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Pediatric Health History
General Information
Date _____________________

Child’s Legal Name (First) ________________________ (MI) ___ (Last) ________________ 
Name you prefer him/her to be called______________________ Sex (circle) Male / Female    

Address ________________________________ City __________________ State ________ Zip _________
Home Phone (       )_____-________ _______    Parent/Guardian’s Cell Phone (       )______-_________ 
Parent/Guardian’s Name _______________________________________________________________
Date of Birth ______________ Age _______ Social Security # _________-______-________  

Reason for your visit
What is your major concern? ___________________________________________________________
Is it the result of an auto accident? (circle) Yes/No  Date of accident ____________________________

History

How was child born? (circle as many as apply)          Vaginally    C-section    Forceps    Vacuum Extractor

Did mother receive pain medication?  (circle)  Yes/No        General anesthetic?  (circle)  Yes/No
Any other kind of medication during labor?  (circle)  Yes/No  If yes, what medication? ________________

Did child receive breast milk?  (circle)  Yes/No   If yes, until what age? _________________

Did child receive formula?  (circle)  Yes/No  If yes, until what age? ____________________

Did child fall while learning to walk?  (circle)  Yes/No    Did child fall while learning climb?  (circle)  Yes/No

Any serious falls?  (circle)  Yes/No    Any motor vehicle accidents?  (circle)  Yes/No

Any broken bones?  (circle)  Yes/No   If yes, where? __________________________________________

Does child take vitamins?  (circle)  Yes/No  If yes, what kind? ___________________________________

(Continued on next page)
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Yes  No

                 Most recent           Hospitalized?           Medication received
___  ___  Ear Infections
__________________    yes  no                  ____________________________

___  ___  Colds             
__________________    yes  no                  ____________________________
___  ___  Flu                 
__________________    yes  no                  ____________________________

___  ___  Tonsillitis       
__________________    yes  no                  ____________________________

___  ___  Asthma         
__________________    yes  no                  ____________________________

___  ___  Bronchitis    
__________________    yes  no  
           ____________________________

___  ___  Allergies        
__________________    yes  no                  ____________________________

___  ___  Scoliosis 

__________________    yes  no  
           ____________________________

Other  ____________________________________     yes  no                  ____________________________
Has child had any surgeries?  (circle)  Yes/No  If yes, please list type and date ______________________
_____________________________________________________________________________________
Is child currently on medication?  (circle)  Yes/No   If yes, for what? _______________________________
Name of medication(s) __________________________________________________________________

Has child been vaccinated?  (circle)   Yes/No

Which vaccines?  (circle)  Oral Polio    Polio shot    MMR    HepB    DPT    Chicken pox    HiB

Others _______________________________________________________________________________

Any reactions/side effects to any vaccine?  ___________________________________________________

Did you report reaction to pediatrician?  (circle)  Yes/No

Most recent vaccination date __________________________

Does child complain of any of the following?  (circle)   Headaches   Neck pain   Mid-back pain   Low back pain

How will you be paying for your care?  (Please check one)
____I have insurance: (Please fill out the following insurance information – give the receptionist your insurance card so we may copy it for our records. 

Primary Insured Name ____________________ DOB ____________ ID# ______________________

____I do not have insurance and would like information regarding your non-insurance payment program.

I clearly understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment.  I understand that insurance is not a guarantee of payment and that I am responsible for any fees or services not covered under my insurance plan.  I hereby authorize the doctor of Chiropractic and whomever they may designate as their assistants to administer care as they so deem necessary and I also authorize the release of any information acquired in the course of my examination or care.  I certify that the information in this entire intake form is true and correct.

Patient’s Signature ___________________________________________ Date ________________

Parent/Guardian Signature _____________________________________ Date________________
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Consent For Care / Financial Responsibility Agreement
Jordan Family Chiropractic is a Chiropractic facility, not a medical office.  As such, we do not treat medical conditions.  Our services are specific to the spine and conditions directly related to the spine.  Chiropractic specializes in the detection and correction of the Vertebral Subluxation Complex (VSC), the most common form of spinal malfunction.  The VSCC is a condition in which misalignments of the spine produce nerve interference.  Since the nervous system controls and coordinates the healing process of ALL tissues, organs, and systems in the body, interference to the nervous system through VSC can cause malfunction and ill-health. 

By giving consent to the following services you are indicating that you would like to pursue Chiropractic care to optimize spinal health and normal nerve function.

SPINAL EXAMINATION- We use state of the art computerized equipment to analyze the spine for nerve and muscle stress, asymmetry, and malfunction. These tests are non-invasive and 100% safe.  Through the course of your care, periodic exams will be done to monitor change.
________ I give consent to the exam procedure and process.

Initial here           

X-RAYS – X-rays allow us to see the exact level of the VSC (Vertebral Subluxation Complex).  They are crucial to understanding the severity of the spinal condition, which helps us determine not only if we can help you but also how long it may take.  The use of a computerized high-frequency X-ray system accompanied by filters keeps radiographic exposure to an absolute minimum. 

_________  I give consent to the X-ray procedure and process. *(I am not pregnant.)

Initial here  * Note: We do not x-ray women who are pregnant or who may be pregnant.  If you think you might be pregnant please inform the staff or Dr. Jordan.

SPINAL ADJUSTMENTS – Correction of the VSC is done through the process of spinal adjustments. Spinal adjustments are specific forces applied to the spine, by hand or instrument, designed to restore normal nerve function.  We do not offer to diagnose or treat any disease or condition other than the VSC (Vertebral Subluxation Complex).  If during the course of your care we encounter unusual findings that need to be addressed by another specialist, we will advise you. 

__________ I give consent to the spinal adjustments procedure.

Initial here 

I authorize Jordan Family Chiropractic to perform the procedures described above, which I have initiated.  I understand that the charges for these services will be applied to my account as they are performed and accept responsibility for the payment of these services.  I also agree to pay at the time the services are rendered unless prior arrangements have been made.
I accept responsibility for all court costs and attorney fees should collection proceedings become necessary.  I also understand that because each individual is uniquely different, there can be no guarantee as to the results of my care.

Patient Signature___________________________________________________ Date____________________

Minor/Dependent Patient (print name)___________________________________Date____________________

Parent /Guardian Signature___________________________________________Date____________________
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THIS NOTICE DESCRIBES HOW CHIROPRACTIC AND MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.

    In the course of your care as a patient at Jordan Family Chiropractic we may use or disclose personal and health related information about you in the following ways:

· Your personal or health information, including your clinical records may be disclosed to another health care provider or hospital if it is necessary to refer you for further diagnosis, assessment or treatment.  This information may be disclosed to a third party for the purpose of the billing of your records and/or visit.  These parties may include your insurance carrier, PPO, HMO, or your employer if they are or may be responsible for the payment of your services.

· We may use your name, address, phone number and/or your health care records to contact you regarding appointment reminders, rescheduling, and information about alternatives to your present care, or other special events related to our office that maybe of interest to you.  If you are not at home to receive an appointment reminder, a message may be left on your answering machine or voicemail.

Under federal law, we are also permitted or required to use or disclose your health information without your consent or authorization in the following circumstances:

· If we are providing health care services to you based on the orders of  

another health care provider.

· If we provide health care services to you in an emergency.

· If we are required by law to provide care to you and we are unable to obtain your consent after attempting to do so.

· If we are ordered by the courts or another appropriate agency.

     Any use or disclosure of your protected health information, other than as outlined above will only be made upon your written authorization.  We normally provide information about your health to you in person at the time you receive chiropractic care from us.  We may also mail information to you regarding your health care or about the status of your account.  If you would like to receive this information at an address other than your home, or if you would like the information in a different form, please advise us in writing as to your preferences.

You have the right to inspect and/or copy your health information for seven years from the date that the record was created or as long as the information remains in our files.  In addition you have the right to request an amendment to your health information.  Requests to inspect copy or amend your health related information should be provided to us in writing.  We are required by state and federal law to maintain the privacy of your patient file and the health protected information therein.  We are also required to provide you with this notice of our privacy practices with respect to your health information.  We are further required by law to abide by the terms of this notice while it is in effect.  We reserve the right to amend the terms of this privacy notice.  If changes are made to our privacy notice we will notify you in writing as soon as possible following the changes.  Any changes in our privacy notice will apply to all of your health information in our files.  

    This notice is effective as of __________.  This notice and any alterations or amendments made hereto will expire seven years after the date upon which the record was created.  

___________________________              _______________________________    ________________

Name (Please Print)                                    Signature                                                  Date

Forms JFC113 “Open Adjusting” Disclosure statement.inc compliance with HIPPA-March 03
For office use only


Patient#____________________


I.E. ___________Adj_________


X-rays_____________________


File Type__________________





Who may we thank for referring you to our office?____________________________











