[image: ]                                              Pediatric New Patient Form             
Patient Name: ____________________________________       Today’s Date: ___ /__ / _____
Child’s Name: _____________________________________________ M.I: ___ Age: ___ Today’s Date: ____________
Parent Name: _____________________________________    Parent Name: ____________________________________ 
Address: ____________________________________________ City: _________________ State: _______ Zip: _______
Phone: (Home) ____________________________ (Cell) ________________ Cell Provider: _________________
Date of Birth:  __ /__/ ____ Sex: ___M /___F    # of Siblings: ____________   

Emergency Contact
Name:___________________________________________      Relationship: ___________________________________
Home Phone: (_____) ______________________________     Work Phone: (_____) _____________________________
Address: __________________________________________________________________________________________

Prenatal History:
Any issues with Fertility?	Yes	No	If yes, please explain: ________________________________________
Did she Smoke and/or drink?	Yes	No	If yes, how many per week? ___________________________________
Did She Exercise?		Yes	No	If yes, please explain: ________________________________________
Was she ever Ill?		Yes	No	If yes, please explain: ________________________________________
Ultrasounds during pregnancy?	Yes	No	If yes, how many? ___________________________________________
Any medications during pregnancy?	Yes	No	Please List: __________________________________________
__________________________________________________________________________________________________
Please explain any notable episodes of mental or physical stress during your pregnancy:
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Please explain any other concerns or notable remarks about your child’s conception or pregnancy:
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Labor/Delivery History:
Name of Midwife/ Obstetrician: _______________________________________________________________________
Location of Birth:		Home		Birthing Center	Hospital
At how many weeks was your child born? _______________________________________________________________
Was the child’s birth:	Vaginal Birth   /   Cesarean Section   	If Cesarean, was it:  Emergency   /   Scheduled
Were there any complication or interventions during delivery?
Breech Induction	Medical Induction	Epidural 	Forceps		Vacuum extraction
Please explain any other concerns or notable remarks about your child’s labor / delivery:
_________________________________________________________________________________________________
_________________________________________________________________________________________________	
Birth Weight: _________ 	Birth Length: _________     	 APGAR scores: ___________       _____________
Present at Birth? 		Jaundice (yellow) _____  	Cyanosis(blue) _____  
Congenital Defects? _________________________________________________________________________________



Development History:
Breast Fed: 			Yes		No 	If Yes, how long? _____________________________________
Difficulty with breastfeeding?	Yes		No	If Yes, please explain: _________________________________
Formula Fed:			Yes		No 	If Yes, how long? _____________________________________
Please list any food intolerance or allergies, and when they began: ____________________________________________
__________________________________________________________________________________________________
Quality of Sleep:		Good		Fair		Poor
Does your Child seem to be developing typically for their age?	Yes	No
	If No, has your child been evaluated or received services? ____________________________________________
Were any developmental milestones delayed?	Yes	No	If Yes, which ones? _____________________________
__________________________________________________________________________________________________
At what age did you child…..?
	Smile:
	Stand: 
	Walk alone:
	Crawl: 
	Hold Object w/ hands:

	Hold Head up:
	Sit alone: 
	Talk: 
	Follow object w/ his/her eyes:
	


Purpose of Last Visit to MD_______________________________________________________________ Date: ___________
Immunization History: _______________________________________________________________________________
How would describe your child’s diet?	Mostly, Whole Organic Foods	Pretty Average	 High in processed foods 	
How many hours does your child typically spend on electronic devices?  (Watching TV, Computer, Tablet, or Phone)
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Purpose of This Appointment: _________________________________________________________________________
__________________________________________________________________________________________________
When did the condition first begin? _____________________________________________________________________
How did this condition begin?		Suddenly		Gradually		Post- Injury
If the condition began with an Injury, Please describe the injury:  __________________________________________________
____________________________________________________________________________________________________________ ____________________________________________________________________________________________________________

Since the problem has started, is it:     Better: __________ Worse: _________   About the Same: _________
What makes It Better? _______________________________________________________________________________
What makes It Worse? _______________________________________________________________________________

Have you seen any other health care providers for this Condition/ Conditions? 
[ ] Chiropractors: Who & When? _____________________________________________________________________________
[ ] Medical Doctors: Who & When? ___________________________________________________________________________
[ ] Other: Who & When? _____________________________________________________________________________

What are your goals/expectations with care for your child? ________________________________________
________________________________________________________________________________________
________________________________________________________________________________________


Please Check All Health Challenges: Past & Current

DIZZINESS/VERTIGO [ ]		HEADACHES/MIGRAINES [ ]		EAR INFECTIONS [ ]	“GROWING PAINS” [ ]
GRATING OF NECK [ ]		NECK PAIN / STIFFNESS [ ]		CHRONIC SINUS [ ]		THROAT ISSUES [ ]
ASTHMA [ ]			DIFFICULTY EATING [ ]		ALLERGIES [ ]		ARM NUMBNESS [ ]
ARM PAIN [ ]			SHOULDER PAIN [ ] 		HEART DISORDERS [ ]	MID BACK PAIN [ ]
STOMACH DISORDERS [ ] 	NAUSEA/ VOMITING [ ]		REFLUX OR GERD [ ]	KIDNEY PROBLEMS [ ]
BLADDER PROBLEMS [ ]		SCIATICA [ ]			LEG NUMBNESS [ ]		FEET NUMBNESS [ ]
LOW BACK PAIN [ ]		HIP PAIN [ ]			LEG PAIN [ ]		KNEE PAIN [ ]
LIVER DISEASE [ ] 		BOWEL PROBLEMS [ ]		WALKING PROBLEMS [ ]	RASHES [ ]
DIFFICULTY SLEEPING [ ]	ADD/ADHD [ ]			DEPRESSION [ ]		ANXIETY [ ]
NERVOUSNESS [ ]		AUTISM SPECTRUM DISORDER [ ] 	EPILEPSY [ ]		VACCINE REACTIONS [ ]
ARTHRITIS [ ] 			SENSORY PROCESSING ISSUES [ ]	TONGUE/LIP TIE [ ] 	OTHER: ____________________________
NIGHT TERRORS [ ] 		NEUROLOGICAL DISORDERS [ ]	COLIC [ ]			____________________________________

Please List Any History of Accidents (Auto/Work/Sports/Falls) & Date: _______________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________
List HOSPITALIZATIONS/SURGERIES (if any) & Dates: _______________________________________________
__________________________________________________________________________________________________
List all Current Medications: (Did you bring a list?) Y / N (May we make a copy) Y/N  __________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
PLEASE DO NOT WRITE BELOW THIS LINE. 

Doctor’s Consultation Notes
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________

Doctor’s Signature: ____________________________________	Date: ______________________

[bookmark: _GoBack]HIPAA CONSENT FORM

Protecting the privacy of your personal health information is important to us.  Disclosure of your protected health information without authorization is strictly limited to define situations that include emergency care, quality assurance activities, public health, research, and law enforcement activities.  Any other disclosures for the purposes of treatment, payment, or practice operations will be made only after obtaining consent. You may request restrictions on your disclosures. You may inspect and receive copies of your records within announcements, and to inform you about our practice and its staff.  I authorize the use of my full name for the purpose of greeting me, announcing me into a room, or around the office in the presence of others.  This is effective of April 14, 2003 and remains in effect until further notice. 
I understand that, under the Health Insurance Portability and Accountability Act of 1996(HIPAA), I have certain rights to privacy regarding my protected health information. I understand that this information can and will be used to: conduct,plan,and direct my treatment and follow up with multiple healthcare providers who may be involved in that treatment directly or indirectly,obtain payment from third party payers, and conduct normal healthcare operations such as quality assessments and physician’s certificates. I have read and understand your Notice of Privacy Practices. A more complete description can be requested. I also understand that I can request, in writing, that you restrict how my personal information is used and disclosed. I understand that Telos Chiropractic has a published HIPAA policy at its office and that I may request to view that in its entirety at any time upon request during normal working hours.
Patient Name: ________________________ Signature: _________________________ Date: ____________                                                                                                                                                                                                                                                                                                                                        
Guardian Name: _______________________ Signature: _________________________ Date: ____________                                                          
FINANCIAL POLICY
We are a cash practice which means that we are able to offer services to you at the most economical rate possible. Our experience has been that most insurance companies copay is higher than our regular appointment fees. We do not bill insurance for your appointment. On every receipt, you will receive all the codes you need to send into your insurance company to apply to your deductible or if you have chiropractic benefits in your insurance plan, the company will send you a check directly for the amount allowed.
Date: _______ Print Patient Name: ________________________ Signature: _________________________ 
E-MAIL COMMUNICATION OPTION
I hereby give my consent for the use of the provided email to communicate about my care at Telos Chiropractic LLC. including pending appointments. I understand that such communications may include PHI and that such transmissions are not encrypted. Such communications are limited to me and my referring physician. At no time will such contact information be shared or publicized. I understand that I retain the right to revoke this consent by notifying the practice in writing at any time.   Date: ____________ 	Patient Signature: ________________________________________


Informed Consent For Chiropractic Care
Informed Consent is the process of providing information to assist you in making informed choices for your healthcare needs.  This process involves the understanding and agreement regarding the care we recommend, the benefits and risks associated with the care, its alternatives, and the potential effect on your health if you choose not to receive care.  It is important that each patient understands the objective of care and the methods used to attain it. Also, it is important that you understand, as with all health care approaches, results are not guaranteed, and your condition may or may not improve with chiropractic care.
Chiropractic is a Science, Philosophy, and Art that focuses on the spine and other joints of the body, and their connection to the nervous system. Chiropractic care centrally involves what is known as a Chiropractic Adjustment. When providing an adjustment, the chiropractor either uses their hands or an instrument to safely, effectively and specifically restore proper motion in a joint. The potential benefits of an adjustment include: restoring normal joint motion, reduction of swelling, inflammation, and/ or pain in the joint, improved neurological function and overall well-being. We may conduct some diagnostic or examination procedures if indicated. Any examinations or tests conducted will be carefully performed, but may be uncomfortable. In addition, ancillary procedures such as Physiotherapy and/or Rehabilitative procedures, Lifestyle, and Nutritional recommendations may be included.
 It is important to understand that ,as with all types of health care interventions, there are some risks to care, including, but not limited to: muscle spasms, aggravating and/or temporary increase in symptoms, lack of improvement of symptoms, burns and/or scarring from electrical stimulation and from hot or cold therapies, including but not limited to: hot packs and ice, fractures (broken bones), disc injuries, strokes, dislocations, strains, and sprains. With respect to strokes, there is a rare but serious condition known as a cervical arterial dissection that involves an abnormal change in the inner wall of the artery that may cause the development of a thrombus (clot) with the potential to lead to a stroke. This occurs in 3-4 of every 100,000 people whether they are receiving health care or not. Patients who experience this condition often, but not always, present to their medical doctor or chiropractor with neck pain and headache. Unfortunately a percentage of these patients will experience a stroke. As Chiropractic can involve manually and/or mechanically adjusting the cervical spine, it has been reported that Chiropractic care may be a risk for developing this type of stroke. The association with stroke is exceedingly rare and is estimated to be related in one in one million to one in two million cervical adjustments. It is also important that you understand there are treatment options available for your condition other than Chiropractic procedures.
It is also important that you understand that there are treatment options available for you condition other than Chiropractic care. Likely, you have tried many of these approaches already. These options may include, but are not limited to:  self-administered care, over-the-counter pain relievers, physical measures and rest, medical care with prescription drugs, physical therapy, bracing, injections, and surgery. Lastly, you have the right to a second opinion and to secure other opinions about your circumstances and health care as you see fit.
I have read, or have had read to me, the above consent. I appreciate that it is not possible to consider every possible complication to care. I have also had an opportunity to ask questions about its content, and by signing below, I agree with the current or future recommendation to receive Chiropractic care as is deemed appropriate for my circumstance. I intend this consent to cover the entire course of care from all providers in this office for my present condition and for any future condition(s) for which I seek Chiropractic care from this office.						Patient Initials: __________    Date read: __________
Patient Printed Name: ______________________________________________________
Patient or Legal Guardian Signature: __________________________________________ Date: _________________
Witness/Employee Signature: ________________________________________________   Date: _________________

Authorization of Care for a Minor
Name of Patient who is a Child / Minor? _______________________________________________

I, ______________________________ (Legal Guardian), authorize Telos Chiropractic LLC to perform diagnostic tests, functional analysis, and to render chiropractic care to my child/minor 

As of this date, I hereby certify that I have legal right to select and authorize healthcare services for the child/minor named above. If my authority to select and authorize care is revoked or altered, I will immediately notify Telos Chiropractic LLC. 
Guardian Name: ___________________________ Signature: _________________________ Date: _______
Relationship to Patient: ______________________ Witness: __________________________ Date: _______














image1.png
Telos
Chiropractic

LIVE HEALTHY.  LIVE WITH PURPOSE




