Eastern Iowa 
Chiropractic Centre       		Pediatric Intake Form  


REASON FOR VISIT
Patient Name 	                 Date of Birth
What is the reason for your visit today?  
When did this complaint begin?   ______/______/______  
Other doctors seen for this condition:
Treatments:
Medications past/present:__________________________________________________________________________
Vitamins /Supplements:_________________________________________________________________________
Other health concerns:_____________________________________________________________________________

FOR CHILDREN 5 YEARS OLD AND YOUNGER, please fill out SECTIONS 1-3.   FOR CHILDREN 5-10,  please skip to SECTION 3
1.  PRENATAL / BIRTH HISTORY
Birth Weight_____________________  Birth Length__________________________
Type of birth:     ___ Normal Vaginal      ___ Forceps      ___ Breech      ___Cesarean
Location:     ___ Home      ___  Hospital    ____ Birthing Center
Describe any problems during pregnancy:____________________________________________________________________
_________________________________________________________________________________
Describe any problems during delivery: ______________________________________________________________________
_________________________________________________________________________________
Jaundice?  ___Yes    ___No              Cyanosis?  ___Yes    ___No
Obstetrician / Physician / Midwife:__________________________________________________________________________
2. INFANT QUESTIONNAIRE:
Birth defects:__________________________________________________________________________
Infant Feeding:  ___Breast   ___ Formula/Brand:__________________Number of bowel movements per day/type:_________
Child’s average number of hours slept per night:_______  Quality of sleep:   ___  Good       ___ Poor
Is your child able to do the following (check all that apply):     ___Respond to sound  
 ____Follow object with eyes   ____Hold head up   ____Sit alone    ____ Crawl    ____ Stand  
  ____ Walk alone
Childhood diseases (check all that apply):  ___ Chickenpox   ___ Mumps  ___ Rubella   ___ Rubeola   ___Measles   ___Whooping cough   Other:__________________________________________________________________________

 3.      HEALTH HISTORY:
Pediatrician (clinic) / Family MD (clinic)______________________________________________________________________
Has your child been treated on an emergency basis?___________________________________________________________
Vaccination history:__________________________________________________________________________
Vaccinations withheld:_________________________________________________________________________Any reactions which occurred with vaccines:__________________________________________________________________

	Please check ALL any of the following which your child has suffered 
from in the last 6 months.

	□
	Ear Infections
	□
	Growing Pains
	□
	Anemia

	□
	Asthma / Allergies
	□
	Back Pain
	□
	Poor Appetite

	□
	Diabetes  □ Type I or □ Type II
	□
	Bed Wetting
	□
	Fainting

	□
	Fevers
	□
	Acid Reflux
	□
	Neck Pain

	□
	Cancer/Tumor
	□
	Seizures
	□
	Convulsions

	□
	Colic
	□
	Temper tantrums
	□
	Hyperactivity

	□
	Headaches
	□
	Colds/Flu
	□
	Dizziness

	□
	Scoliosis
	□
	Accident/Injuries
	□
	Digestive

	□
	Problems/Excessive Gas
	□
	Ruptures/Hernias
	□
	Other(List):







Guardian Signature                                                                                                                  Date
