
PEDIATRIC CLIENT INTRODUCTION 

		  	 �

CHILD’S NAME: 

PARENT NAME: 

ADDRESS | CITY | STATE | ZIP: 

PHONE: 

CURRENT WEIGHT:

BIRTH DATE:      

CURRENT HEIGHT:

PREGNANCY & FERTILITY HISTORY

 No    If yes, Please explain:  

No 

 No 

Any fertility issues?   Yes    

Did mother smoke?  Yes    

Did mother drink?  Yes    

Did mother exercise?  Yes    �

Was mother ill while carrying?  Yes    �

Any Ultrasounds?  Yes    �

�

�

 Scheduled C-section     Emergency C-section
�






�





Child’ s birth height:  APGAR score: Child’s birth weight:

GROWTH & DEVELOPMENT HISTORY

Is/was your child breastfed?  Yes    

Difficulty with breastfeeding?  Yes    

Did they ever use formula?  Yes    

 No    If yes, how long? 

 No  

 No    If yes, at what age? �

Did/does your child ever suffer from colic, reflux, or constipation as an infant?  Yes    �



�

�

 Yes    on an alternate schedule Yes, on schedule If yes, please list any vaccination �



Has your child received any antibiotics or other prescription medication?  Yes    �

Night terrors or difficulty sleeping?   Yes    �

Behavioral, social or emotional issues?  Yes    �

             High amount of processed foods

�





TOP 3 HEALTH GOALS: 

AUTHORIZATION FOR CARE OF MINOR: I hereby authorize Origin Chiropractic and doctor(s) to administer care, as they so deem 
necessary to my on/daughter/ward (upon approval of parent or guardian)

DAT E: SIGNED: 

         How did you hear about us? 

			  �

�





INFANTS:    Accordion Check (noted resistance)L/R    Grimacing? L/R             Glute Squeeze L/R           �

�
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