WELLINGTON CHIROPRACTIC AND WELLNESS GROUP

PEDIATRIC HEALTH HISTORY

Dr. R. Whitney, B.A., DC, Dr. M. Whitney, DC, Dr. J. Randall, B.Sc., DC, Dr. P. Roros, DC
12 Waterloo Avenue
Guelph, ON
N1H 3H3
www.wellingtonchiropracticandwellnessgroup.com

Name: Birth Date: D M YR Age: Sex: M [l F[I
Address: City: Postal Code:
Home Phone: Names of Parent(s)/Guardian(s):

Pediatrician/Family Doctor’s Name and Phone Number:

Has your child had previous Chiropractic Care? [1None [ Name and last visit:

Is your child covered by your extended health care insurance (Benefits, Group Insurance)?

[0No [Yes Amount of Coverage

Who may we thank for referring your child to our office?

HEALTH PROFILE

As a full service wellness office, our focus is on your child’s ability to achieve optimal health. Our goals are to
address the issues that brought your child to this office, as well as offering you the opportunity to explore improved
health potential and wellness services in the future. On a daily basis your child experiences physical, chemical and
emotional stresses that can accumulate and result in serious loss of health potential.

If your child has no symptoms or complaints presently, and is here for wellness services, (\) check here and
skip to Past Health Profile. Symptoms or complaints need to be briefly described below.

What is the purpose of this appointment?

Other doctors seen for this condition? [l No [ Yes Who and When?

Describe any treatment, therapy, or diagnostics done to date:

When did this condition begin? Has it occurred before? [ No [ Yes When?

Is the condition: [] Auto Accident [JHome Injury [1Fall [JOther

Date of Accident: (supplemental forms required for motor vehicle accidents)

What aggravates this condition? What relieves this condition?

Is this condition: [ Becoming Worse [ Constant [] Comes and Goes [ Improving

Character of Pain: (I Sharp [ Dull [ Ache [Pins & Needles [JNumb [ Burning I Travels to

Does this condition interfere with: [J School [ISleep [ Hobbies/Sports [ Happiness/Quality of life

Has your child been prescribed medications for this complaint? Please List:



PAST HEALTH PROFILE

Below is a list of symptoms or illnesses which may seem unrelated to the purpose of your child’s appointment,
however, these questions must be answered carefully, as these conditions may affect your child’s overall course of
chiropractic care. Check any of the following your child experiences now, or has in the recent (6 months) past:

1 low back pain [ colic [1 poor/excessive appetite 0 stuffed nose

(1 pain between shoulders [] asthma (1 excessive thirst [1 neck pain
[1scoliosis [1 frequent nausea []arm pain [lirregular heart beat
1 dizziness 0 vomiting [1joint pain/stiffness [l heart problems

(1 diarrhea [1 walking problems [1lung congestion [1 constipation

1 chewing/jaw problems [1 ADD/ADHD (1 general stiffness [l temper tantrums
[] seizures U fatigue [ tingling extremities 0 weight trouble

(1 allergies [] stress 1 abdominal cramps [1loss of sleep

[ heartburn U fever [] sore throat U headaches

[] ear aches/infections 0 colitis 1 bed wetting U hearing loss
STRESS INDEX

Answering the following questions will give us a profile of the specific stresses your child has faced in their lifetime,
allowing us to better assess the challenges to their health potential. Research is showing that many of the health
challenges that occur in later life have their origins during the developmental years, some starting at birth. Please
answer to the best of your ability:

Developmental Years:

Was it a long/difficult delivery? [1Yes [1No
Were forceps/suction used? [C'Yes [No
Were they breast-fed? How long? UYes [INo
Was your child vaccinated? [1Yes [1No
Any notable falls (out of crib/change table, etc)? [C'Yes [No
Any significant childhood illnesses? OYes ONo
Any hobby or sports injuries? [1Yes [1No
Any surgeries or prolonged medication use? [Yes [INo
Was your child ever assessed/fitted for orthotics? [1Yes [1No
Has your child been the victim of mental or physical abuse? [1Yes [1No
Were they ever involved in a motor vehicle accident? UYes [INo
Any food allergies or intolerances? Please list. [1Yes [1No
Do they maintain proper posture? ['Yes [INo
Number of doses of antibiotics your child has taken in: past 12 months: lifetime total:

Sleep posture- [1Side [ Back [IStomach
Ever had: Chicken pox: Y /N Rubella: Y/ N Measles: Y/ N Mumps: Y/ N Whooping Cough: Y/ N
At what age were they able to: Respond to sound Hold head up Sit unsupported

Crawl Stand unsupported Walk unsupported



FAMILY HEALTH PROFILE

As a family oriented wellness centre, we are not only interested in your child’s health and well-being, but also the
health and well-being of your entire family. Please mention below any health condition or concerns you have about
your child’s:

Names and Ages Condition(s)

Sister(s)
Brother(s)
Mother
Father
Other

ABOUT YOUR CHILD’S CARE

Chiropractic provides three types of care. The first is Initial Intensive Care, which corrects the most recent layer of
spinal and neurological damage. This care usually reduces or eliminates symptoms. Then begins
Reconstructive/Corrective Care, which corrects the years of damage that occurred when there were few symptoms.
Finally, Chiropractic offers a genuine approach to wellness care. Based on these definitions, my child has primarily
consulted this office because:

0 Iam interested in my child reaching their optimal health potential (Wellness care).
[1 My child has a health concern, and I want the cause of this problem corrected and symptoms relieved (Corrective care).

0 Iam only interested in their relief from pain (Relief care).



