
Child’s Name___________________________________________________________________________ 	 Date______________________________
	 Last	 First	 Middle Initial

Nickname__________________________________________ 	Gender_ __________ 	Date of Birth________________________ 	 Age______________

Mother’s Name_ ______________________________________________ 	Father’s Name_ _______________________________________________

Home Address________________________________________________ 	City_____________________________ 	State_ _____ 	Zip______________

Phone_ ___________________________________ 	Cell_ _________________________________ 	Work_ ___________________________________  

Parent’s Marital Status:    o Married     o Single     o Divorced     o Widowed	 Email________________________________________________

Insured’s Name__________________________________________________	Birthdate_ _________________________________________________

Insurance Company_ _______________________________________________________________________________________________________

List names and ages of other children in family_ __________________________________________________________________________________

Reason for today’s visit______________________________________________________________________________________________________

When did this problem first occur?_ _____________________________________________	Have they ever had this problem before?    o Yes   o No

Have they previously been treated for this problem?   o Yes   o No	 Doctor’s Name________________________________________________

Has your child previously had chiropractic care?         o Yes   o No	 Doctor’s Name________________________________________________

Whom may we thank for your referral?__________________________________________________________________________________________

DURING PREGNANCY
o Falls
o Car accidents
o Back pain
o Headaches
o Any other complications (list):

_________________________________________________

_________________________________________________

_________________________________________________

_________________________________________________

_________________________________________________

_________________________________________________

_________________________________________________

Was your child ever breast fed?   o Yes   o No      If yes, how long did you breast feed your child? ___________________  OR  o Still breast feeding        

If currently breast feeding, is there a preference for one breast over the other?   o Left   o Right   o No Preference       

List any recent falls or trauma:_______________________________________________________________________________________________

List all surgeries or fractures and when:________________________________________________________________________________________

List all medications and what they’re being used for:_______________________________________________________________________________

Do you have any other concerns you wish to discuss?______________________________________________________________________________

________________________________________________________________________________________________________________________

CONSENT TO TREAT

Being the parent or legal guardian for this child, I hereby authorize this office and its doctors to examine and administer care to my son/daughter 

named ___________________________________________________ as the examining/treating doctor deems necessary.

Signature:_______________________________________________________________________________ 	Date:______________________

Van Every Family Chiropractic Center, PLC
4203 Rochester Rd. • Royal Oak, MI 48073 • (248) 616-0900

Pediatric New Patient Information: Birth - 2 Years Old

~ PLEASE CHECK ALL THAT APPLY ~

LABOR & DELIVERY
o Hospital birth
o Home birth
o Vaginal delivery
o Planned C-section
o Emergency C-section
o Birth induced
o Forceps delivery
o Vaccuum extraction
o Fetal distress
o Breech
o Bruised head
o Cone shaped head
o Misshapen head
o Other complications

________________________________

CURRENT HEALTH
o Spits up frequently
o Cries a lot
o Passes a lot of gas
o Vaccinations
o Skin rashes
o Colic
o Frequently arches head/neck back
o Cries/irritable during diaper change
o Neck pain
o Back pain

o Leg pain
o Arm pain
o Upper respiratory infections
o Ear infections: o Right or o Left
o Headaches



Ambulation:    o Normal     o Light Diff     
o Moderate     o Severe     o Grab       o Cane       
o Crutch       o Walker       o Wheelchair

Cervical Ranges of Motion
	 Nor	 Deg	 Pain
Flexion	 50
Extension	 60
L Lat Flexion	 45
R Lat Flexion	 45
L Rotation	 80
R Rotation	 80

Dorsolumbar Ranges of Motion
	 Nor	 Deg	 Pain
Flexion	 60
Extension	 25
L Rotation	 30
R Rotation	 30
L Lat Flexion	 25
R Lat Flexion	 25
Trouble falling asleep?	 o  Y	 o  N
Waking up at night?	 o  Y	 o  N
Wake earlier than normal?	 o  Y	 o  N
Not feeling well-rested?	 o  Y	 o  N

Cranial Faults
Frontal	 o  L	 o  R
Parietal	 o  L	 o  R
Temporal	 o  L	 o  R
Occiput	 o  L	 o  R
Sphenoid	 o  L	 o  R

Palpation Exam  Date:
	 Tender	 Spasms	 Trigger Pt	 Adj - SPR/SPC
Occ
C1
C2
C3
C4
C5
C6
C7
T1
T2
T3
T4
T5
T6
T7
T8
T9
T10
T11
T12
L1
L2
L3
L4
L5
Rt. Ilium
Lt. Ilium
Sac

Standing Tests
Alert & Co-op	 Y	 N
Distress Gait	 Y	 N
Minor’s
Spine Tilt
Gait Favors
Postural Analysis
Ant Head	 1     2     3
Head Tilt
High should
High Ilium
Toe Walk
Heel Walk
Prone Tests
Short Leg
Derifield
Ely’s Head
Yeoman’s
Hibb’s
Iliac Com
Mennell’s
Nachlas
Gaenslen’s
Supine Tests
Short Leg
SLR
Bragard’s
Well Lg Raise
Dbl Leg Raise
Goldwaith	 L   S	 L   S
Fab Patrick	 H   S	 H   S
Leg Lower
Soto Hall

Sitting Tests
Cerv Distrac
Cerv Comp
Shoulder Dep
Bechterew

Valsalva’s
Dejerine’s
Grip Strength

Name: _________________________________________________________________

RIGHT LEFT

RIGHTLEFT

Indicate Locations of Symptoms

____	Injury Date

____	Create File

____	Verify Ins.

____	New Card

____	Scan

Next Visit:     M     T     W     Th     F     S

o	 Exam – 75

o	 Re-Exam – 68

o	 HAP-NP – 3750

o	 Comp Exam

Supplies

o	 Ice Pack – 5

o	 Biofreeze – 12

o	 Skinners

o	 Trameel

o	 ______________

o	 Cervical – 65

o	 Thoracic – 100

o	 Lumbar – 100

o	 HAP Cervical

o	 HAP Thoracic

o	 HAP Lumbar

X-Rays

o	 CMT 1-2

o	 CMT 3-4

o	 CMT HAP

o	 CMT Medicare

o	 CMT FIC

o	 Comp Adj

AdjustmentExam

Recommended Treatment:   o Ice   o Heat   o Rest   o _______________________

Chief Complaint:_______________________________________________________________________ 	 Have you had this before?  o Yes   o No
Onset:	 o  Day:   1   2   3   4   5   6   _____    o  Week:   1   2   3   _____    o  Month:   1   2   3   4   5   6   _____    o  Year:   1   2   3   4   5   6   _____
Cause:_____________________________________________________ 	 Radiates:_ ___________________________________________________
Provokes:  o Sit   o Stand   o Walk   o Lie   o Bend   o_ _____________ 	 Relieves:  o Sit   o Stand   o Walk   o Lie   o Bend   o________________
Quality:  o Sharp   o Burning   o Dull   o Aching   o Throbbing   o Shooting   o Numbness   o Tingling   o Stiff   o____________________________
Severity at Rest:    1     2     3     4     5     6     7     8     9     10	 Severity at Active:    1     2     3     4     5     6     7     8     9     10
Timing:  o AM    o PM    o Constant   o Other:_____________________ 	 Diet/Exercise: _ _______________________________________________

Secondary Complaint:_ _________________________________________________________________ 	 Have you had this before?  o Yes   o No
Onset:	 o  Day:   1   2   3   4   5   6   _____    o  Week:   1   2   3   _____    o  Month:   1   2   3   4   5   6   _____    o  Year:   1   2   3   4   5   6   _____
Cause:_____________________________________________________ 	 Radiates:_ ___________________________________________________
Provokes:  o Sit   o Stand   o Walk   o Lie   o Bend   o_ _____________ 	 Relieves:  o Sit   o Stand   o Walk   o Lie   o Bend   o________________
Quality:  o Sharp   o Burning   o Dull   o Aching   o Throbbing   o Shooting   o Numbness   o Tingling   o Stiff   o____________________________
Severity at Rest:    1     2     3     4     5     6     7     8     9     10	 Severity at Active:    1     2     3     4     5     6     7     8     9     10
Timing:  o AM    o PM    o Constant   o Other:_____________________ 	 Diet/Exercise: _ _______________________________________________

Specific Treatment Goal for Chief Complaint:

Specific Treatment Goal for Secondary Complaint:

Treated Today:    Cervical     Thoracic     Lumbar     Sacrum     Pelvis     Cranial            Technique:      Diversified       Activator       Thompson-Drop       Best       KST

Treatment Plan:       1XW        2XW      3XW                    For:      1W      2W      3W      4W

Head Shape:   o Flattened occiput   o Eccentric   o Depressed frontal   o Broad/wide   o Cone/elongated   o Average/NAD
Head / Neck:   o Torticollis   o Lateral tilt   o Persistent rotation   o Hyperextension   o Restricted motion   o NAD

Sutures:	 L    R
	 o   o  Coronal	
 
	 o   o  Lambdoid
	 A    P
	 o   o  Metopic
	 o   o  Sagittal


