
3520 Snouffer Rd, Suite 202 Columbus, OH 43235  P: (567)-230-4156

                                               PEDIATRIC HISTORY

Today'sDate  /  /

ChildsName

Dateof Birth  /  / Age:

BirthHeight: _ BirthWeight: _ CurrentHeight: _ CurrentWeight:

Address _

City State  Zip Phone(Home) _

Mother'sName: DOB / / Mother'sMobile _

Father'sName: DOB / / Father'sMobile _

Pediatrician/FamilyMD City/State _

LastVisit: / /  Reason forvisit:,

BEGINNING OF LIFE:
1. Were there any fertility or pregnancychallenges?_No _Yes If yes,describe:

2. Was there any intervention at birth includinginduction?_No _Yes If yes,describe:

3. Were there any problems in the firstyear?

o Colic
o Breastfeeding/ latchingissues
o Tongue-tie
o Reflux
o Allergies
o Other _

o Sleepingissues
o Poopingissues
o Recurrent earinfections
o Multiple rounds ofantibiotics



CHILD'S CURRENT PROBLEM:

Purpose of thisvisit:

Please explain:

WellnessCheck-up  Injury orAccident Other

If your child is experiencing Pain/Discomfort? Please identify where and for how long.

1. WhendidtheProblemfirstbegin?Date_/_/_ _Unknown Gradual Sudden

2. Everhadthisproblembefore?_No_YesIfyes,when?

3. Any bowel  or bladder problems since thisproblembegan?: If yes,describe:

4. Haveyouseenanyotherdoctorsforthisproblem?_No _Yes If yes,who?

5. Howlongago?  Days  Weeks Months  Years

6. Whatweretheresultsofpasttreatment? _

7. How is thisproblemNOW?: DRapidlyImproving DImprovingSlowly D About theSame

GraduallyWorsening On &Off

8. Pleaselistanymedicationtakenforthisproblem: _

9. Hasyourchildeversustainedaninjuryplayingorganizedsports?_No_YesIfyes;please explain:

10. Has your child ever sustained an injury in an autoaccident?_No _ Yes If yes; pleaseexplain:



I understand that I am directly and fully responsible to Apollo Family Chiropractic for all fees associated
with chiropractic care my child receives


