
Work Phone:          -         - 

Birthdate:         /       /

Height:         ft.           in.

Age:

Weight:           lbs. 

Parent/Guardian Name(s):

City:

Home Phone:          -         - 

Child’s SS #:           -       -

State: Zip:

What health condition(s) bring your child to be evaluated by a chiropractor?

When did the condition first begin?     How did the problem start?        Suddenly        Gradually         Post-Injury

Has your child ever received care for this condition before?       Yes        No     

- If yes, please explain:

Is this condition:        Getting worse          Improving         Intermittent        Constant         Unsure

What makes the problem better?     What makes the problem worse?

Child’s Name:

Street Address:

Cell Phone:          -         - 

Email:

How did you hear about us?

Who is your primary care physician?

Is your child receiving care from any other health professionals?        Yes         No
- If yes, please name them and their specialty:

Please list any drugs/medications/vitamins/herbs/other that your child is taking:

What are your top three health goals for your child:

1.

2.

3.

Have you ever visited a chiropractor?        Yes         No     If yes, what is their name?    

What is their specialty?         Pain Relief          Physical Therapy & Rehab          Nutritional          Subluxation-based          Other:

What would you like to gain from chiropractic care?

          Resolve existing condition

          Overall wellness

          Both

Any fertility issues? Yes No If yes, please explain:

Did mother smoke?         Yes No   If yes, how many per week?

Did mother drink?         Yes No    If yes, how many per week?

Did mother exercise? Yes No If yes, please explain:

Was mother ill? Yes No If yes, please explain:

Any ultrasounds? Yes No If yes, please explain:

Please explain any notable episodes of mental or physical stress during your pregnancy:

Please explain any other concerns or notable remarks about your child's conception or pregnacy:
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Child’s birth was:         Natural vaginal birth           Scheduled C-section           Emergency C-section         At how many week’s was your child born?

Child’s birth was:        At home       At a birthing center        At a hospital        Other: Doctor/Obstetrician’s Name:

Please check any applicable interventions or complications:

     Breech         Induction         Pain meds         Epidural         Episiotomy         Vacuum extraction         Forceps         Other

Please describe any other concerns or notable remarks about your child's labor and/or delivery.

Child’s birth weight:         lbs.            oz. Child’s birth height:          in. APGAR score at birth: APGAR score after 5 minutes:

Is/was your child breastfed? Yes No If yes, how long? Difficulty with breastfeeding? Yes No

Did they ever use formula? Yes No If yes, at what age? If yes, what type? 

Did/does your child ever suffer from colic, reflux, or constipation as an infant?         Yes         No     
- If yes, please explain:

Did/does your child frequently arch their neck/back, feel stiff, or bang their head?         Yes         No     
- If yes, please explain:

At what age did the child:     Respond to sound: Follow an object: Hold their head up: Vocalize: Teethe:               
Sit alone: Crawl: Walk: Begin cow’s milk: Begin solid foods:

Please list any food intolerance or allergies, and when they began: 

Please list your child's hospitalization and surgical history, including the year:

Please list any major injuries, accidents, falls and/or fractures your child has sustained in his/her lifetime, including the year:

Have you chosen to vaccinate your child? No Yes, on a delayed or selective schedule         Yes, on schedule
- If yes, please list any vaccination reactions:

Has your child received any antibiotics? Yes  No 
- If yes, how many times and list reason:

Night terrors or difficulty sleeping?        Yes        No    If yes, please explain:

Behavioral, social or emotional issues? Yes        No    If yes, please explain:

How many hours per day does your child typically spend watching a TV, computer, tablet or phone?

How would you describe your child's diet?        Mostly whole, organic foods        Pretty average        High amount of processed foods

Date:Patient Signature:
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Informed Consent
Chiropractic, like other types of health care, is associated with potential risks in the delivery of treatment.  While chiropractic 
treatment is remarkably safe, you need to be informed about the potential risk related to your care before consenting to 
treatment.  Chiropractic care may be accompanied by post treatment soreness. Chiropractic treatment may aggravate a 
disc injury, or cause other minor joint, ligament, tendon, or other soft tissue injury.  Manual adjustments to the thoracic 
spine, in rare cases, may cause rib injury or fracture.  Precautions such as pre-adjustment testing and evaluations are 
performed to minimize risk.  Heat generated by physical therapy modalities may cause minor burns to the skin. Extremely 
rare but more serious side effects such as stroke or even death may occur.  A study in the Journal of the CCA (Vol 37, no 
2, June ‘93) estimates the incident of stroke as 1 in 3,000,000 upper cervical adjustments.  All side effects associated with 
chiropractic are rare and should be reported to your doctor of chiropractic promptly.  

Chiropractic is a system of health care delivery and therefore, as with any health care delivery system, we cannot promise 
a cure for any symptom, condition or disease as a result of treatment.  An attempt to provide you the very best care is our 
goal and if the results are not acceptable, we will refer you to another provider who we feel will assist you in your situation.

If you have any questions concerning the above, please ask your doctor of chiropractic.  Having carefully read the above, I 
hereby give my informed consent to have chiropractic treatment administered.

Patient or Guardian Initials_________________________

Marketing & Advertising Release
Blue Hills Chiropracitc has a strong focus on public education and interaction.  I understand that occasionally Blue Hills 
Chiropractic will use photo, video, or other likenesses of myself and family for promotion of chiropractic education and the 
clinic.  I release Blue Hills Chiropractic LLC and its employees of all legal liabilities and authorize them to use photos, videos, 
and/or likenesses of myself and family for advertising purposes.  I give permission for Blue Hills Chiropractic to contact me 
by phone, sms, email, and via social media in order to schedule care, share information about the clinic and promotions, or 
any other relevant business or medical need.  I understand I may opt out of a specific promotion or method of contact at 
any time, but it does not retract my consent from all other promotions and contact methods.

Patient or Guardian Initials_________________________

Authorization & Release 
I authorize payment of insurance benefits direct to the chiropractor or chiropractic office.  I authorize the doctor to release 
all information necessary to communicate with personal physicians and other healthcare providers and payers to secure 
the payment of benefits.  I understand that I am responsible for all costs of chiropractic, regardless of insurance coverage.  
I also understand that if I suspend or terminate my schedule of care as determined by my treating doctor, any fees for 
professional services will be immediately due and payable.  
The patient understands and agrees to allow this chiropractic office to use their patient health information for the purposes 
of treatment, payment, healthcare operations, and coordination of care.  We want you to know how your patient health 
information is going to be used in the is office and your rights concerning those records.  If you would like to have a more 
detailed account of our policies and procedures concerning the privacy of your patient health information, we encourage 
you to read the HIPAA Notice that is available to you at the front desk before signing this consent.

The following person(s) have my permission to receive my professional health care information or call regarding my 
appointments: _____________________________________

Patient or Guardian Initials_________________________

Patient Information Policies
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Notice of Privacy Policy
Protecting the privacy of your personal health information is important to us.  Disclosure of your protected health information without 
authorization is strictly limited to defined situations that include emergency care, quality assurance activities, public health, research, and 
law enforcement activities. Any other disclosures for the purposes of treatment, payment or practice operations will be made only after 
obtaining your consent.
- You may request restrictions on your disclosures
- You may inspect and receive copies of your records within 30 days of a request
- You may request to view changes to your records

I understand that under the Health Insurance Portability & accountability Act of 1996 (HIPAA), I have certain rights to privacy regarding 
my protected health information.  I understand that this information can and will be used to:

- Conduct, plan, and direct my treatment and follow up with multiple healthcare providers who may be involved in that treatment 
   directly or indirectly.
- Obtain payment from third party payers
- Conduct normal healthcare operations such as quality assessments and physicians’ certifications.

I have read and understand the Notice of Privacy Policy.  A more complete description can be requested.  I also understand that I can 
request in writing, that you restrict how my personal informaiton is used and or disclosed.

Patient or Guardian Initials_________________________

I have read and understand the above Informed Consent, Authorization & Release, Marketing & Advertising Release, and Notice of Pri-
vacy Policy and agree to the terms stated. In the event any provision or part of this Agreement is found to be invalid or unenforceable, 
only that particular provision or part so found, and not the entire Agreement, will be inoperative.

Patient Name (Printed): _____________________________________________________________

Patient Signature:___________________________________________________________________

Guardian Signature (if patient is under 18):__________________________________________               Date: ___________________

Blue Hills Chiropractic
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