CONFIDENTIAL PATIENT INFORMATION

Child's Name: Parent/Guardian Name(s):
_ Street Address: City, State, Zip: a
Cell Phone: - Other Phone: - _Cﬁld; Sex;l OM OF
Email: Child’s SS# | o o _ Birthdate: _A;;e:
“How did yo_u hear abéut us? - - Weight: | Height: o

Who is your primary care physician? ”

ks your child receiving care from anx_/ other health prb?ess_ionals? OYes ONo "
- Ifyes, please name them and their specialty:

Please list any drljgs/medications/vitamins/herbs/other that ybur child is Eaking:

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

Has your child ever received care for this condition before? OYes O No
- Ifyes, please explain:

When did—the condition first be_g'in? - How did the problém start? O St;ddenly O Gradually_O Post-Injury

Is this condition: O Get;ing worse E) Improving O lnterm?ttent O Constant O Unsure
What makes the problem better? What makes the problem worse?

HEALTH GOALS FOR YOUR CHILD

What are your top three health goals for your child: What would you like to gain from chiropractic care?
1. B o O Resolve existing condition

2. ) — ~ O Overall wellness

3, ) OBoth

Have you ever visited a chiropractor? O Yes ONo  If yes, what is their name?
What is their speciafty? O Pain Relief - O Physical Therapy & Rehab O Nutritional O Subluxation-based O Other:

PREGNANCY & FERTILITY HISTORY

Please tell us about your pregnancy

Anyfertility issues? O Yes O No  Ifyes, please explain:
Did mother smoke? O Yes O No  ifyes, how many per week?
Did mother drink? O Yes O No  Ifyes, how many per week?
Did mother exercise? O Yes O No  ifyes, please explain:
Was mother ill? O Yes O No  Ifyes, please explain:
Any ultrasounds? O VYes O_No Ifyes, 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:

for individual use only. Reprint or reproduction prohibijted.




LABOR & DELIVERY HISTORY
Child's birth was: O Natural vaginal birth O Scheduled C-section O Emergency C-section At how many week's was your child born?

Child's birth was: O Athome O At a birthing center O At a hospital O Other: Doctor/Obstetrician's Name:

Please check any applicable interventions or complications;

O Breech O Induction O Painmeds O Epidural O Episiotomy O Vacuum extraction O Forceps (O Other

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

Child's birth weight: Child's birth height: APCAR score at birth: APGAR score after 5 minutes:

GROWTH & DEVELOPMENT HISTORY
Isiwas your child breastfed? O Yes O No  Ifyes, how long? Difficulty with breastfeeding? OYes O No

Did they ever use formula? OYes ONo Ifyes, at what age? If yes, what type?

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

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

Atwhat age did the child: ~ Respond to sound: _______.. Follow an object________ Hold their head up:______Vocalize:______Teethe:
Sitalone: . 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 histary, including the year:

Please list any major injuries, accidents, falls and/or fractures y_dur child has sustained in his/her Iif_étime, inclucﬁr@ the year:

Have you chosen to vaccinate your chlld? ONo O Ves, onadelayed or selective schedule O Yes, on schedule
- Ifyes, please list any vaccination reactions:

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

Night terrors or d|ff|culty sleepmg? O Yes ONo lfyes please explam “

Behavioral, social or emotional issues? OYes ONo lfyes please explain:

How fow many hours per day does your Chl|d typ|cally spend watchlng a T\/ computer, tablet or phone?

How would you describe your child's diet? O Mastly whole, organic foods O Pretty average O ngh amount of processed foods

ACKNOWLEDGMENT & CONSENT

Patient Signature: Date: .
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(Patient Review of Systems

THE NERVOUS SYSTEM CONTROLS AND COORDINATES ALL ORGANS AND STRUCTURES OF THE HUMAN BODY

Please check the corresponding boxes for each symptom or condition you have experienced - including both past and present.

m FUNCTIONS SYMPTOMS
& &
& =
Qé\q&g qvéq‘{‘g,
Autonomic Nervous D:I Colic & Excessive Crying ED Epilepsy & Seizures
System
ENT System D__—l Ear & Sinus Infections |:|:l Sensory & Spectrum
Vision. Balance & [ [ ] Attergies & Congestion [ T ] Abb/ADHD
Coordination Dj Immune Deficiency D:] Focus & Memory Issues
Speech I:I:] Headaches & Migraines D:_—J Anxiety & Stress
Cervical Immune System D:] Vertigo & Dizziness D__—_J Balance & Coordination
ervica
Digestive System I:l:! Sore Throat & Strep D:] Speech Issues
NsNeldSUPPW to Elj Swollen Tonsils & Adenoids [:I:I TMJ / Jaw Pain
Shoulders, Arms - . .
& Hands I___D Vision & Hearing issues D:] Stiff Neck & Shoulders
Sympathetic Nucleus [T Low Energy & Fatigue [ [ ] pepression
Metabolism D:l Diffigulty Steeping I:D High Blood Pressure
[:I:] Pain, Numbness & Tingling [:I___I Poor Metabolism &
in Arms to Hands ’ Weight Control
Upper G.L. D:] Reflux / GERD D:] Bronchitis & Pneumonia
Upper Respiratory System . - . .
Thoracic ) ‘ D:l Chronic Colds & Cough EI:] Functional Heart Conditions
Cardiac Function D:l Asthma
(I\:/‘l:;{:)eerlgestlve ED Gallbladder Pain / Issues D:I Indigestion & Heartburn
Detox & Immunity l:]:] Jaundice Dj Stomach Pains & Ulcers
D:] Fever l:l:l Blood Sugar Problems
stress Response I:l:l Behavior Issues D:I Allergies & Eczema
Filtration & . . .
T:;owe,: Elimination I__—_l:] Hyperactivity Dj Skin C‘ondmons / Rash
oracic i i i
Gut & Digestion D:l Chronic Fatigue EI:] Kidney Problems
Hormonal Control D:' Chronic Stress I:D Gas Pain & Bloating
I(_Xzzil;[g:‘ilé)n & l:l:] Constipation. D:l Sciatica & Radiating Pain
Motility) D:I Chrohn’s, Colitis & IBS D:I Lumbopelvic / S1 Joint Pain
Gut-lmmune System I:Ij Diarrhea l___D Hamstring Tightness
Major Hormonal El:l Bed-wetting I:D Disc Degeneration
Lumbar, Cantrol Dj Bladder & Urination Issues D:] Leg Weakness & Cramps
‘Sacrum
& Pelvis [D Cramps & Menstrual Issues l:[:l Poor Circulation & Cold Feet
D:l Cysts & Endometriosis D:I Knee, Ankle & Foot Pain
D___l infertility I:I:I Weak Ankles & Arches
D___l Impotency I___lj Lower Back Pain
[_—_I:I Hemorrhoids D:] Gluten & Casein Intolerance

Patient Name ) Date
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FAMILY} FIRST

A, Electronic Health Records Intake Form
This form complies with CMS EHR incentive program requirements
First Name: Last Name:
Email address: @

Preferred method of communication for patient reminders (Circle one): Email / Phone / Mail

boB: _/ / Gender (Circle one): Male /Female  Preferred Language:

Smoking Status (Circle one): Every Day Smoker / Occasional Smoker / Former Smoker / Never Smoked

Smoking Start Date (Optional):

Family Medical History (Record one diagnosis in your family history and the affected —\
Diagnosis Father Mother Sibling: Offspring:
(Write in below) ( )| )
Example: X

Heart Disease

Race (Circle one): American Indian or Alaska Native / Asian / Black or African American / White (Caucasian)
Native Hawaiian or Pacific Islander / | Decline to Answer

Ethnicity (Circle one): Hispanic or Latino / Not Hispanic or Latino / | Decline to Answer

Are you currently taking any medications? (Include regularly used over the counter medications)
Medication Name Dosage and Frequency (i.e. 5mg once a day, etc.)

' Do you have any medication allergies?
Medication Name Reaction Onset Date [ Additional Comments

|

11 choose to decline receipt of my clinical summary after every visit (These summaries are often blank as o

resuft of the nature and frequency of chiropractic care.)

Patient Signature: Date:

 For office use—only

Height: Weight: Blood Pressure: / HR TemP.
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Dr. Monique Weddle, DC HEALTHECENTER 4911 Bridgers Road
Dr. William R McGowan, DC Shallotte, NC 28470
Dr. Kate Petersen, DC Office: 910-755-5483

Fax: 910-755-5484

INFORMED CONSENT FOR CHIROPRACTIC CARE

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be working for the same
objective. It is important that each patient understands both the objective and the method that will be used to attain it. This will prevent
any confusion or disappointment. You have the right, as a patient, to be informed about the condition of your health and the
recommended care and treatment to be provided so that you may make the decision whether or not to undergo chiropractic care after

being advised of the known benefits.

Chiropractic is a science and art which concerns itself with the relationship between structure (primarily the spine) and function
(primarily the nervous system) as that relationship may affect the restoration and preservation of health. Health is a state of optimal
physical, mental, and social well-being, not merely the absence of disease or infirmity.

One disturbance to the nervous system is called a vertebral subluxation. This occurs when one or more of the 24 vertebrae in the spinal
column become misaligned and/or do not move properly. This causes alteration of nerve function and interference to the nervous
system. This may result in pain and dysfunction or may be entirely asymptomatic.

Subluxations are corrected and/or reduced by an adjustment. An adjustment is the specific application of forces to correct and/or
reduce vertebral subluxation. Our chiropractic method of correction is by specific adjustments of the spine. Adjustments are usually
done by hand, but may be performed by handheld instruments. In addition, ancillary procedures such as physiotherapy and/or
rehabilitative prdcedures may be included.

If during the course of care we encounter non-chiropractic or unusual findings, we will advise you of those findings and recommend
that you seek the services of another health care provider.

All questions regarding the doctor’s objective pertaining to my care in this office have been answered to my complete satisfaction.

The benefits, risks, and alternatives of chiropractic care have been explained to me to my satisfaction. I have read and fully understand
the above statements and therefore accept chiropractic care on this basis.

Print Name Signature Date
Consent to evaluate and adjust a minor/child:

I, __,being the parent or legal guardian of - _ haveread and fully
understand the above Informed Consent dnd hereby grant permission for my child to receive chiropractic care.

Signature -  Date

Pregnancy Release:

This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his/her associates have my permission
to perform an x-ray evaluation. I have been advised that x-ray can be hazardous to an unbomn child.

Date of last menstrual cycle: ]

Signatu_re o



