Dr. Heather Whittle « Chiropractor

3590 Cherokee Street « Suite 401 - Kennesaw, GA 30144

This information will be strictly confidential. Please print neatly, fill out completely, and be as accurate as possible.

Ledeme et ]

Patient Name: Social Security Number:

Name of Parent/Guardian: E-mail Address:

Address:

City: State: Zip:

Home Telephone: Parent Work Telephone:

Birth date: / / Sex: [OM OF | Weight: Height: Number siblings:

How did you hear about our office or who referred you?

Insurance Information

Do you have medical insurance? [OYes [ONo Insurance company name:

Policy number: Insurance company telephone:

Insured’s name: Relationship to patient:

Insured’s birth date: / / Insured’s Social Security Number: - -
Insured’s Employer Insured’'s Employee Address

Chiropractic History

Reason for seeking chiropractic care:

Other doctors seen for this condition: OYes ONo

Other health problems

Previous Chiropractor: Date of last visit: / /

Reason for treatment:

Health History

Has your child ever suffered from: (check all that apply)

[ODizziness [CONeck problems CConvulsions [Orthopedic problems CAllergies
[ODiabetes dJoint problems Owalking problems [OSugar concentration [Constipation
OArthritis [OBack aches CJArm problems OParalysis [Diarrhea

OINeuritis CITuberculosis [IBlood disorders [OBroken bones [OBehavioral problems
OAnemia [OHeadaches [OHeart trouble OLeg problems [OMuscle jerking
OPoor appetite [IDigestive disorders OHypertension OStomach aches CORuptures/hernias
[OBed wetting COORheumatic fever OAsthma Chronic earaches O “Growing pains”
OFainting CIHyperactivity [JSinus trouble CIColds/flu [other:

Family health history:

Name of Pediatrician: Date of last visit: / /

Reason for treatment:

Are you satisfied with the care your child received there?

OYes ONo

Number of doses of antibiotics your child has taken:

During last 6 months: Total during his/her lifetime:

Number of doses of other prescription medications your
child has taken:

During the last 6
months:

Total during his/her lifetime:

Vaccination history:




Prenatal History

Type of Birth Attendant: [OB/GYN OCNM [OLay Midwife Name of attendant:
Location of Birth: OHome 0OBirthing Center CIHospital

Complications during pregnancy: [Yes [CINo Please describe:

Ultrasounds during pregnancy: [OYes CINo Number:

Medications during pregnancy: [OYes CONo Please describe:

Cigarette/alcohol use during pregnancy: [OYes CONo

Birth intervention;: OForceps OVacuum [OOCaesarian: Planned or Emergency?

Complication during delivery: OYes ONo Please describe:

Genetic disorders or disabilities: OYes ONo Please describe:

Birth weight: Birth length: APGAR scores ,

Feeding History

Breastfed: [Yes [INo How long? Formula fed: [OYes [INo How long?

Formula type: Introduced to solids at: months | Cow’s milk at: months

Food/juice allergies or intolerances: [OYes [INo Please describe:

Developmental History

Number of hours sleeping per night: Quality of sleep: [OGood OFair COPoor
At what age was your child able to: Respond to sound? Hold head up? Sit up?
Respond to visual stimuli? Stand alone? Cross crawl? Walk alone?

According to the National Safety Council, approximately 50% of children fall head first from a high place during their first
year of life (i.e., a bed, changing table, down stairs, etc.). Does this apply to your child? OYes [CONo

Is/has your child been involved in any high impact or contact type sports? [Yes CONo Please describe:

Has your child ever been involved in a car accident? [Yes CONo Date:

Has your child been seen on an emergency basis? [OYes CONo Reason and date:

Other traumas not described above? OYes ONo Date:

Prior surgery: [OYes [CONo Type and Date: Menarche: [OYes [ONo Age:
Childhood Diseases

Chicken pox: [OYes [ONo Age: Mumps: OYes CONo Age:

Rubella: OYes CINo Age: Whooping cough: [OYes [CONo Age:

Rubeola: OOYes CONo Age: Other: OYes ONo Age:

Authorization for Care of Minor

We are here to serve you and encourage you to ask questions.
Your participation is vital and will help determine your results.

| hereby authorize this office and its Doctors to administer care to my son/daughter as they deem necessary. | clearly
understand and agree that | am personally responsible for payment of all fees charged by this office.

Signed Witnessed Date
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