
CHILDREN’S HEALTH RECORD

MOTHER’S PREGNANCY AND LABOR

ABOUT YOUR CHILD REASON FOR THIS VISIT
Name__________________________________________

Home Phone________________  Birthdate____________

Age_____________  Gender    M         F

Height__________  Weight_______________

Address_________________________________________

City/State/Zip_____________________________________

Parent�’s Name____________________________________

Parent�’s Employer_________________________________

Parent�’s Work/Cell Phone___________________________

Parent�’s preferred method of contact:    Call     Text     Email

Parent�’s Email Address_____________________________

Has your child been checked by a Doctor of Chiropractic?

      Y     N

If �“Yes�”, who?_____________________________________

Were x-rays taken?    Y     N

Who is your regular pediatrician_____________________

Describe the purpose of this visit______________________
_________________________________________________
Is the purpose of this appointment related to
       sports              auto             fall               home injury
      chronic discomfort        chronic condition        other
Explain___________________________________________
When did this condition begin?________________________
Has this condition
       gotten worse         stayed constant         comes and goes
Does this condition interfere with
       sleep            daily routine       other activities
Explain___________________________________________
Has this condition occurred before?  Y        N
Explain___________________________________________
Have you seen other doctors for this condition?    Y        N
    Dr's Name(s)____________________________________
Type of Treatment__________________________________
Results __________________________________________

Was a c-section performed?   Y     N
Did the delivery doctor pull or twist the

    baby during delivery?    Y     N

Was the delivery premature?   Y     N
If �“Yes�”, at  the _______ month and __________ weight
Newborn trauma (medical procedures and tests)
_____________________________________________
_____________________________________________
Check any of the following if the child experienced it
immediately after birth:
Jaundice
Feeding Problems
Other Condition(s)
Explain________________________________________
Did you breastfeed you child?   Y     N
How long?   ___________________

During pregnancy, did the mother:

.....take any medication?    Y     N
 Explain_____________________________

.....smoke or consume alcohol?   Y     N

.....experience any illness?   Y     N
 Explain_____________________________

Did you have ultrasound during this pregnancy?  Y     N
How many times?    _____
Place of Birth:  Home/Birthing Center/Hospital
Provider: Midwife/OB-GYN/Other_____________
Approximately how long did labor last?_____ hours
What position did you deliver in: Squatting/On Back

Was labor chemically induced?   Y     N

Was anesthesia used?    Y     N
Type_________________________________________

Was labor doctor assisted?   Y     N

Were forceps or vacuum extraction used?   Y     N



CHILD’S CURRENT HEALTH STATUS

VACCINATIONSCHILD’S HEALTH HISTORY

Please check each of the diseases or conditions that the 
child has had in the past. While they may seem unrelated
to the purpose of the appointment, they can affect the 
overall diagnosis and course of care for your child.

 Vision Problems   Pink Eye

 Headaches   Ear Problems

 Seizures   Tubes in the Ears

 Sleeping Disorders  Hearing Disorders

 Irritability   Attention Problems

 Colic    Frequent Colds

 Skin Problems   Colic

 Allergies   Digestive Problems

 Breathing Problems  Postural Problems

 Asthma    Other____________

 Hyperactivity   _________________

 Constipation   _________________

 Bed Wetting   _________________

GOALS FOR MY CHILD’S CARE

Is your child accident prone?   Y     N
Has your child:

.....been hospitalized?    Y     N

.....had any surgeries?    Y     N

.....had a severe fall?    Y     N

.....had a fracture or dislocation?   Y     N

.....been in a car accident?   Y     N

Does your child play any sports?   Y     N

List__________________________________________

Other than the classroom, does your child spend 

prolonged time sitting?    Y     N

Has your child ever taken antibiotics?  Y     N
If �“Yes�”, explain________________________________

Is your child currently taking any medication? Y     N
If �“Yes�”, explain________________________________
Does your child have difficulty interacting with school-

mates or friends?    Y     N
Have you or anyone else noticed that your child is 
nervous, twitches, shakes or exhibits rocking behavior?

      Y     N
What changes (if any) in your childs health or behavior 
would you like accomplished?_____________________

Children see Chiropractors for a variety of reasons. Some 
go for relief of pain, some to correct the cause of pain and 
other for correction of whatever is malfunctioning in their
bodies. Your Doctor will weigh your needs and desires 
when recommending your child�’s Chiropractic care program.
Please check the type of care desired so that we may be
guided by your wishes whenever possible.
 
 Relief Care - Symptomatic relief of pain or 
 discomfort

 Corrective Care - Correcting and relieving the cause
 of the problem as well as the symptom

 Comprehensive Care - Bring whatever is 
 malfunctioning in the body to the highest state of 
 health possible with Chiropractic care.
 
 I want the Doctor to select the type of care
 appropriate for my child.

_________________________________________________

 Parent/Guardian Signature      Date

Have you chosen to vaccinate your child?  Y     N

If �“Yes�”, circle all vaccinations the child has received:

DPT MMR Polio Chicken Pox Hepatitis

Other_________________________________________

Describe any and all reactions to vaccine(s):

______________________________________________

Developmental Disorders



AUTHORIZATION TO CARE FOR A MINOR CHILD

I hereby authorize Dr. Megan Hondru D.C. to administer Chiropractic care, to work with my child 
(name)_________________________ through the use of adjustments and procedures to the spine, as she

deems appropriate.

I clearly understand and agree that all services rendered are charged directly to me and that I am personally responsible for
payment at the time of the visit. The Doctor will not be held responsible for any pre-existing medically diagnosed conditions 
nor for any medical diagnosis. I also understand that if my child�’s care is suspended or terminated, any fees for professional 
services already rendered  will become immdiately due and payable.

____________________________________________   __________________________________________
  Patient�’s Name (Print)               Parent or Legal Guardian�’s Name (Print)

___________________________________________________________    _______________________________________
     Parent/Guardian�’s Signature Authorizing Care   Date             Witness�’ Signature

The human body is designed to be healthy. The primary system in the body which coordinates health is 
the nervous system. The healthy function of every cell, every system, every organ is dependent upon the integrity 
of the nervous system. The bones of the skull and vertebrae of the spine house and protect the central nervous 
system.

From the birth process until the present, events have occured in your child�’s life which may have caused 
interference and damage to this delicate system. Physical, emotional and chemical stresses common to our 
contemporary lifestyles can result in misalignment and damage to the spinal column. This interference is called 
the Vertebral Subluxation Complex.

This form will help reveal the causes of Vertebral Subluxation which interfere with the optimal function of your 
child�’s nervous system and therefore impair your child�’s inborn health and well-being.

Today we are becoming more aware of how current technological lifestyles and practices expose our children�’s 
nervous systems to continuous stresses. These result in Vertebral Subluxations. 

Current scientific research is showing the direct relationship between the fuction of the nervous system and 
immune system function. The integrity of the nervous system is therefore imperative to a healthy immune 
system in your growing child.

Today your child has the opportunity to have a spinal analysis by a Doctor of Chiropractic, the only health care 
provider qualified to locate, analyze and correct the Vertebral Subluxation Complex. Correction of the Subluxation
with the Chiropractic Adjustment is the beginning of greater health and well-being for your child. 


