A Total Approach to Health and Wellness

PEDIATRIC HEALTH HISTORY

So that we may help your child attain optimum health and wellness, please answer ALL
guestions even if they seem unrelated to your case.

Name: AHCH#:
Address: City:
Province: Postal Code: Birth Date:
Phone: (H) (W) ©

(Check the preferred phone number above.)
Names of parents/guardians: ,

Purpose for this appointment?

Other doctors seen for this condition? No  Yes - Doctors names and prior treatments:

Other health problems?

Check any of the following conditions your child has suffered from during the past 6 months:

ear infections scoliosis seizures chronic colds headaches
asthma/allergies digestive problems  ADHD recurring fevers growing/back pain
colic bed wetting car accident temper tantrums other

Has anyone else in the family had similar issues? No Yes
Explain:
Is there a family history of disease or disorders that might be relevant? No Yes
Explain:

Previous Chiropractor: Date of last visit:
Reason:
Name of Pediatrician: Date of last visit:
Reason:

Number of does of antibiotics your child has taken:
During the past six months: Total during his/her lifetime:
Vaccination history:

PLEASE COMPLETE THE INFORMATION ON THE OTHER SIDE
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Prenatal History:

Name of obstetrician/midwife:
Complications during pregnancy? No  Yes - List:

Ultrasounds during pregnancy? No  Yes - Number?

Medications during pregnancy/delivery? No  Yes - List:

Cigarette or alcohol use during pregnancy? No Yes

Location of Birth: Hospital Birthing Centre Home
Birth interventions: Forceps Vacuum Extraction Caesarian Section
Emergency Planned

Complications during delivery? No  Yes - Explain:

Genetic disorders or disabilities? No Yes - Explain:

Feeding History:

Breast Fed? No Yes - How long?
Formula Fed? No Yes - How long?
Introduced solids at: months Cows milk at: months
Food/Juice allergies or intolerances? No  Yes - List:

Developmental History:
At what age was you child able to:

Respond to sound Hold head up Cross crawl
Respond to visual Situp Stand alone
stimuli Walk alone

Has your child ever fallen head first from a high place during their first year of life (i.e. bed,
change table, down stairs, etc)? No Yes- List:

Is/has your child been involved in any high impact or contact type sports (i.e. soccer, football,
gymnastics, etc.)? No Yes - List:

Has your child ever been involved in a car accident? No  Yes - List:

Has your child ever been seen on an emergency basis? No  Yes - List:

Other traumas not described above? No Yes - List:

Prior surgery? No  Yes - List:
Menstruation? No Yes - Age:

Childhood Diseases:
Chicken pox N/Y Age:__  Rubeola N/Y Age:__  Whooping Cough N/Y Age:
Rubella N/Y Age:  Mumps N/Y Age: __  Other N/Y Age:
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