Life Chiropractic

217 “A” West Central, Lompoc, CA 93436 «805-737-5656

PEDIATRIC PATIENT INTRODUCTION

Childs Name:
First Middle Last
Age: Gender: o Male 0 Female
Mother/Guardian Name:
First Middle Last

Father/Guardian Name:

First Middle Last

Address: City: State:
Home Phone: Mothers Wk Phone: Fathers Wk Phone:
222222222222 222222 22222222222 22222222 222222 22 2222222 2222222222222 222222222222222222222222222 24
Childs Birth date: Birth weight: Birth Length:
Current Weight: Current Height: Number of Siblings:
Type of Birth: U NORMAL VAGINAL U FORCEPS O CESAREAN U BREECH

0 HOSPITAL U HOME U BIRTHING CENTER

Any Problems during the pregnancy:

Any problems during Labor/Delivery:

Infant Feeding: U BREAST U BOTTLE U4 FORMULA
Number of hours of sleep per night: Quality of sleep: QGOOD OFAIR O POOR
12222222222 222 222 222 222 222 222222 222 222 222222222 222 222 222 2L 222222 222 222222222222 222222222222 222
Obstetrician/Midwife:
Name Location
Pediatrician/Family M.D.:
Name Location
Date last visited M.D.: Purpose:
Immunization History:
Purpose of this appointment:
Has your child ever been treated on an emergency basis? Please Describe:

Please sign attached!



AUTHORIZATION FOR CARE OF MINOR

| HEREBY AUTHORIZE THIS CLINIC AND ITS DOCTOR(S) TO ADMINISTER
CARE AS THEY SO DEEM NECESSARY TO MY SON / DAUGHTER / WARD.

SIGNED: WITNESSED: DATE:

I REALIZE THAT I AM RESPONSIBLE FOR ALL FEES CHARGED BY THIS CLINIC
AND THAT I WILL PAY FOR ALL SERVICES AS THEY ARE PERFORMED. X-RAYS
REMAIN THE PROPERTY OF THIS CLINIC.

DATE: SIGNATURE:
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