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Active Chiropractic
Dr. Craig Russell      Dr. Devon Phillips      Dr. Kristen Sheppard
Confidential Child History

Personal Information
Name: ______________________________________   Date of Birth: ___ /___ /____(Day/Month/Year)  Age: ___
Sex:  M / F   Address: __________________  Town/City__________________________Postal Code: ___________
Phone (Home): ____________________
__ (Parent’s Work and/or Cell): __________________________________
Alberta Health Care #: __/ __/ __/ __/ __/ - __/ __/ __/ __/   Present Weight _______ Present Height________
How did your hear about our office? _______________________________________________________________
What is your reason for visiting our office?  ____________________________________________________
AUTHORIZATION FOR CARE OF A MINOR
Parent/Guardian Names: ________________________________________________________________________
If this visit is for a Child’s spinal check-up, skip to “Delivery History”.
List other care undergone for this complaint including medications:  
_____________________________________________________________________________________
When did this problem begin?
_____________________________________________________________________________________________
_____________________________________________________________________________________________
Pattern of Problem:  Constant/Occasional/Cyclical

Aggravating Factors:____________________________________________________________________________
Relieving Factors: ______________________________________________________________________________
Effects of problems on body function and daily activities: ______________________________________________
Prior occurrence: ______________________________________________________________________________
Other Health Concerns:  ______ __________________________________________________________________
DELIVERY HISTORY (Please Circle)
Hospital/Birthing Centre/Home/Medical/Midwife   Duration of Gestation:  ________ Weeks
Assisted With:  Yes   No   If Yes:  Vacuum extraction/  C-section/Induced Labour    Duration of Labour _________
Complications at Birth:  Yes  No  If Yes, Explain: ______________________________________________________

Normal Delivery:  Yes  No    Birth Weight _____ Height_____ 

GROWTH AND DEVELOPMENT

Was the infant alert and responsive within 12 hours of delivery?  Yes  No   Explain: _________________________

_____________________________________________________________________________________________

At what age did the child:  Respond to sound _____ Follow an object _____  Hold up head _____ Vocalize _____

Sit Alone _____ Teethe_____  Crawl_____ Walk_____  Do sleeping patterns seem normal to you?  Yes   No
Any health problems (cancer, diabetes, heart disease) on Mother’s side ___on Father’s side ___With Siblings ___
Since  health problems can be related to many stressors, the following information is very important to us!

CHEMICAL STRESSORS:
Was the baby breast fed?  Yes  No   How Long? ______  

Formula introduced at age ______  Type of Formula Used ______  Introduction of cow’s milk at age ______
Solid foods at age ______ Type ____________ Age commercial baby food introduced and type ________________
Food/Juice intolerance:  Yes   No   Type: ___________________  Allergies:  _______________________________
During pregnancy did mother smoke?  Yes  No     Consume alcohol?   Yes No   Please list any illnesses mother had during pregnancy.  ___________________________________________________________________
Supplements taken during pregnancy _______________________________________________________________ 
 Drugs taken during Pregnancy ____________________________________________________________________
Any pets in the home?  Yes   No    Any smokers in the home?  Yes   No   Has child had any vaccinations?  Yes  No
If yes, any reactions?  ________________________    Please list medications or antibiotics child has taken:
______________________________________________________________________________________________

PSYCHOSOCIAL STRESSORS

Difficulties with lactation?   Yes  No    Problems with bonding?   Yes  No  Behavioral problems?  Yes  No   

If yes, onset of these problems ____________________________________________________________________

Any night terrors, sleep walking, difficulty sleeping?  Yes  No   Specify ____________________________________ 
Bedwetting?  Yes   No    What age did it stop?  _____
Average number of hours of television/week?  _____  Does your child seem normal for their age?   Yes  No
TRAUMATIC STRESSORS

Any trauma during pregnancy (falls, accidents)  Yes  No           Any evidence of birth traumas:  bruises, odd 

shaped head, stuck in birth canal, fast or excessively long birth, respiratory depression, cord around neck,  

other _____________________________________  Any falls from couches, beds, change tables?  Yes  No

Has child been hospitalized?  Yes  No   Any surgeries?  Yes  No  Specify __________________________________
Sports played and age begun _______________________________________ Number of hours played/week______
