CHILD INFORMATION

= Complete Chioplactic _ o
Health Center 6237A Sunset Drive, Miami FL,33143
] !
HATE ! ;
MNAME EIRTH DATE
AGE SEX (M / F) HETGHT _ WEIGHT_____
oty

Momes of Parents / Guardians

MNumber of Children Ages of Childran
Home Phone, Wark Phone
Address

City/ Stote/ Zip

Wha may we thank for referring you to our office?

PURPOSE FOR CONTACTING US 7

Other doctors seen for this condition:

Please Check the Health Camplaints your Child is Currently Experiencing
or Experigncing on a Recurring Basis:

__ Agtams __ Heagaches Far Infect ar
___ _Resurring Fevers — Allergies — Bed Weiting
Car ActidenT _ Eraliasi= Trauras £ Trjurues
_____Chronic Zolds —lalc — Digestive Problemz
_ ADHDL S ADD Sleening Froblaes _ Srowing / Bzck Poins

Other

Flzaze comment on how ofren ary of the above hove ocourred ond when they occurred,

MEDICATIOMS
Mumber of deses of ARNTIBTOTICS wour child has taken:
Ouring the past & monihs:
Tatal in his / ker Gifetime:

Please list the types of PRESCRIFTLOM ar MGHN-PRESCRIPTION drugs your child has teken:

YACCIMATIOMN HISTORY:




Lzt any SURGERIES or COMNGEMITAL COMBITIOMNS!

Has yaur child been seen on on emergency Dosis? YES L List:

PREMATAL & BERTH HISTORY

Complications during pregnancy or delivery? wES no  Explain _
Medications during pregrancy or delivery? ves  ____ ha o List

UHrasounds during pregroncy? vES o rnumber

Losation of births Haspital Birthing Center Hotne

Birth Intervention: Farceps Yacuum Extractian

_{Leasarian Section, Emergency or Planned?

LIET AISTORY
Branst Fed: vEs ho  How long?
Appetite / Feeding problems? _ yes o i List:

Allergics or Intollerances:

SOCTAL AISTORY
Lz / hag vour child been invelved in any high fmpact or contast Type gports (e, Soccer, Football,
Symmastics, Baseball, Cheer leading, Martial Arts, eted?  yes na
List:

Hag wour child shown aty upexplohed changes in behavier or perfortmance at gchool ar hame?

yes no

WE ARE HERE TO SERVE YOU & ENCOURAGE YOU TO ASK QUESTIONS,
YOUR PARTICIPATION 15 VITAL & WILL HELP DETERMINE YOUR RESIATS.

Please supply aur of lies with yeur insurance card for your child's patient file.
I assign iy insuronce benefits to Bailey Chiropractic Life Center. I al2o understand thot all services rendered
to miy child are charged to me ond T am responsible for poyment unless other arrangements are made.

I hereby autharize this of fice & it3 doctars to administer care to my child,

Porent Mame:! [Flease Print)

Faremt Signature: Late:






