Life Chiropractic/Back In Action

Bruce D. Stevens D.C.
217-A West Central, Lompoc CA 93436 « 805-737-5656

PEDIATRIC PATIENT
Name: o Male 0 Female
Address: Age:
City: State: Zip:
Date of Birth: Birth Weight: Birth Length:
Current Weight: Current Height: Number of Siblings:
Type of Birth: Please mark all that apply
U NORMAL VAGINAL QO FORCEPS 1 CESAREAN U BREECH
O HOSPITAL U BIRTHING CENTER U HOME

Infant’s Only: U BREAST W FORMULA W BOTH
Any Problems during the pregnancy:

Any problems during Labor/Delivery:

COO000000000000000000000000000000000000000000 0000000000000 0000000000000 000000000000
Purpose of this appointment:
Number of hours of sleep per night: Quality of sleep: QGOOD UOFAIR U POOR
122222222 2222222222 2222222222 222222222222 22 22 22 2222 222 222222222222 22222222 2222222222 24

Pediatrician/Family M.D.:

Date last visited M.D.: Purpose:

Immunization History:

Has your child ever been treated on an emergency basis? dYes [ No

If yes please describe:

1222222222222 2222222 2222222222222 22222222222222222222222222222222224

Is patient covered by health insurance: [dYes [dNo *If yes, please give your card to the Front Desk so they may get a copy

Name of Insurance:

Subscriber’s name: Subscriber’s DOB:

Member/ID #: Relationship:

Subscriber’s Employer:
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1222422222222 2222222 2222222222222 22222222222222222222222222222222224

Mother/Guardian Name:

Address:

City: State: Zip:
Home Phone: Cell Phone:

Work Phone:

Date of Birth: SSN:

DL/ID #: Issued State:

Father/Guardian Name:

Address:

City: State: Zip:
Home Phone: Cell Phone:

Work Phone:

Date of Birth: SSN:

DL/ID #: Issued State:

1222222222222 2222222 2222222222222 22222222222222222222222222222222224

AUTHORIZATION FOR CARE OF MINOR

I hereby authorize Life Chiropractic to administer care to my son/daughter.

SIGNED: DATE:
WITNESSED: DATE:

I realize that I am responsible for all fees charged by Life Chiropractic. I will pay for all
services as they are performed. X-Rays remain the property of this office.

SIGNED: DATE:
WITNESSED: DATE:
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