
Child Health Form 
To be filled out by parent or guardian Please print clearly and fill in completely 

Print Child's Name _______________________________________ Date of Birth _______________________  

Street Address _________________________________________________________ Apt.# ______________  

City _____________________________ State ______ Zip ___________  Phone ________________________  

Please Check

Health History: 
Give reason for seeking chiropractic care: ____________________________________________________  

 ____________________________________________________________________________________________  

Describe any health problems, including how long child has had them: ________________________  

 ____________________________________________________________________________________________  

Is child under the care of any other doctor?   Yes  No  

If Yes, please list the doctors your child is seeing, the conditions being treated for, and any 

progress. 

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

List any current Medications: _________________________________________________________________  

List any past surgeries & dates: _______________________________________________________________  

List any past accidents & dates: ______________________________________________________________  

List any x-rays child has had in the past 2 years: _______________________________________________  

Chiropractic History: 
Has child been to a Chiropractor before?  Yes   No   If yes Doctor's Name _____________________  

Date of last chiropractic visit ______________________ Reason for care ___________________________  

Date of any chiropractic x-rays ____________________ How long was child under care? ___________  

Are other family members under chiropractic care? - Yes   No Who? ________________________  

Please describe any other information you feel would assist us in the care of you 

child? 

___________________________________________________________________________________ 

___________________________________________________________________________________ 



WRITTEN CONSENT FOR A CHILD 

NAME OF PRACTICE MEMBER WHO IS A MINOR/CHILD 

______________________ 

I AUTHORIZE ANY AND ALL STAFF TO PERFORM DIAGNOSTIC 

PROCEDURES, RADIOGRAPHIC EVALUATIONS, RENDER 

CHIROPRACTIC CARE AND PERFORM CHIROPRACTIC 

ADJUSTMENTS TO MY MINOR/CHILD. 

AS OF THIS DATE, I HAVE THE LEGAL RIGHT TO SELECT AND 

AUTHORIZE HEALTH CARE SERVICES FOR MY MINOR/CHILD. IF MY 

AUTHORITY TO SELECT AND AUTHORIZE CARE IS REVOKED OR 

ALTERED, I WILL IMMEDIATELY NOTIFY THE PRACTICE. 

DATE GUARDIAN SIGNATURE 

WITNESS SIGNATURE GUARDIAN’S RELATIONSHIP TO MINOR / CHILD 
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