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Infant/Child Health History Form 

Please complete this detailed history form and return it to the receptionist. Should you require any assistance please let us know. 

We are happy to assist you. 

 

Date: ____________________________ 

Patient’s Name: _______________________________________________ 

Patient’s Guardian: _____________________________________________ 

Address: ______________________________________________________ 

_____________________________________________________________ 

Home Telephone: _____________________ Work Telephone: __________________ 

Cellular Phone: _______________________ 

Child’s Date of Birth: __________________________ 

Referred By: _______________________________________ 

Current Medical Doctor: ________________________________________ 

Date of last doctor’s appointment and reason for visit: ___________________ 

Present Length: _______________ Weight: _________________________ 

 

Child Health Concerns: 

Reason for contacting our clinic: _____________________________________________ 

List other care undergone for this compliant, including medications: ________________________ 

Date of Onset: _________________ Onset was: Sudden / Gradual / Assoc. with an event 

Duration of problem (Episode): Minutes / Hours / Day / Months / Years 

Pattern of problem:  Constant / Intermittent / Occasional / Cyclical 

Initiating Factors: ____________________________________________ 

Aggravating Factors: _________________________________________ 

Relieving Factors: __________________________________________ 

Effects of problems on body function and daily activities: _______________________________ 

Prior Occurrence or Episodes: _____________________________________ 

Other Health concerns: __________________________________________ 

 

 

 

 



History of Birth: 

Hospital / Birthing Centre / Home / Medical / Midwife 

Duration of Gestation: ________________________ weeks 

Assisted birth: No / Yes     If yes: Forceps / Vacuum Extraction / C-section / Induced Labour 

Any Medications delivered to mother at birth: No / Yes, if yes what: ___________________ 

How long was the birth: ______________Were there any complications: No /Yes Explain: 

___________________________________________________________________________ 

Was the delivery normal: No / Yes ________________________________ 

APGAR at Birth: ________________ After 5 minutes: ________________ 

Birth Weight: __________________ Birth Length: ___________________ 

 

Growth & Development: 

Was the infant alert & responsive within 12 hours of delivery? No / Yes 

Explain: ____________________________________________________________________ 

At what age did the child: Respond to sound: ______   Follow an object: ____________ 

                                          Hold up their head: __________  Vocalize: ____________ 

                                          Sit alone: __________   Teethe: __________  

   Crawl: ______    Walk: ___________ 

Does their sleeping pattern seem normal to you? No / Yes, Explain: 

_______________________________________________________________________ 

Any health problems (Cancer, Diabetes, Heart DZ, Etc.) on the mother’s side of the family ________________ on the father’s side: 

______________ 

With the siblings: ______________________ 

 

Since there are problems that chiropractors concern themselves with, that are related to many types of stressors, the following information 

is also very important to us: 

 

Chemical Stressors: 

Was the baby breast-fed? No / Yes, How Long? ______________ 

Formula Introduced at age: _________ Type of Formula used: __________ 

Began solid foods at age: _________ Type: Home made/ Commercial 

Food / Juice Intolerance: No / Yes, Type: ____________________________ 

During pregnancy did the mother smoke? No / Yes 

Did the mother drink alcohol? No / Yes 

Did the mother take any recreational drugs? No / Yes 

Any illness of the mother during pregnancy? No / Yes: ________________ 

Any exposures to ultrasound: No / Yes, How many & for what medical reasons: 

___________________________________________________________________________ 

Any invasive procedures (Amniocentesis, CVS)? ___________________________________ 

Any pets at home: No / Yes 

Any smokers in the home: No / Yes 



Has the child had any vaccinations? Which ones & was there any reactions? 

___________________________________________________________________________ 

Any antibiotics taken? No / Yes, ________________________________________________ 

Total number of courses of antibiotics to date: _____________________________________ 

 

Psychosocial Stressors: 

Any difficulties with lactation? No / Yes, ____________________________ 

Any problems with bonding? No / Yes, _____________________________ 

Any behavioral problems? No / Yes, ______________________________ 

Any night terror, sleep walking, difficulty sleeping? No /  Yes, Specify 

_____________________________________________________________________________ 

Age of child when began daycare: __________________________________________________ 

Average number of hours of television/ week: _________________________________________ 

Does your child seem normal for their age? No/ Yes,  

Explain________________________________________________________________________ 

 

Traumatic Stressors: 

Any traumas during pregnancy, Falls, Accidents? _____________________________________ 

Any evidence of birth trauma, bruises, odd shaped head, stuck in the birth canal, fast or excessively long birth, respiratory depression, cord 

around the neck? ______________________________________________________________________________ 

Any falls from the couches, beds or change tables? _____________________________________ 

Any traumas with bruising, cuts, stitches or fractures? __________________________________ 

Any hospitalizations? No / Yes, Explain: ____________________________________________ 

Any surgeries or organs removed? _________________________________________________ 

Sports played and the age they began: _______________________________________________ 

Number of hours per week played: __________________________________________________ 

Weight of school backpack and the shoulder worn on: __________________________________ 

Approximate hours spent at play per week:___________________________________________ 

 

Thank you for completing this form. Please write any other questions you may have below:  

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________ 

 

 



Authorization for Care of a Minor / Consent to Chiropractic Care 

 

I hereby request & consent to the performance of chiropractic adjustments & other chiropractic procedures, including various 

modes of physical therapy & if necessary, diagnostic x-rays, on me by the doctor(s) of chiropractic named below &/or anyone working in 

this clinic authorized by the doctor(s) of chiropractic listed below. 

 

I have had an opportunity to discuss with the doctor(s) of chiropractic named below &/or with other office or clinical personnel, 

the nature & purpose of chiropractic adjustments and other procedures. I understand that results are not guaranteed. 

 

I further understand & am informed that, as in all health care, in the practice of chiropractic there are some very slight risks to 

treatment, including but not limited to muscle strains & sprains, disc injuries & strokes. I do not expect the doctor(s) to exercise judgment 

during the course of the procedure, which the doctor(s) feels at the time, based upon the facts then known, is in my best interests. 

 

I have read the above consent. I have also had an opportunity to ask questions about its content & by signing below I agree to the 

above named procedures. I intend this consent form to cover the entire course of treatment for my present condition & for any future 

condition(s) for which I seek treatment. 

 

Patient’s Name: ______________________________________________ 

 

Parent / Guardian’s Signature: ___________________________________ 

 

Hereby authorize & Consent to the chiropractic evaluation and care of my child. 

 

Witness Signature: ___________________________________________ 

 

Doctor’s Signature: __________________________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

Dr. Megan West, BSc. (H.K.), D.C., FICPA    Dr. Anthony Varsalona, B.S., D.C.    Dr. David West, D.C. 
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