PEDIATRIC NEW PATIENT INFORMATION

Date: ____________

PATIENT INFORMATION

Child’s Name: ____________________________
Child’s Nickname: ______________

Sex:  M / F
Date of Birth: _________
Age: ____ Child’s SS#: ________________

Child’s Home Phone #: __________________

Child’s Home Address: ____________________________________________________

City: ___________________________
State: __________
Zip: ______________

Reason for visit:__________________________________________________________

FAMILY INFORMATION

Parent’s name(s): ________________________________________________________

Home Phone #: _________________________
Home Phone #: _________________

Work Phone #: __________________________
Work Phone #: _________________

List Ages of Other Children in Family: ________________________________________

Predominant language used at home: _________________________________________

INSURANCE INFORMATION

Policy Holder’s Name: ___________________________________________________  

Policy Holder’s ID#: ____________________  Group #: _____________

Policy Holder’s Birth Date:___________  Insurance Company Name: _______________
Policy Holder’s Employer: _________________________________________________

CONSENT TO TREAT

By any standard, a chiropractic adjustment is a conservative and very safe procedure.  However, we would like to notify you that there is a very remote possibility for injury from a chiropractic treatment. 

According to a study by the Rand Corporation, a serious adverse reaction from a neck adjustment occurs once in 1 million manipulations.  In contrast, the journal of the American Medical Association found that more than 2 million Americans become seriously ill each year from reactions to currently prescribed drugs.  106,000 of those people die from the side effects.

Being the parent or legal guardian of this child, I hereby authorize this office and its doctors to examine and administer care to my son/daughter named ______________

As the examining / treating doctor deems necessary.

I understand the remote possibility of an injury to my child from a chiropractic treatment and elect him/her to receive the recommended treatment.

Parent’s/Guardian Name: ___________________________________________________ 

Signature________________________________________           Date: ______________
