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         Authorization of Care of Minor
         I hereby authorize Powell Family Chiropractic and Dr. Maceo Powell to administer care as they so deem necessary to my    
         son/daughter/ward.

[bookmark: _GoBack][image: C:\Users\Administrator\Documents\PFC LOGO\png.png]Signed: _______________________________________________ Witnessed: _________________________ Date: _____________
234 N. Rhodes Ave.; Suite 105 ~ Sarasota, FL 34237
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GROWTH & DEVELOPMENT

infantfooding: 0 Breast  QBotle O Fornua

Number of hours of sieep each ight: Qualty of sieep:

At what age did the child:

Respond to sound: Crawt: Hold head up:
Standt: Sit unsupported: Walk unsupported:

‘CHILDHOOD DISEASES, ILLNESSES & VACCINATIONS

Has your chid had (check all that appiy)2:

 Cricken Pox  Moasies Q Rubeola

Q Mumps. Q Rubela Q Partussishthooping Cough
Has your chid eve suflerd from (check a that appy):

0 Alergies.  Broken Bones Q Digestv Issues Q Hypertension
0 Anemia 1 Chvoric Ear Aches (constipation/clam®ea) ) jouverite

0 Am Problems. 0 Cads/Fu Q Dizzness Rneumatrold Arhits
0 Asthma 0 caie Q Faining Q Joint Problems.
0 Back Aches O Conwisions/Seizures 3 Headaches  Log Probiems
0 Bod Wettng Q Delayed Speech Q Hoar Trouble Q Neck Problems.
O Bohavioral Proplems 0 Diabetes Q Hyperactity Q Neurtis

Have you vaccinated your child?

B Oves 0 s scheduied  Detayed Schecle

Q Orthopedic Problems
Q Paraysis

Q Poor Appelite

Q Ruptures/Hemias.
Q Sinus Trouble

Q Tuberculosis

Q Walking Problems

ALLERGIES, MEDICATIONS, SURGERIES & FAMILY HISTORY
ALLERGIES (is) MEDICATIONS (st)

'SURGERIES (is) FAMILY HISTORY (ist)
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SIBLINGS

How many chidren do you have? Number of pregnancies:

onicrensAges  Aoyoucumnypregnan? ONo O Yes,'moue:
Chicrons hoahconcems: _____ Hoath concams rearaing s pregnancy?
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PATIENT INFORMATION

Patent Name Mother's Name
Address Mother's Occupation
ciy Mother's Phone
Home Phone. Mother's Email

Cell Phone

Email Father' Name

Se OM OF  Age  Bithaay Father’s Occupation
IN CASE OF EMERGENCY, CONTACT Father’ Phone.
Name Father's Email

Who may we thank for referring you?

HOW CAN WE HELP YOUR CHILD?

Q Welhess Checkup 0 Other:

1 your chid s aready experioncing a symptom, please describe t:

Has your chid been treated on an emergency basis? O Yes O No

Please describe:
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PREGNANCY HISTORY

Did you experience any comlications duing your prognancy? (check all that apph)

Q Back/Other Pain O Gestalional Disbetes O Pre/Eclampsia. Q sweps O NauseauNomiting
Q Pre-Term Q Fatigue Q Sweling 3 Other (please doscribe)

BIRTH HISTORY

Type of bitth (checiall that apply:

Q Hospial Q Bith Conter Q Home 3 Nommal /Vaginal Q Bresch

Q Cesarean 0O Scheduledinduced O Epidural

Problems during labor/ delvery?

Q Antibiotcs: O Congerital Anomalies 01 Failure to Thive. Q Jaundice O Meconium

O Respiratory Distress ) Extendad Hospitazation 01 Other





