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McLeod / Hope Chiropractic


Eastpointe/ Shelby/ Waterford
586-992-8888   -michiganchiropractors.com


New Patient- Child Information
Parent/Guardian: _______________________
Child’s Name:__________________________
Address: ______________________________
City/State/Zip:_________________________

Phone #:______________________________
D.O.B:_______________ Sex:    M   or    F

Who is responsible for your child’s bill? ___You  ___Spouse  ___Auto Ins. ___Health Ins.


Regarding Pregnancy:
Was the mother on medication? If so, what medication(s)? Did the mother smoke or consume any alcoholic beverages? ___________________________________________________________________________
Did the mother experience any back pain ?______________________________

Approximately how long was labor?_________ 
Was the mother physically ill?    Y     N             If so, what illness?_______________________

Regarding Labor:

Was labor chemically induced?    Y     N


Doctor Assisted?    Y     N


Was it a C-section?    Y     N



Were forceps used?    Y     N


Did the doctor have their hands on the infant?  Y   N
Were you lying down?    Y     N


Was a family member present? If yes, who? ________________________________

Was the baby premature?    Y     N
What was their age & weight?__________________


Does your child have or suffer from any of the following?
Headaches          Allergies             Ear Problems         Breathing Problems/Asthma      Scoliosis

Poor Posture          Sleeping Disorders          Irritability       Hyperactivity       Bloody Noses

Frequent Colds/Flu          Meningitis         Colic        Constipation          Diarrhea          Rashes          
Lactose Intolerance          Learning Disorders           Social Disorders         Bed Wetting           
Digestive Problems            Other:______________________

Regarding your child’s health history:
Is your child accident prone?    Y     N           

Has your child had any falls down steps?    Y     N

Has your child fallen from heights over 2 feet?    Y     N

Has your child been in any auto accidents?    Y     N

Has your child had any fractured/broken bones or sprain injuries?    Y     N 

If so, what?_________________________________

Has your child been hospitalized or had any surgeries?    Y     N


Is there anything else that you feel we should know before caring for your child?____________________________________________________________________________________________________________________________________________________________________________________________________________________________

Parent/Guardian Signature:____________________________        Date:______________
