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Addison Chiropractic Clinic

History of Birth
New Patient Form for a Child
Date:  __________

Name:  _________________________
Parent/Guardian:  ___________________________
Address:  _______________________
Parent/Guardian mobile:  _____________________
_______________________________
Parent/Guardian email:  ______________________

Home Phone:  ___________________
Child’s SS#: ____________________

Birth Date:  __________  Age:  _____  
Sex:  M/F  Child SSN:  _________
Insurance Company:  ______________
Emergency Contact/Number:  _________________
Name of Medical Doctor and Practice:  ______________________________________________
Purpose of this appointment:  _____________________________________________________
Hospital/birthing center:  home_____
medical_____

midwife_____

Assisted with:  forceps_____ 
vacuum extraction_____  c-section_____  induced labor_____
Duration of gestation:  _____wks     

Birth weight:  _____

Birth Length:  _____

Breast-fed:  Yes_____  No_____

If yes, how long?  _____


Formula introduced at age:  _____

Type of formula used:  __________
Introduction of cow’s milk at age:  _____
Introduction of food at age:  _____

Food/juice intolerance/allergies:  ___________________________________________________
Pets at home:  Yes_____  No_____

Smokers at home:  Yes_____  No_____  

Complications with mother during pregnancy:  ________________________________________
Any drugs taken during pregnancy:  ________________________________________________

Exposures to ultrasound or invasive procedures:  _________________________________
Traumas during pregnancy (falls, accidents):  _________________________________________

Vaccinations, which ones and any reactions:  _________________________________________
_____________________________________________________________________________
Antibiotics/Medications, which ones and for what reasons:  _____________________________

______________________________________________________________________________

Birth trauma (bruises, mis-shaped head, stuck in birth canal, fast or excessively long birth, cord around neck, problems breathing, etc.):  _____________________________________________

______________________________________________________________________________

Significant falls/broken bones:  ____________________________________________________
Hospitalizations, surgeries:  _______________________________________________________

Family history of spinal or health conditions:  ________________________________________

