Pediatric New Patient Information & Child History Form Infant, Age 2 months - 2 years

Today's Date

Name Sex Date of Birth
Address City, State Zip
Child's Mickmane Child's 55 #

Child's home phone #
Reason for Today's visit

Who may we thank for referring you:

Family Information

Mother's name: Father's names:
Home phone #: Home phone #:
Work phone #: Work phone #:
Parent's marital status:  Married: Single: Divorced: Widowed:

List ages of other children in family:

Predominant language used at home:

Payment Information

Please read and sign our financial agreement. Does your health insurance cover chiropractic? ¥ /N
If you have insurance that may cover chiropractic services, please provide your current insurance card so that we
may make a copy. Additionally. Please enter the following information relating to the person who is responsible for
the child's health insuronce coverage,

Insured's name: Date of Birth: 55 #:

Insurance company hame: Phone #:

Insurance company address to send claims:

Employer: Group #: Insured's ID #:

Consent to treat

Being the parent or legal guardian of this child, I hereby authorize this office and its doctors 1o examine and

administer care to my son / daughter named, as the

examining / treating doctor deems necessary.

I understand and agree I am personally responsible for payment of all fees charged by this office for such care.

Parent’s name: Signhature:

Date: Witnessed by:
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Mutrition

Yes No Is your child still being breast fed? If no, for how long was he/she breast fed?
If still breast feeding, how much cow's milk does the mother consume each day?
Yes No Is your child formula fed? Which formula or other milk source?
Yes Ne Is your child eating solid food?
What foods does his/her diet contain?
What is your child's favorite food?
Yes No Does your child have any feeding difficulties?
Yes No Does your child have any food allergies?
Yes No Does your child have any persistent or intermittently occurring skin rashes?
Yes No Lg your child receiving any vitamin supplements?
Trauma
Yes No Has your child had any recent falls or trauma?
Describe the trauma and the date it occurred?
Yes Ne Has your child ever fallen down stairs or fallen from any height?
Yes MNo Has your child ever been in a motor vehicle collision or near miss?
Yes MNeo Has your child ever had any broken bones or joint dislocation?
Yes No Has your child ever had any other Trauma or injuries?
Yes No Does your child ever bang his / her head repeatedly against a wall, bed or other object?_

Growth and development

Yes Mo Can your child sit unsupported? At what age did your child start to sit-up?______ mths

Yes No Is your child crawling? At what age did your child start crawling? mths

Yes No Is your child walking? At what age did your child start to walk? mths
Yes Ne Does your chiid often trip and fall?

Yes No Do you have any other concerns about your child’s growth and development?
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Health history

Yes Mo Has your child had colic?

Yes No Has your child previously had any upper respiratory infections? How often?
Yes MNo Has your child had asthma?

Yes Nao Does your child ever complain of back or neck pain?

Yes No Does your child ever complain of pains in the legs or arms?

Yes No Has your child had any earaches?

At what age did the child's first earache occur?

How frequently does your child have earaches?

In which ear do your child's earache usually occur? Right Left Both

Yes No Hos your child had any other ilinesses?

Please list each illness and its approximated date:

Yes No Is your child presently taking any medications?

Yes Mo Has your child ever been to a hospital or emergency room for evaluation or treatment?___
Yes No Has your child recently been vaccinated?

Yes Ne Do you have any other concerns about your child's health?
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Developmental Milestones

Please indicate the most complex skili that your child can perform in each section

Tn each section, the tasks are arranged in order of increasing developmental age.

Grozs Motor Skills

I S O S N I O

Able 1o hold head up from the table momentarily
Head and houlder can be supported by the forearms

Infant can be pulled up into a sitting pogition by the

hands

Sits unsupported in the upright position

Head and shoulder can be supported by the arms

Rolis from prone to supine position

Crawls

Stands holding onto furniture

Walks with someone holding onto one hand
Walks unassisted

Runs

MNegotiates stairs placing 2 feet on each step
Climbs stairs using one foot on each sTep
Waiks down stairs with one foot on each step

Hops on one foot

¢
:

500 O O I N O

Smiles

Reaches for fumiliar ob jects
Flays with hands

Plays with feet

Clearly shows joy and pleasure
Feeds self with fingers

Plays peek-a-buo

Understands yes and no

Fine Motor Skills

I A O I o

Primitive grasp refiex present

Holds and shakes a rattle placed in the hand
Grasps ob jects independently

Moves an object from one hand to the other
self-feeding, can hold and eat a cookie
Checks objects by placing thetm in the mouth
Picks up object with thumb and index finger
Turns 2 to 3 poges of a book at a time
Turns pages of a book one at a time

Builds a tower containing at least 5 blocks

Builds a tower containing at least 10 blocks

Communication skills

N Y I B

Makes cooing sounds

Laughs

Uses one syllable words such as “da”
Uses 2 syllable words such as “dada”
Uses Z to 3 word vocebulary

Uses 2 to 3 word phrases

Adaptive skills

10 00 O L4

Feeds from a cup unassisted

Holds own bottle

Feeds self with utensils

Able to identify and match some colors
Copies a circle

Copies a cross
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