School-Age Child History
6 years and Older

Today’s Date ___________

Name ____________________________
DOB __________
Age _________

Reason for Today’s Visit ______________________________________________

When did this problem first occur? ______________________________________

( Y ( N
Have you ever has this problem before? ______________

( Y ( N
Have you previously been treated for this problem?  Doctor’s name ____________

( Y ( N
Have you previously been to a chiropractor? _______



When? _____________________

About Your Health

( Y ( N
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 surgeries? ____________________

( Y ( N
Are you at present taking any medications? _____________

( Y ( N
Do you have any other health problems? ________________

School-Age Child History

6 years and Older
About Your Lifestyle

What grade are you in at school? _______________________________

How do you carry your school books? ___________________________

How heavy is your school book bag? ____________________________

What sports do 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 sleep do you get each night? ____________

Are there any smokers in your family? __________________________

Do you feel stressed out? ___________________________________

Do you have trouble reading the board in class? ___________________

Do you wear glasses or contact lenses? _________________________

Do you sometimes get headaches when you read? _________________

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 or colas do you drink each day? ____________________

How often do you eat fast food items? ___________________________

