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Pediatric Intake Form
Personal Information
Date:
Name:

Date of Birth:

/

/

Age:

Male / Female

Names of Parents / Guardians:
Address:
Number & Street

City

Phone (H):

State

(Cell):

Zip

(Work):

E-mail Address:

Best way to contact you:

Names & Ages of Siblings:
Who may we thank for referring you or how did you hear about us?

Reason for Seeking Care
What is your reason for seeking care at Spring into Life Chiropractic?
When did this begin? (If applicable)
Are there any major injuries and/or surgeries we should know about?
Have you seen any other providers for this condition?
Circle any of the following conditions your child has now or has suffered from in the past:
Ear Infections

Scoliosis

Seizures

Chronic Colds

Headaches

Asthma/Allergies

ADHD

Colic

Recurring Fevers

Bed Wetting

Digestive Problems

Acid Reflux

Irritability

Sleeping problems

Tubes in ears

Other (please specify):

How does this affect their life?
 Poor School Performance

 Poor Attitude or Irritable

 Interrupted During Sleep

 Restricted Daily Activities

 Exhausted at End of Day

 Hinders Social Activities

Health History
During pregnancy, did the mother:
 Take medications? Type:
 Smoke or consume alcohol or drugs? Details:
 Experience any illnesses? Type:
 Undergo a lot of stress? Details:
 Receive ultrasounds or other forms of radiation?
Birthing Process:
Location of Birth (circle one):  Hospital
 Birthing center
 Home
Was the pregnancy:
 Full Term
 Premature
weeks
Were there any complications?
Which of the following utilized?
 Vaginal Delivery
 Cesarean Section

 Forceps

 Vacuum extraction  Drugs during Labor
Vaccinations:
Have you chosen to vaccinate your child?  Yes  No
If yes, check all vaccinations received:  DPT  MMR  Polio  Chicken Pox  Hepatitis  Flu
 Other:
Describe any reactions to the vaccine(s):
Developmental History:
Was your child…

 Breast fed (How long?

Has your child ever had any accidents or injuries?

)

 Formula fed

 Yes  No

Has/Is your child involved in any high impact or contact type sports?  Yes  No
Has your child ever been hospitalized or had any surgeries?

 Yes  No

Please list:
Is your child currently taking any medications?  Yes  No
Please list:

Authorization for Care
I hereby authorize a complete chiropractic evaluation and treatment as deemed appropriate. I certify that the above
information is correct to the best of my knowledge. I will not hold my doctor or any staff member of Spring into Life
Chiropractic responsible for any errors or omissions that I may have made in the completion of this form. I
understand that any fee for service rendered is due at the time of service.
Parent or Guardian Signature:

Date:

Informed Consent to Care
You are the decision maker for your health care. Part of our role is to provide you with information to assist you
in making informed choices. This process is often referred to as “informed consent” and involves your
understanding and agreement regarding the care we recommend, the benefits and risks associated with the
care, alternatives, and the potential effect on your health if you choose not to receive the care.
We may conduct some diagnostic or examination procedures if indicated. Any examinations or tests conducted
will be carefully performed but may be uncomfortable.
Chiropractic care centrally involves what is known as a chiropractic adjustment. There may be additional
supportive procedures or recommendations as well. When providing an adjustment, we use our hands or an
instrument to reposition anatomical structures, such as vertebrae. Potential benefits of an adjustment include
restoring normal joint motion, reducing swelling and inflammation in a joint, reducing pain in the joint, and
improving neurological functioning and overall well-being.
It is important that you understand, as with all health care approaches, results are not guaranteed, and there is
no promise to cure. 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 an “arterial dissection” that typically is
caused by a tear in the inner layer of the artery that may cause the development of a thrombus (clot) with the
potential to lead to a stroke. The best available scientific evidence supports the understanding that chiropractic
adjustment does not cause a dissection in a normal, healthy artery. Disease processes, genetic disorders,
medications, and vessel abnormalities may cause an artery to be more susceptible to dissection. Strokes
caused by arterial dissections have been associated with over 72 everyday activities such as sneezing, driving,
and playing tennis.
Arterial dissections occur 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.
The reported association between chiropractic visits and stroke is exceedingly rare and is estimated to be
related in one in one million to one in two million cervical adjustments. For comparison, the incidence of
hospital admission attributed to aspirin use from major GI events of the entire (upper and lower) GI tract was
1219 events/ per one million persons/year and risk of death has been estimated as 104 per one million users.
It is also important that you understand there are treatment options available for your condition other than
chiropractic procedures. 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 Name:
Patient or Guardian Signature:

Date:

Notice of Privacy Practices (HIPAA)
We want you to know how your Patient Health Information (PHI) is going to be used in this office and your rights
concerning those records. Before we will begin any health care operations we must require you to read and sign this
consent form stating that you understand and agree with how your records will be used. If you would like to have a
more detailed account of our policies and procedures concerning the privacy of your Patient Health Information (PHI)
we encourage you to read the NOTICE PRIVACY PRACTICES (HIPAA) that is available to you at the front desk upon
request before signing this consent.
1. The patient understands and agrees to allow this chiropractic office to use their Patient Health Information (PHI)
for the purpose of treatment, payment, healthcare operations, and coordination of care. As an example, the
patient agrees to allow this chiropractic office to submit requested PHI to the Health Insurance Company (or
companies) provided to us by the patient and the billing service utilized by Spring into Life Chiropractic, LLC for
the purpose of payment. Be assured that this office will limit the release of all PHI to the minimum needed for
what the insurance companies require for payment.
2. The patient has the right to examine and obtain a copy of his or her own health records at any time and request
corrections. The patient may request to know what disclosures have been made and submit in writing any
further restrictions on the use of their PHI. Our office is not obligated to agree to those restrictions.
3. A patient's written consent need only be obtained one time for all subsequent care given the patient in this
office.
4. The patient may provide a written request to revoke consent at any time during care. This would not affect the
use of those records for the care given prior to the written request to revoke consent but would apply to any
care given after the request has been presented.
5. For your security and right to privacy, all staff has been trained in the area of patient record privacy and a
privacy official has been designated to enforce those procedures in our office. We have taken all precautions
that are known by this office to assure that your records are not readily available to those who do not need
them.
6. Patients have the right to file a formal complaint with our privacy official about any possible violations of these
policies and procedures.
7. If the patient refuses to sign this consent for the purpose of treatment, payment and health care operations, the
chiropractic physician has the right to refuse to give care.
Our office reserves the right to amend the terms of this HIPAA NOTICE. I have read and understand how my Patient
Health Information (PHI) will be used and I agree to these policies and procedures.
Patient Name:
Patient or Guardian Signature:

Date:

Terms of Acceptance

