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School-Age Child History
6 Years and Older
Today’s Date:_________________ Patient’s Name:_____________________________  Gender M  F Age_______  
Address________________________City/State/Zip____________________________Date of Birth____________
Reason for Today’s Visit:____________________________________________________________________

_________________________________________________________________________________________
Yes
No













(          (      Have you ever had this problem before?_______________________________________
(          (      Have you previously been treated for this problem? Doctor’s name_____________
(          (      Who has been your previous chiropractor?_____________________________________

(          (      What sports do you play?__________________________________________________
(          (      Do you have any digestive disturbances?______________________________________
(          (      Do you feel stressed out?___________________________________________________

(          (      Do you have any food allergies?_____________________________________________
(          (      Do you have trouble reading the board in class or get headaches when you read?_______

(          (      Do you ever have blurred vision?____________________________________________
(          (      How heavy is your school bag?______________________________________________
(          (      Are you taking any vitamin supplements?______________________________________
(          (      How many hours each day do you watch TV?___________________________________

(          (      How many hours each day do you use the computer?____________________________
(          (      How often do you play video games?_________________________________________
(          (      Have you ever been in a motor vehicle accident?________________________________

(          (      Have you ever had a bone fracture or joint dislocation?___________________________
(          (      Have you had any other trauma or injuries?____________________________________
(          (      On average how many hours do you sleep at night?______________________________
(          (      Do you have asthma?_____________________________________________________
(          (      Have you had any other illnesses?___________________________________________
(          (      Are you presently receiving any medications?__________________________________
(          (      Have you recently been vaccinated?__________________________________________
(          (      Are there any smokers in your home?_________________________________________
