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PEDIATRIC PATIENT  DEMOGRAPHIC INFORMATION 
(Pediatric 0-6 yrs.) 

 

 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 

 
 
 

  
Patient Name: _____________________________________________________________________ 

Date of Birth: _________________________  Social Security #:  ____________________________   

Address: _________________________________________________________________________ 

_________________________________________________________________________________ 
 City      State    Zip 

Purpose of this appointment: _______________________________________________________ 

_________________________________________________________________________________ 

Mother’s Name: ___________________ Phone (H): ________________ (W): ________________ 

Employer: ________________________ Occupation: ____________________________________ 

Father’s Name: ____________________ Phone (H): ________________ (W): ________________ 

Employer: ________________________ Occupation: ____________________________________ 

Legal Guardian: __________________________________________________________________ 

Relationship to Patient: ____________________________________________________________ 

 
 
Have you received chiropractic care in the past?   Yes  �     No  �      When? ___________________ 
 
If yes, please give name of the Chiropractor: ____________________________________________ 
 
Please describe the reason for previous care: _____________________________________________ 
 
Name of your Medical Doctor: _______________________________________________________ 

 
List the name of your health insurance company: ________________________________________ 
 
Social Security Number of person with insurance: ________________________________________ 
 
My insurance policy number is: _____________________ 
 
Complete if applicable to your current health condition: 
 

Case Type:   Personal Injury  �      Auto Accident  �      Other  �      
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Dear Patient (Parent/Legal Guardian): 
 
For our records and for your convenience, please check the appropriate box for the following questions.  Thank 
you and welcome to the Anderson Chiropractic Clinics. 
 

1. Is the patient a Medicare Patient?   YES   NO  

If so, please state your secondary insurance carrier:     

2. Is the patient a Medicaid Patient?   YES   NO        

3. Are you filing for a Personal Injury case?  YES   NO  
 

 
Age (yrs.) _____ (mos.) ______   Date-of-Birth_________________   Sex:  M    F    # of Siblings: _______ 

Birth Weight _____________________  Birth Length ________________ 

Present Weight ___________________  Present Length ______________ 

Was the birth:  � Normal Vaginal    � Forceps 
   � Cesarean     � Vacuum Extraction 
   � Breech     � Home Birth 
   � Birthing Center ___________________ � Hospital ____________________ 
Pregnancy Problems ________________________________________________________________________ 

Labor or Delivery Problems ___________________________________________ APGAR Scores _________ 

Congenital Defects / Anomalies _______________________________________________________________ 

Was there presence at birth:  � Meconium  � Cyanosis (blue)  � Jaundice (yellow) 

Pediatrician / Family MD ____________________________ Address _________________________________ 

Obstetrician / Midwife _______________________________ Address ________________________________ 

 
Immunization Dates  HEP B ____________ OPV ____________  MMR ____________ 
    DTP ______________ HIB _____________  VAR _____________ 
 
Childhood Diseases  � Measles _____________________  � Chickenpox __________________ 
    � Whooping Cough ______________ � Mumps _____________________ 
    � Other ___________________________________________________________ 
Date and purpose of last MD visit ______________________________________________________________ 

Has this child been treated for any emergency? YES NO Describe ____________________________ 
 

 

Surgeries _________________________________________________________________________________ 

Medications _______________________________________________________________________________ 

Accidents _________________________________________________________________________________ 
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�  Allergies �  Colds / Flu �  Hear Trouble �  Poor Appetite 
�  Anemia �  Constipation �  Hyperactivity �  Rheumatic Fever 
�  Arm Problems �  Convulsions �  Hypertension �  Ruptures / Hernias 
�  Arthritis �  Diabetes �  Joint Problems �  Sinus Trouble 
�  Asthma �  Diarrhea �  Leg Problems �  Sugar Levels 
�  Backaches �  Digestion Problems �  Muscle Jerking �  Tuberculosis 
�  Bed Wetting �  Dizziness �  Neck Problems �  Walking Problems 
�  Behavior Problems �  Fainting �  Neuritis �  Broken Bones 
�  “Growing Pains” �  Orthopedic Problem �  Chronic Earaches �  Headaches 
�  Paralysis    
Is there anything else we should know about this child? _____________________________________________ 

__________________________________________________________________________________________ 

Diet ______________________________________________________________________________________ 

Environmental Factors _______________________________________________________________________ 

 
 
PERSONAL INJURY ONLY: 

Was your child injured in an automobile accident?  YES  NO  

If YES, please explain _______________________________________________________________________ 

__________________________________________________________________________________________ 

Was the child riding in a car seat?   YES   NO ____________________________________________________ 

Was the car seat in the front or rear sear, facing forward or backward? ______________________________ 

Was the child struck by an air bag?   YES   NO ___________________________________________________ 

Was the child in a booster sear?   YES   NO ______________________________________________________ 

Was the vehicle struck from the    Rear  /  Front  /  Left Side  /  Right Side? 

List any visible bumps, bruises, cuts, etc on the child that was caused by this accident? ___________________ 

__________________________________________________________________________________________ 

 
 
While we will work closely with you to resolve your chief complaint, as health professionals we are also 
concerned about your overall wellness.  On future visits we will discuss issues with you that may impact 
your overall health. 
 

All the answers I have given are correct to the best of my knowledge, and I agree to continue with my 
Chiropractic evaluation with Anderson Chiropractic Clinics at this time.  
___________________________________________ __________________________________________ 
Print name of Parent or Legal Guardian   Relationship 
 
___________________________________________ __________________________________________ 
Signature of Parent or Legal Guardian   Date 
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Anderson Chiropractic Offices 
 

Consent for Purposes of Treatment, Payment and Healthcare Operations 
 

I, _______________________________________ [Name of Individual] consent to Anderson Chiropractic 
Offices’ (“the Practice’s”) use and disclosure of my Protected Health Information for the purpose of providing 
treatment to me, for purposes relating to the payment of services rendered to me, and for the Practice’s general 
healthcare operations purposes. Healthcare operations purposes shall include, but not be limited to, clinical 
education, quality assessment activities, credentialing, business management and other general operation 
activities. I understand that the Practice’s diagnosis or treatment of me may be conditioned upon my consent as 
evidenced by my signature on this document. For purposes of this Consent, "Protected Health Information" 
means any information, including my demographic information, created or received by the Practice, that relates 
to my past, present, or future physical or mental health or condition; the provision of health care to me; or the 
past, present, or future payment for the provision of healthcare services to me; and that either identifies me or 
from which there is a reasonable basis to believe the information can be used to identify me. I understand I have 
the right to request a restriction on the use and disclosure of my Protected Health Information for the purposes 
of treatment, payment or healthcare operations of the Practice, but the Practice is not required to agree to these 
restrictions. However, if the Practice agrees to a restriction that I request, the restriction is binding on the 
Practice. I understand I have a right to review the Practice’s Notice of Privacy Practices prior to signing this 
document. The Notice of Privacy Practices describes my rights and the Practice’s duties regarding the types of 
uses and disclosures of my Protected Health Information. I have the right to revoke this consent, in writing, at 
any time, except to the extent that the Chiropractor or the Practice has acted in reliance on this consent. 
 
 
____________________________________________________ 
Signature of Patient or Personal Representative 
 
____________________________________________________ 
Name of Patient or Personal Representative 
 
____________________________________________________ 
Date 
 
____________________________________________________ 
Description of Personal Representative’s Authority 
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Informed Consent to Chiropractic Treatment 
 
The Nature of Chiropractic Treatment: The doctor will use his/her hands or a mechanical device in order to 
move your joints. You may feel a “click” or “pop” similar to the noise produced when a knuckle is “cracked,” 
and you may feel movement of the joint. Various ancillary procedures, such as hot or cold packs, electric 
muscle stimulation, therapeutic ultrasound, or traction may also be used.  
 
Possible Risks: As with any health care procedures, complications are possible following a chiropractic 
manipulation. Complications could conceivably include fracture of bone, muscular strain, ligamentous sprain, 
dislocations of joints, or injury to intervertebral discs, nerves, or spinal cord . A minority of patients may notice 
stiffness or soreness after the first few days of treatment. The ancillary procedures could produce skin irritation, 
burns, or other minor complications. There are reported cases of stroke associated with visits to medical doctors 
and chiropractors. Research and scientific evidence does not establish a cause and effect relationship between 
chiropractic treatment and the occurrence of stroke; rather, recent studies indicate that patients may be 
consulting medical doctors and chiropractors when they are in the early stages of a stroke. The possibility of 
such injuries occurring in association with upper cervical adjustment is extremely remote.  
 
Probability of Risks Occurring: The risks of complications due to chiropractic treatment have been described 
as “rare” to “extremely rare”, statistically less often than complications from taking a single aspirin tablet..  
 
Other treatment options which could be considered may include the following:  
1. Over-the-counter analgesics. The risks of these medications include irritation to stomach, liver, and kidneys, 
and other side effects in a significant number of cases.  
2. Medical care, typically anti-inflammatory drugs, tranquilizers, and analgesics. Risks of these drugs include a 
multitude of undesirable side effects and patient dependence in a significant number of cases.  
3. Hospitalization in conjunction with medical care adds risk of exposure to virulent communicable disease in a 
significant number of cases.  
4. Surgery in conjunction with medical care adds the risks of adverse reaction to anesthesia, as well as an 
extended convalescent period in a significant number of cases.  
 
Risks of Remaining Untreated: Delay of treatment allows formation of adhesions, scar tissue, and other 
degenerative changes. These changes can further reduce skeletal mobility, and induce chronic pain cycles. It is 
quite probable that delay of treatment will complicate the condition and make future rehabilitation more 
difficult.  
 
Unusual Risks: I have had the following unusual risks of my case explained to me:  
 
I have read the above explanation of chiropractic treatment. I have had the opportunity to have any 
questions answered to my satisfaction. I have fully evaluated the risks and benefits of undergoing 
treatment. I have freely decided to undergo the recommended treatment, and hereby give my full consent 
to treatment.  
 
Signature of Patient :_____________________________  Date:_______________ 
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Financial Policy 
Version 6.2017 
This is an agreement between Anderson Chiropractic Office,S.C. (DBA: Anderson Chiropractic Clinics), a 
Wisconsin Professional Corporation, and the Patient named on this form. 
 
By executing this agreement, you are agreeing to pay for all services that are received, and agree to all of the 
policies hereby within. 
 
Signature: _________________________    Date: ___________________________________  
 
 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 
 
I, ____________________________, [patient’s name] acknowledge that I have received, reviewed, understand 
and agree to the Notice of Privacy Practices of  Anderson Chiropractic Office, S.C., (DBA; Anderson 
Chiropractic Clinics), which describes the Practice’s policies and procedures regarding the use and disclosure of 
any of my Protected Health Information created, received or maintained by the Practice. 
 
 
 
________________________________________________ _____________________ 
Signature         Date  
 
________________________________________________   
Print Name 
 
 


