept chiropractic care on this basis. 

Print Name __________________________       Signature______________________ Date_____________ 

Consent to evaluate and adjust a minor child: 

I, _________________________ being the parent or legal guardian of _____________________________ have read and fully understand the above Informed Consent and hereby grant permission for my child to receive chiropractic care.               Signature ____________________________     Date______________
HIPPA PRIVACY POLICIES

The privacy of your health information is important to us.  It is our legal duty to maintain the privacy of your health information.   We offer you the ability to review the notice about our privacy practices, our legal duties, and your rights concerning your health information at any time.  Our privacy policy can also be viewed at any time on the wall by the front door.
I authorize the release of any medical or other information necessary to process an insurance claim.   

I authorize payment of medical benefits to be paid to Oasis Chiropractic P.A. for services provided.

I have had the opportunity to review the HIPPA privacy policies as stated above.

Signature______________________ Date_____________
