
Pediatric History Form 
 
 
Dear New Pat ient ,  
I t  is  a  p leasure to  welcome you to  our  fami l y o f  happy and  heal thy ch i ropract ic  pat ients .  Please le t  us  
know 
i f  there is  any way we can make you and  your fami ly fee l  more  comfor tab le.  To help us serve you  bet ter ,  
p lease complete the fo l lowing in forma t ion.  
 

 
Pat ient  Name:       Heal th  Number      V.C.    
 
Address:       Posta l  Code:     B i r th  Date:    /  /   
 
Home Number :       W ork Number:      
 
Names of  Parents /Guard ians:              
 
 

Purpose for Contacting Us :           
            
 

Other doctors  seen fo r  th is  condi t ion:   Yes  No      
 
 Doctor ’s  Name & Pr ior  Treatment            
 
Other  heal th  problems?             
 
Fami ly His tory:               
 
Previous Chi ropractor :              
 
Date of  las t  v is i t :   /  /   Reason:          

 
Name of  Pedia t r ic ian:               
 
Date of  las t  v is i t :    /  /   Reason:          
 
Are you sat is f ied wi th  the care yo ur ch i ld  has received there:    Yes    No  
 
Number of  doses o f  ant ib io t ics  you ch i ld  has taken:   
 
Dur ing the  past  6  months:     to ta l  dur ing h is /her  l i fe t ime:     
 
Number of  doses o f  o ther  prescr ip t ion medicat ions your ch i ld  has taken:   
 
Dur ing the  past  6  months:     to ta l  dur ing h is /her  l i fe t ime:     L is t     
 
Vacc inat ion His tory :               

 

Prenatal History: 
 
Name of  Obstet r ic ian /  Midwi fe :             
 
Compl icat ions dur ing p regnancy?  Yes     No  L is t :          
 
Compl icat ions dur ing del ivery?    Yes   No  L is t :          
 
Ul t rasounds dur ing pregnancy?    Yes     No L is t :          
 
Medicat ions dur ing pregnancy /  de l i ve ry    Yes    No  L is t :         
 
Locat ion of  b i r th :           Home   Hospi ta l   Bi r th  cente r    
 
B i r th  in te rvent ion :     Vacuum Extract ion    Epidura l  
 
      Forceps      C-Sect ion (   emergency   p lanned)  
 
Apgar Scores:      
 
 

Cigaret te /a lcohol  use dur ing pregnancy:    Yes     No  
 
 



 
 
Genet ic  Disorders  or  d isabi l i t ies :    Yes    No  L is t :        
 
B i r th  W eight :       B i r th  Length:         
 
Feeding History:  

 
Breast fed:     Yes     No   How Long:     
 
Formula Fed:    Yes     No    How Long:     Type:     
 
In t roduced:  Sol ids  at     Months  Cows Mi lk  a t    Months  
 
Food/Ju ice Al lerg ies o r  In to lerances:      Yes     No   L is t :        
 
Developmental  History:   

 
Dur ing the  fo l lowing  t imes your ch i ld ’s  sp ine  is  most  vu lnerable  to  s t ress and should rout ine ly be  
checked by a docto r  o f  ch i ropract ic  for  prevent ion  and ear l y detect ion  of  ver tebra l  subluxat ion  
(sp ine nerve in te r ference).  At   what  age was you  ch i ld  ab le to :  
 
 Respond to  sound    Cross crawl  
 
 Respond to  v isual  s t imul i   Stand a lone  
 
 Hold head up     Walk  a lone 
 
 Si t  up  
 
Accord ing to  the  nat iona l  safety  counc i l ,  approximate ly 50% o f  ch i ldren fa l l  head f i rs t  f rom a h igh   
p lace dur ing the i r  f i rs t  year  o f  l i fe  ( ie .  A  bed,  chan ging tab le,  down s ta i rs ,  Etc . )  W as th is  the case  
wi th  your ch i ld?  
  Yes    No  
 
Is /Has your ch i ld  been involved in  any h igh impact  or  contact  t ype sports  ( ie .  Soccer,  footbal l ,   
gymnast ics ,  basebal l ,  cheer leading,  mart ia l  ar ts ,  e tc . )?    Yes    No  
 
L is t :                
 
Has your ch i ld  ever  been involved in  a car  acc ident     Yes    No L is t :      
 
Has your ch i ld  been seen on an emergency ba s is :    Yes    No L is t :      
 
Other  t raumas not  descr ibed above?      Yes    No L is t :      
 
Pr ior  surgery:     Yes    No L is t :           
 
Menarche:     Yes    No Age:       
 
Childhood Diseases:  

  
Chicken Pox   Yes    No Age:     Mumps      Yes   No Age:     
 
Rubel la           Yes    No Age:     Whooping Cough   Yes    No Age:     
 
Rubeola         Yes    No Age:     Other      Yes    No Age:     

 
Authorizat ion for care of  Minor  

 
I  hereby author ize  th is  o f f ice and i ts  doctors  to  admin is ter  care to  my son /daughter  as they  
deem necessary.  I  c lear l y understand and agree that  I  am personal l y respons ib le  for  payment  o f  a l l   
fees charged by th is  o f f i ce.   

 
 
S igned Parent :        W i tnessed:       Date:    

 
McCa l lum Chi rop rac t ic  Cen t re  

385 Heber t  S t .  Thunder  Bay,  Ont .  P7A 4H1  
Phone:  807 -345 -6680  Fax:  807 -  345-4828  

www.McCal lumW el lnessChi ro .com  

 
 
 

http://www.mccallumwellnesschiro.com/

