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837 West Shaw St., P.O. 688, Howard City, MI 49329
P: (231) 937-9370 ~ F: (231) 648-6263
New Patient Information-Infant 0-2
Today’s Date: _____/_____/_______	Parent/Guardian Information

Mother or Guardian Name: __________________________________ SS #: _______-_____-_______
Home Phone (_______) ____________________   Cell Phone: (_______) __________________   

Father or Guardian Name: ___________________________________ SS #: _______-_____-_______
Home Phone (_______) ____________________   Cell Phone: (_______) __________________   

Emergency Contact
Emergency Contact Person #1: ____________________________________ Relationship:_______________________
Home Phone: (____) _______________ Cell Phone: (____) _______________ Work Phone: (____) _______________
Emergency Contact Person #2: ____________________________________ Relationship: ______________________
Home Phone: (____) _______________ Cell Phone: (____) _______________ Work Phone: (____) _______________


Patient Information
Patient Name: _______________________________________ Nickname/Preferred Name: ____________________
Gender:   M     F      Age: ______   DOB: _____/______/________    SS #: _________-_________-____________
Address: ________________________________________________________________________________________ 
City: _________________  State: ____ Zip: ________     


**By supplying my home phone number, mobile phone number, email address, and any other personal contact information, I authorize my health care provider to employ a third-party automated outreach and messaging system to use my personal information, the name of my care provider, the time and place of my scheduled appointment(s), and other limited information, for the purpose of notifying me of a pending appointment, a missed appointment, overdue wellness exam, balances due, lab results, or other communications. I also authorize my healthcare provider to disclose to third parties, who may intercept these messages, limited protected health information (PHI) regarding my healthcare events.  I consent to the receiving of multiple messages per day from the automated outreach and messaging system, when necessary.
May we e-mail you?  Y    N   
Would you like appointment reminders texted to your cell phone?  Y    N *If yes, which number? ____________
May we leave voicemail on Home/Cell Phone:  Y    N **Permissions can be changed at any time upon request*


I understand the above information and guarantee this form was completed correctly to the best of my knowledge and understand it is my responsibility to inform this office of any changes to the information I have provided. 
__________________________________________________________   ________/_________/_______________
Signature								Date
__________________________________________________________
Printed Name
***We invite you to discuss with us any questions regarding our services. The best health services are based on a friendly, mutual understanding between provider and patient. 
 
Insurance Information:
Do you have health insurance?  Y    N     If yes, please fill out the information below:
Primary: Name of Subscriber: __________________________________________ DOB: _______/______/________
 Name of Insurance: _________________________________________   
Secondary: Name of Subscriber: _________________________________________ DOB: _______/______/________
Name of Insurance: _________________________________________   
Tertiary: Name of Subscriber: ____________________________________________ DOB: _______/______/_______
Name of Insurance: _________________________________________   





Health Information:
Health Concerns: (please List in priority order and use back for additional space)
1. ___________________________________________________________________________________________

2. ___________________________________________________________________________________________

3. ___________________________________________________________________________________________
Treatment: What type of treatment are you looking for your child to receive?
Symptom Relief    Correctional Care    Total Wellness Care    All 3 choices
Symptoms/Complaints: (relating to primary complaints)
When did symptoms begin? ____________________ What initiated symptoms? ________________________________
__________________________________________________________________________________________________
Has baby previously been treated for this condition by another provider?  Y    N
If yes, by whom? ___________________________ Treatment received: _______________________________________
Has it worsened over time:  Y    N    Same    Better    Worse
Prenatal: 
Any significant trauma to the mother during the pregnancy?  Y    N
Any alcohol or drug use during pregnancy? (including prescription medications)  Y    N  If yes, please list: __________________________________________________________________________________________________
Any significant maternal illnesses during pregnancy?  Y    N  If yes, what? ___________________________________
Any nutritional supplements taken during pregnancy?  Y    N  If yes, what? __________________________________
Any ultrasounds performed during pregnancy?  Y    N   If yes, how many? ___________________________________
Birth: 
Any trauma to the baby during birth?  Y    N   If yes, what? _______________________________________________
Any invasive procedures used during the pregnancy or birth? (Amniocentesis, forceps, vacuum) 
 Y    N   If yes, please list: __________________________________________________________________________
How long was labor? ___________ Hours pushing? ____________ 
Was the mother Induced?  Y  N   Pitocin used?  Y   N   Epidural used?  Y  N
How many weeks was the baby carried before birth? __________   Vaginal birth    C-section
Was the baby born in:  Hospital    Birthing Center    Home
What was the baby’s weight at birth? ________ lbs _________ ounces   Length? ____________ inches
Any other distress or complications following birth? ________________________________________________________
__________________________________________________________________________________________________
Postnatal: 
Was the child breastfeed?  Y    N   If yes, for how long? ________________________
Does/Did the child nurse equally on both sides?  Y    N  If no, what side was better? ______________
Was formula introduced?  Y    N   If yes, at what age? __________
Was cow’s milk introduced?  Y    N   If yes, at what age? _________
Was solid food introduced?  Y    N   If yes, at what age? _________
Any food intolerances or allergies?  Y    N   If yes, list: ___________________________________________________
How is digestion? Regular bowel movements?  Y    N   How many per day? ____________
How is sleep? How many hours at a time at night? ___________ Good napping during the day? Y  N
Childhood milestones: Rolling Over  Y  N   If yes, age? ______     Sitting  Y  N   If yes, age? ______   
Crawling  Y  N   If yes, age? ______    Walking  Y  N    If yes, age?______
Any serious childhood trauma?  Y    N   If yes, what? ____________________________________________________
Any childhood illness?  Y    N   If yes, what? ___________________________________________________________
Any childhood antibiotic use?  Y    N
Please list any medications that child is currently taking or has taken in the past: ________________________________
Any vaccinations given? Y  N   If yes,   following suggested schedule  following reduced schedule
Please list any adverse reactions from vaccines? ___________________________________________________________
Family History:
Identify conditions that your or any of your family members have now or in the past. 
(G=Grandparents, M=Mother, F=Father, S=Sibling, X=Self)
_____ Allergies			_____ Eczema		_____ Headaches/Migraines	_____ Pneumonia 
_____ Alcoholism		_____ Emphysema	_____ HIV/AIDS			_____ Stroke(s)
_____ Anemia			_____ Epilepsy		_____ Miscarriage(s)		_____ Tumor(s)
_____ Cancer			_____ Gout		_____ Overweight  		_____ Ulcer(s)
_____ Diabetes			_____ Heart Disease	_____ Pleurisy			_____ Addiction
_____ Other: _________________________________________________________________________________
Tri County Family Chiropractors   837 West Shaw St Box688 Howard City, MI 49329   P:231-937-9370    F:231-648-6263
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