
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Pediatric Intake Form 

6 to 12 years old 

 

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. 

____ I recently had my spine checked and see the value in examining my child for subluxations. 

____ I’m concerned 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, I 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 RELEASE: I a utho rize  p a yme nt o f insura nc e  b e ne fits d ire c tly to  the  c hiro p ra c to r o r c hiro pra c tic  o ffic e . I und e rsta nd  a nd  

a g re e  to  a llo w this c hiro p ra c tic  o ffic e  to  use  the ir Pro te c te d  He a lth Info rma tio n (PHI) fo r the  p urp o se  o f tre a tme nt, p a yme nt, he a lthc a re  o p e ra tio ns 

a nd  c o o rd ina tio n o f c a re . I und e rsta nd  tha t I a m re sp o nsib le  fo r a ll c o sts o f c hiro pra c tic  c a re , re g a rd le ss o f insura nc e  c o ve ra g e . I a lso  und e rsta nd  

tha t if I susp e nd  o r te rmina te  my sc he d ule  o f c a re  a s d e te rmine d  b y my tre a ting  d o c to r, a ny fe e s fo r p ro fe ssio na l se rvic e s will b e  imme dia te ly d ue  

a nd  p a ya b le . I und e rsta nd  tha t inte re st is c ha rg e d  o n o ve rd ue  a c c o unts a t the  a nnua l ra te  o f 16%. The  p a tie nt und e rsta nd s a nd  a g re e s to  a llo w 

this c hiro p ra c tic  o ffic e  to  use  the ir Pro te c te d  He a lth Info rma tio n fo r the  p urp o se  o f tre a tme nt, p a yme nt, he a lthc a re  o pe ra tio ns, a nd  c o o rd ina tio n 

o f c a re . We  wa nt yo u to  kno w ho w yo ur Pro te c te d  He a lth Info rma tio n is g o ing  to  b e  use d  in this o ffic e  a nd  yo ur rig hts c o nc e rning  tho se  re c o rd s. If 

yo u wo uld  like  to  ha ve  a  mo re  d e ta ile d  a c c o unt o f o ur p o lic ie s a nd  p ro c e d ure s c o nc e rning  the  p riva c y o f yo ur Pro te c te d  He a lth Info rma tio n we  

e nc o ura g e  yo u to  re a d  the  HIPAA NO TICE tha t is a va ila b le  to  yo u a t the  fro nt d e sk b e fo re  sig ning  this c o nse nt. The  fo llo wing  p e rso n(s) ha ve  my 

p e rmissio n to  re c e ive  my pe rso na l he a lth info rma tio n:  

 

__________________________________________________________________________________________________________________________ 

 

Pa tie nt's Sig na ture ________________________________________________________________________  Da te  ________________  

G ua rd ia n's Sig na ture  Autho rizing  Ca re  ______________________________________________________  Da te  ________________  

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

PRENATAL HISTORY 

Was the patient adopted?_______   Were there complications during the pregnancy?_________  If yes, explain: 

___________________________________________________________________________________________ 

Were ultrasounds performed during pregnancy? _____ If yes, how many?___________ 

Were medications/drugs/caffeine taken during pregnancy? _____ 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     _____ in birthing center     _____ at home 

Birth Intervention: 

 _____ mother induced     _____ mother medicated (Pitocin, etc.) _____ forceps    _____ vacuum extracted 

Were there complications during delivery? _____ If yes, please explain: 

______________________________________________________________________________________________ 

Are there genetic disorders/disabilities? _____ If yes, please explain: 

______________________________________________________________________________________________ 

 

Pediatric Intake Form 
6 to 12 years old 

HEALTH HISTORY 

Does child have any known allergies?______ If yes, to what? ____________________________________________ 

Has your child ever taken antibiotics?_____ If yes, what kind and when? ___________________________________ 

List any current medications: ______________________________________________________________________ 

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:_______________________ 

______________________________________________________________________________________________ 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Pediatric Intake Form 

6 to 12 years old 

 

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 or arms?   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   ____________________________________________________ 



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

Patient or Guardian Signature: _____________________________________________ Date: _____/_____/_____ 

 

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 in class?   Y   N   ______________________________________________ 

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

Do you sometimes get headaches when you read?    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? ____________________________________________________________ 

 

 

 

 

  

Pediatric Intake Form 

6 to 12 years old 



Insura nc e  Que stionna ire  

The  fo llo wing que stio ns are  ne c e ssary  so  that we  may  pro pe rly  file  yo ur insuranc e  fo r yo u. The se  

que stio ns are  take n dire c tly  from the  insuranc e  fo rm that we  must fill o ut and file  fo r yo u. Ple ase  

answe r as fully  as po ssible .  

 

1. Typ e  o f insura nc e : Me dic a re _____ Me d ic a id _____ Gro up  He a lth Pla n_____ Othe r_____  

2. Insure d ’ s ID Numb e r_________________________________________________________________________________  

3. Pa tie nt Na me :_______________________________________________________________________________________________ 

4. Insure d  

Na me :________________________________________________________________________________________________ 

5. Insure d  d a te  o f b irth: __________________ SSN: ___________________________ Ma le  _______      Fe ma le  ______  

6. Insure d  e mp lo ye r na me  o r Sc ho o l 

na me :__________________________________________________________________________  

C ity______________________________________ Sta te _______ Zip _____________ Te l # ____________________________  

7. Insure d 's Ad d re ss (if sa me  a s p a tie nt p ut "sa me "):______________________________________________________  

C ity______________________________________ Sta te _______ Zip _____________ Te l # ____________________________  

8. Pa tie nt Sta tus:    Sing le       Ma rrie d        Othe r        Emp lo ye d         Full-time  Stud e nt        Pa rt-time  Stud e nt  

9. Is the  c o nditio n we  a re  tre a ting  re la te d  to  c urre nt o r p re vio us e mp lo yme nt?  Ye s____ No ____  

10. Is the  c o nditio n we  a re  tre a ting  re la te d  to  a n a uto  a c c id e nt?  Ye s____ No ____  

11. Is the  c o nditio n we  a re  tre a ting  re la te d  to  a no the r typ e  o f a c c id e nt?  Ye s ____ No ____  

12. Is the re  a no the r he a lth b e ne fit p la n?  Ye s____ No ____ If ye s, list: ___________________________________ 

 

Pa tie nt's or Authorize d Pe rson's Sig na ture : I a utho rize  the  re le a se  o f a ny me d ic a l o r o the r info rma tio n ne c e ssa ry to  

p ro c e ss my insura nc e  c la im. This is to  se rve  a s a  lo ng -te rm a utho riza tio n c a rd .  

Sig ne d : _________________________________________________________Da te :________________________________ 

 

Insure d's or Authorize d Pe rson's Sig na ture : I a utho rize  pa yme nt o f me d ic a l b e ne fits to  fo r the  se rvic e s  

d e sc rib e d  o n the  insura nc e  fo rm. This a utho riza tio n is to  a p p ly to  a ll o c c a sio ns o f se rvic e  until it is re vo ke d  in  

writing . I a g re e  to  p a y fo r se rvic e s no t c o ve re d  b y insura nc e  a nd  und e rsta nd  tha t I a m ultima te ly re sp o nsib le  fo r 

p a yme nt in full a t this o ffic e .  

Sig ne d : _________________________________________________________Da te :_________________________________ 

 

MEDICARE ONLY  

All do c to rs ha ve  b e e n instruc te d to  a sk the  fo llo wing  q ue stio ns o f a ll Me dic a re  p atie nts.  

1. Do  yo u o r yo ur sp o use  wo rk fo r a  c o mp a ny tha t p ro vid e s yo u with he a lth insura nc e ?  Ye s___ No ___  

2. Are  yo u e ntitle d  to  Me d ic a re  b e c a use  o f End  Sta g e  Re na l Dise a se ?  Ye s___ No ___  

3. Is the  illne ss o r injury the  re sult o f a n a c c id e nt o r illne ss tha t o c c urre d  a t wo rk?  Ye s___ No ___  

4. Is this illne ss o r injury the  re sult o f a n a c c id e nt o r o the r injury?  Ye s___ No ___  

5. Ha s the  tre a tme nt fo r this a c c id e nt o r illne ss b e e n a utho rize d  b y the  Ve te ra n's Ad ministra tio n?  Ye s__ No __  

6. Are  yo u e ntitle d  to  a ny b e ne fits und e r the  Fe d e ra l Bla c k Lung  Pro g ra m?  Ye s___ No ___  

7. Do  yo u ha ve  a  Me d ic a re  Me d ig a p  Po lic y?  Ye s___ No ___ Na me  o f Co mp a ny________________________  

8. Do  yo u ha ve  a  Me d ic a re  Sup p le me nt Po lic y?  (Po lic y p ro vid e d  b y e mp lo ye r yo u re tire d  fro m)?  Ye s___ No ___                              

 

 

 


