Pediatric Patient Information Date: / /

Patient Name: Sex: Male / Female Age:  Birth Date: /
Address: City: State: ZIP:
Family Email Address:

Mother’s Name: Phone# (Home) (Cell)

Father’s Name: Phone# (Home) (Cell)

Legal Guardian: Relationship to child:

How did you hear about our office or whom may we thank for referring you to us?

Describe Reason(s) for appointment today, beginning with highest priority: If No health concerns write “Wellness Checkup”

(Wellness checkups are not covered by insurance companies.)
1. 2.

3 4.

Health Concerns Started:
Other Doctor(s) names seen for conditions:

Prior Treatments:

Past Heath History Problems:

Chiropractor(s) have seen before:
Past Surgeries: Y N  List:

Current Medications:

Past Medications:

Vaccination History: Reactions? Yes No

Accidents:

Prenatal and Birth History:
Obstetrician/ Midwife:

Pediatrician/M.D.:

Pregnancy Problems? Y N List:
Ultrasounds During Pregnancy? Y N Number:
Medications During Pregnancy / Delivery? Y N List:

Birth: Normal Vaginal / Emergency C-Section / Planned C-Section / Breech / Medication / Epidural /

Forceps / Vacuum Extraction

Genetic Disorders or Disabilities:

Birth Weight:
Breast Fed: Y N How Long:
Introduced to Solids at:

Length:

Labor/Delivery Problems:
Y N List:

Was there presence at birth: Jaundice geiowy Cyanosis wiuelack ofoxyeeny  MECONIUM (black/green infant fecesy  APGAR Score:
Present Weight: Length: Feeding History:
FormulaFed: Y N How Long: Type:
months Cow’s milk at months
Y N List:

Food/ Juice Allergies or Intolerances:

Authorization of Care of Minor:

I hereby authorize this office and its’ doctor(s) to administer care as they so deem necessary to

my son/ daughter/ward (upon approval of parent or guardian).

Print Your Name

Signature

Date: / /

Relationship to Patient:

Fetcho Family Chiropractic, L.L.C. <108 East Jefferson Streete Bloomfield, IA 52537 « (641) 664-2423



