
Anchor Family Chiropractic 
Chiropractic Pediatric Intake Form 

 

Patient Information 
First Name _________________________ Last Name ________________________________ 

Street Address ___________________________________________________ 

Town/City _____________________ State ___________ Zipcode __________ 

Home Phone __________________ Cell ___________________ 

Email __________________________________________________________ 

Birth Date __________________  Age __________  Sex  _________________ 

Height ___________  Weight _____________ 

Names of Parents/Guardians ____________________________________________________ 

How did you hear about our office? ________________________________________________ 

Were you referred to this office?  YES   NO 

If, yes by whom? ______________________________________________________________ 

 

Health History 
Purpose of contacting us? _______________________________________________________ 

How long has your child experienced this? __________________________________________ 

Is it getting better or worse over time?  __ Better __ Worse 

Name of your medical doctor __________________________ Date of last visit _____________ 

Other health care professionals consulted for this problem _____________________________ 

____________________________________________________________________________ 

Other health problems? _________________________________________________________ 

____________________________________________________________________________ 

 

Select any of the following that you are experiencing now or have experienced in the recent past: 
__ Ear infections __ Scoliosis __ Eczema/Skin Problems __ Temper Tantrums 

__ Asthma/Allergies __ Digestive Problems __ Constipation/Diarrhea __ ADD/ADHD 

__ Colic __ Growing Pains __ Neck Pains __ Allergies 

__ Back Pains __ Bronchitis/Upper Respiratory Infections __ Other 

If other, please specify _________________________________________________________________ 

___________________________________________________________________________________ 

Are you content with your child’s present level of health?  __ Yes __ No 

Explain _____________________________________________________________________________ 
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Previous Chiropractor __________________________________________________________ 

Reason for Visits ______________________________________________________________ 

Has your child been treated by a physician for any condition in the previous 12 months? __ Yes __ No 

If yes, explain ________________________________________________________________ 

Is your child currently taking any medications? __ Yes  __ No 

If yes, explain ________________________________________________________________ 

Does your child take any herbal or vitamin supplementation? __ Yes  __ No 

If yes, please list ______________________________________________________________ 

Has your child ever been on an antibiotic? __ Yes  __ No 

If yes, please explain __________________________________________________________ 

Has your child received vaccinations? __ Yes  __ No 

Does your child exercise? __ Yes  __ No 

What type of exercise? _________________________________________________________ 

 

Prenatal History 
Name of Midwife/Obstetrician ________________________ Ultrasound performed?  __ Yes  __ No 

Medication during pregnancy? __ Yes  __ No 

Medication during labor/delivery? __ Yes __ No 

If yes, please list ______________________________________________________________ 

Were you induced? __ Yes __ No 

Was your child at any time during your pregnancy in an intra-uterine constraining position such as: 

__ Breech __ Transverse (side lying) __ Face/Brow Presentation 

What type of delivery did you have? __ Vaginal __ C-Section 

If C-section, was it planned or emergency? __ Planned __ Emergency 

Were there any of the following used during delivery? __ Forceps __ Vacuum Extraction __ Other 

If other, explain _______________________________________________________________ 

Any complications during delivery? __ Yes  __ No 

____________________________________________________________________________ 

Location of birth: __ Hospital __ Birth center __ Home 

Weight at birth  ___________  Length at birth   ____________ 
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Feeding History 
Breast Fed  __ Yes  __ No 

If so, how many months? _____________ 

Formula Fed: __ Yes  __ No 

If so, type? _______________________________ 

Introduced to solids at: __________ months   Cow’s milk at __________ months 

Food Sensitivities ____________________________________________________________ 

 

Developmental History 
During the following times your child’s spine is most vulnerable to stress and should routinely be checked by a 

Doctor of Chiropractic for prevention and early detection of vertebral subluxation (spinal nerve interference). 

Hold head up   _____________   Sit up  ________________   Cross crawl  __________________ 

Walk alone _______________ 

Has your child ever fallen from a high place? (bed, change table, sofa, down stairs, etc.) __ Yes  __ 

No 

If yes, please explain _____________________________________________________________ 

Is/Was your child involved in any impact or contact sports?  __ Yes  __ No 

If yes, please explain _____________________________________________________________ 

Has your child ever been involved in a car accident? __ Yes  __ No 

If yes, please explain _____________________________________________________________ 

Has your child ever been seen on an emergency basis? __ Yes  __ No 

If yes, please explain _____________________________________________________________ 

Other traumas? __ Yes  __ No 

If yes, please explain _____________________________________________________________ 

Prior surgery? __ Yes __ No 

If yes, please explain _____________________________________________________________ 

 

Childhood Illnesses 
Please indicate if your child has experienced any of the following illnesses, and if so, at what age (year). 

__ Chicken Pox Age __________ __ Mumps Age __________ 

__ Rubella Age __________ __ Whooping Cough Age __________ 

__ Chicken Pox Age __________ __ Other Age __________ 
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