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PEDIATRIC HISTORY FORM

Today's Date / /
Childs Name
Date of Birth / / Age: P
Birth Height: Birth Weight: CurrentHeight: ___ CurrentWeight: _____
Address
City State Zip Phone (Home)
Mother's Name: DOB / / Mother’s Mobile
Father’'s Name: DOB / / Father’s Mobile
Pediatrician/Family MD City/State
Last Visit: / / Reason for visit:
Who is responsible for this bill?
0O Other (please explain):
BIRTH
Delivery type: ____ Vaginal (complicated) ____ Vaginal (uncomplicated)

Cesarean Section (complicated)

ZAny complications:

Cesarean Section (uncomplicated)

Admisitered during labor: Pitocin Epidural
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CHILD’S CURRENT PROBLEM

Purpose of thisvisit: _____Wellness Check-up Injury or Accident _____Other

Please explain:

If your child is experiencing Pain/Discomfort please identify where and for how long

1. When did the Problem first begin? Date ___ / [/ __Unknown __Gradual __Sudden
2. Everhad this problem before? ___ No___Yes If yes, when?

3. Any bowel or bladder problems since this problem began?: If yes, describe:

4. Have you seen any other doctors for this problem? ___No___Yes If yes, who?

5. How long ago? Days Weeks __Months Years

6. What were the results of past treatment?

7. How is this problem NOW?: [l Rapidly Improving [ Improving Slowly [ About the Same

O Gradually Worsening [0 On & Off

8. Please list any medication taken for this problem:
9. Has your child ever sustained an injury playing organized sports? ___ No___ Yes If yes; please explain:
10. Has your child ever sustained an injury in an auto accident? ___ No___ Yes If yes; please explain:
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HAS YOUR CHILD EVER SUFFERED FROM: Check all that apply

[ Headaches O Orthopedic Problems [ Digestive Disorders [0 Behavioral Problems
O Dizziness O Neck Problems O Poor Appetite O ADD/ADHD

O Fainting OO Arm Problems O Stomach Aches O Ruptures/Hernia
O Seizures/Convulsions [ Leg Problems O Reflux J Muscle Pain

[ Heart Trouble O Joint Problems O Constipation 0 Growing Pains

O Chronic Earaches [ Backaches O Diarrhea O Asthma

[ Sinus Trouble O Poor Posture [0 Hypertension O walking Trouble
0O Scoliosis O Anemia O Colds/Flu [0 sleeping Problems
[J Bed Wetting [J Colic O Broken Bones O Fall off swing

O Fall in baby walker O Fall from bed or couch O Fall from crib 0 Fali down stairs

[ Fall off bicycle O Fall from high chair ~ [J Fall off slide

O Fall from changing table [ Fall off monkey bars O Fall off skateboard/skates

O Allergies to

[ Other:

| understand that | am directly and fully responsible to Pure Chiropractic for all fees associated with chiropractic care my child
receives.

The risks associated with exposure to ionization and spinal adjustments have been explained to me to my complete satisfaction,
and | have conveyed my understanding of these risks to the doctor. After careful consideration | do hereby request and
authorize imaging studies and chiropractic adjustments for the benefit of my minor child for whom | have the legal right to select
and authorize health care services on behalf of.

O Under the terms and conditions of my divorce, separation or other legal authorization, the consent of a spouse/former
spouse or other guardian is not required. If my authority to so select and authorize this care should change in any way, | will

immediately notify this office.

Parent or Legal Guardian’s Signature Date

Doctor’s Signature Date



((s P A=

Activities Of Life

Please identify how your current condition is affecting your ability to carry out activities that are routinely part of your life:

ACTIVITY:

EFFECT:

Sit to Stand OO No Effect [ Painful (can do) [ Painful (limits) [ Unable to Perform
Climbing Stairs O No Effect O Painful (can do) [ Painful (limits) [ Unable to Perform
Pet Care [0 No Effect [ Painful (can do) [ Painful (limits) [ Unable to Perform
Household Chores [ No Effect [ Painful (can do) [ Painful (limits) [ Unable to Perform
Dressing OO No Effect O Painful (can do) [ Painful (limits) [ Unable to Perform
Sleep [0 No Effect [ Painful (can do) [ Painful (limits) [ Unable to Perform
Static Sitting O No Effect [ Painful (can do) [ Painful (limits) [ Unable to Perform
Static Standing [ No Effect [ Painful (can do) [ Painful (limits) [ Unable to Perform
Walking O No Effect O Painful (can do) O Painful (limits) [ Unable to Perform
Washing/Bathing [0 No Effect O Painful (can do) O Painful (limits) [ Unable to Perform
Concentration (Reading) [0 No Effect [ Painful (can do) [ Painful (limits) [ Unable to Perform
Other: O No Effect O Painful (cando) [ Painful (limits) [ Unable to Perform
Other: I No Effect [ Painful (can do) [ Painful (limits) [ Unable to Perform




This form is to assist the doctors by providing
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Family Health History

past health history information for their review.

CONDITION

SPOUSE

SON DAUGHTER

MOTHER

FATHER

Headaches

Neck Pain

Jaw/TMJ Pain

Shoulder Pain

Back Pain

Hip/Leg Pain

Arthritis/Joint Pain

Ear Infections

Hearing Loss

Dizziness

Loss Of Energy

Nervousness

Blurred/Double Vision

Anxiety

ADD/ADHD

Depression

Allergies

Sinus Issues

Thyroid Problems

Asthma

Breathing Problems

Heart Problems

High/Low Blood Pressure

Stomach Problems

Bed Wetting

Infertility

Sciatica

Fibromyalgia

Poor Posture

Sleep Problems

Stroke

Cancer

Heart Disease

Diabetes

Arthritis

Alzheimer’s




) Pure

Chiropractic

Informed Consent For Chiropractic Care

Chiropractic care, like all forms of health care while offering considerable benefits may also provide some level of risk. This level
of risk is most often very minimal, yet in rare cases, injury has been associated with chiropractic care. The types of
complications that have beenreported secondary to chiropractic care include: sprain/strain injuries, irritation of a disc condition,
and rarely, fractures. One of the rarest complications associated with chiropractic care occurring at a rate between one instance
per one million to one per two million cervical spine (neck) adjustments may be a vertebral injury that could lead to a stroke.

Prior to receiving chiropractic care in the chiropractic office, a health history and physical examination will be completed. These
procedures are performed to assess your specific conditions, your overall health and in particular your spinal health. These
procedures will assist us in determining if chiropractic care is needed, or if any further examinations or studies are needed. In
addition, they will help us determine if there is any reason to modify your care or provide you with a referral to another health
care provider. Allrelevant finding will be reported to you along with a care plan prior to beginning care.

e |understand and accept that there are risks associated with chiropractic care and give consent to the examination that
the doctor deems necessary and the chiropractic care, including spinal adjustments, as reported following my
assessment.

e | authorize and request payment of insurance benefits directly to Dr. Erick Dobrzynski, D.C. | agree that this
authorization will cover all services rendered untill revoke the authorization. | agree that a photocopy of this form may
be used in place of the original. All professional services rendered are charged to the practice member. Itis customary
to pay for services when rendered unless other arrangements have been made in advance. | understand that | am
financially responsible for charges not covered by this assignment.

Print Name:

Signature: Date:

If This Health Profile Is For A Minor/Child, Please Fill Out And Sign Below
Written Consent For A Child

Name of practice member who is a minor/child:

| authorize Dr. Erick Dobrzynski and any and all Pure Chiropractic staff to perform diagnostic procedures, radiographic
evaluations, render chiropractic care and perform chiropractic adjustments to my minor/child. As of this date, | have

the legal right to select and authorize health care services for my minor/child. If my authority to select and authorize
care is revoked or altered, | will immediately notify Pure Chiropractic.

Guardian Signature: Date:

Relationship To Minor/Child:
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Notice of Privacy Practices Acknowledgement
| understand that | have certain rights of privacy regarding my protected health information, under the Health
Insurance Portability & Accountability Act of 1996 (HIPPA). | understand that this information can and will be used to:
1. Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be
involved in that treatment directly and indirectly.
2. Obtain payment from third-party payers.
3. Conduct normal healthcare operations, such as quality assessments and physicians certifications.

| acknowledge that | may request your NOTICE OF PRIVACY PRACTICES containing a more complete description of the
uses and disclosures of my health information. | also understand that | may request, in writing, that you restrict how
my private information is used to disclose to carry out treatment, payment, or healthcare operation. | also
understand you are not required to agree to my requested restrictions, but if you agree, then you are bound to abide
by such restrictions.

Signature: Date:

X-Ray Authorization

As your healthcare provider, we are legally responsible for your chiropractic records. We must maintain a record of
your x-rays in our files. At your request, we will provide you with a copy of your x-rays in our files. Digital x-rays on a
CD will be available within 72 hours of request on any regular practice hours day. Please note: X-rays are utilized in
this office to help locate and analyze vertebral subluxations. The doctor of Pure Chiropractic does not diagnose or
treat medical conditions; however, if any abnormalities are found, we will bring it to your attention so that you can

seek proper medical advice.
By signing below you are agreeing to the above terms and conditions.

Print Name: Date of Birth:

Signature: Date:

FEMALES ONLY: To the best of my knowledge, | BELIEVE | AM NOT PREGNANT at the time the x-rays are taken at Pure
Chiropractic.

Signature: Date:

DO NOT WRITE BELOW THIS LINE o DO NOT WRITE BELOW THIS LINE o DO NOT WRITL BELOW THIS LINE

Cervicals (cim) Thoracics (cm) Lumbars {cmy)
Lateral Cervical: tateral Thoracic: Lateral Lumbar:
AP Cervical: AP Thoracic: AP Lumbar:
APOM:

Flexion/Extension:

Obligues:




