Mropractic Pediatric Intake Form

HEALTH SOLUTIONS
tur

Tour Sobicn t0a Feelfy byl 6to12 years old

Dr. Brenda [user

Child’s Legal Name: Today’s Date: / /
Address: City: ST: __ Zip:

Home Phone: Parent’s Cell Phone:

Date of Birth: / / Age: Gender: M F Social Security #:

Mother’s Name: Father’s Name:

Sibling’s Name(s) and ages:

How did you hear about our office?

Please select any of the applicable reasons that you are pursuing chiropractic care for your child:

_____He/she is continuing care from another chiropractor.
_____lrecently had my spine checked and see the value in examining my child for subluxations.
_____I'mconcerned about his/her health and am looking for answers.

_____He/She has a specific condition that concerns me. Please explain:

I have been told that chiropractic care will benefit my child, however, | am not sure how it will help.

Is this visit the result of an auto injury? If yes, when was it? / /

Do you have family members with similar health concerns? If yes, who?

Has your child seen another doctor for the issue he/she is being seen today?

If yes, please provide name of doctor:

INSURANCE INFORMATION

Insurance company:

Policy #: Policy Holder:

AUTHORIZATION AND REIFEASE: Iauthorize paymentofinsurance benefits direc tly to the chiopractororchimpractic office. Iunderstand and
agree to allow thischiropractic office to use their Protec ted He alth Imformation (PHD) forthe purpose of treatment, payment, healthcare operations
and coordination ofcare. Iunderstand thatIam responsble forallcostsofchimpractic care,regardlessofinsurance coverage. Ialso understand
thatif Isuspend orterminate my schedule ofcare asdetermined by my treating doctor,any feesforprofessionalservices wilbe immediately due
and payable.Iunderstand thatinterestischarged onoverdue accountsatthe annualrate of 16%. The patientunderstandsand agreesto allow
thischimpractic office to use theirProtected Health nformation forthe purpose oftreatment, payment, healthcare operations, and coordination
ofcare. We wantyou to know how yourProtected Health hformation isgoing to be used in thisoffice and yourrghtsconceming those records. F
you would like to have a more detailed accountofourpoliciesand proceduresconceming the privacy of yourProtected Health hformation we
encourage you to read the HPAA NOTICEthatisavailable to you atthe frontdeskbefore signing this c onse nt. The following person(s) have my
pemission to receive my personal health informa tion:

Patie nt's Signa ture Date

Guardian's Signature Authorizing Care Date
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PRENATAL HISTORY

Was the patient adopted?

Were there complications during the pregnancy?

If yes, explain:

Were ultrasounds performed during pregnancy?

Were medications/drugs/caffeine taken during pregnancy?

If yes, how many?

If yes, please list type and amount:

Were cigarettes or alcohol used during pregnancy?

If yes, please list type and amount:

Location of birth:

in hospital
Birth Intervention:
mother induced

Were there complications during delivery?

in birthing center

mother medicated (Pitocin, etc.)

at home

forceps vacuum extracted

If yes, please explain:

Are there genetic disorders/disabilities?

If yes, please explain:

HEALTH HISTORY
Does child have any known allergies?
Has your child ever taken antibiotics?

List any current medications:

If yes, to what?

If yes, what kind and when?

List any past medications:

Has child ever had any surgeries?

If yes, what surgery and when?

Has child been diagnosed with cancer or any other illness?

If yes, please explain:
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The following questions are designed to help the doctor provide the best possible care for your child.

Reason for today’s visit:

When did this problem first occur?

Have you ever had this problem before? Y N

Have you previously been treated for this problem? Y N Doctor’s Name:

Have you previously been to a chiropractor? Y N When?

ABOUT YOUR HEALTH
In the past year have you had any of the following:

Back or neck pain? Y N

Pains in the legs orarms? Y N

Headaches? Y N

Asthma? Y N

Allergies? Y N

Earaches? Y N

Falls from a bicycle, skateboard, scooter, rollerblades or similar? Y N

Do you ever have a problem with bedwetting? Y N

Have you ever been in a motor vehicle accident? Y N

Have you ever had any broken bones? Y N

Have you ever had any surgeries? Y N

Are your currently taking any medications? Y N

Do you have any other health problems? Y N
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ABOUT YOUR LIFESTYLE
What grade are you in at school?

How do you carry your school books?

How heavy is your school backpack?

What sports to you play?

What hobbies do you have?

How many hours each day do you watch TV?

How many hours each day do you spend using a computer?

How often do you play video games?

On average, how many hours of sleep do you get each night?

Are there any smokers in your family? Y N

Do you feel stressed out? Y N

Do you have trouble reading the board inclass? Y N

Do you ever have blurred vision? Y N If yes, do you wear contact lenses?

Do you sometimes get headaches whenyouread? Y N

ABOUT YOUR DIET
What do you usually eat for breakfast?

What do you usually eat for lunch?

What do you usually eat for dinner?

What snacks do you have after school?

What is your favorite food?

How much water do you drink each day? How many sodas do you drink each day?

How often do you eat fast food items?

All information provided within this document is true and accurate to the best of my knowledge.

Patient or Guardian Signature: Date: / /
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The following que stions are necessary so that we may propenly file yourinsurance foryou. The se hl E@D]@@ﬁﬂ@
que stions are taken directly from the insurance form that we must fill out and file foryou. Ple ase ~HEALTH SOLUTTONS
answeras fully as possible. e

1. ype of insurance: Medicare_____ Medicaid__

2. Insured’s ID Number

_Group Health Plan Other

3. Patient Name:

4. Insured
Name:

5. Insured date ofbirth: SSN: Male Female

6. Insured employername orSchool

name:

City Sta te Zip T1#

7. Insured's Address (if same aspatient put "same"):

City Sta te Zip T1#
8. Patient Status: Single Ma e d Other Employed Ful-time Student Part-time Student

9. Isthe condition we are treating related to currentorpreviousemployment? Yes____ No

10. Is the condition we are treating related to an auto accident? Yes____ No____

11. Isthe condition we are treating related to anothertype ofaccident? Yes____ No
12. Isthere anotherhealth benefit plan? Yes ___ No____ Kyes, list:

Patient's or Authorized Person's Signature: Iauthorize the release of any medicalorotherinformation necessary to
processmy insurance claim. Thisisto serve asa long-term authorizationcard.

Signed: Date:

Insured's or Authorized Person's Signature: Jauthorize paymentofmedicalbenefitsto forthe services

descrbed on the nsuranc e form. This authorization isto apply to alloccasionsofservice untilitisrevoked in
writing. Tagree to pay forservicesnotcovered by insurance and understand thatIam ultimately responsible for
paymentin fullat thisoffice.

Signed: Date:

MEDICARE ONLY
Alldoctors have been instructed to askthe following questionsofall Medicare patie nts.

.Do youoryourspouse workfora company that provides you with health msurance? Yes___ No_

. Are you entitled to Medicare because of End Stage RenalDisease? Yes___ No_

. Isthe ilness orinjury the resultofan accidentorilnessthatoccumed atwork? Yes___ No__

. Is this illne ss orinjury the result of an accident orotherinjury? Yes___ No _
.Hasthe treatmentforthisaccidentorilnessbeen authorized by the Veteran's Administration? Yes__ No__
. Are you entitled to any benefitsunderthe Federal Black Iung Pogram? Yes __ No_

.Do youhave a Medicare Medigap Policy? Yes___ No___ Name of Company
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.Do youhave a Medicare Supplement Policy? (Policy provided by employeryou retired from)? Yes___ No_



