David Rosenthal, DC
Chiropractic & Natural Medicine Clinic
 3530 Forest Lane, Suite 104, Dallas, TX  75234

214.350.9777 * 972.322.2280

972.733.3112 Fax

www.David RosenthalDC.com
PEDIATRIC INTAKE FORM
	FINANCIAL POLICY


We are committed to the successful completion of your treatment program.  Please understand the payment of your bill is considered a part of your treatment.  The following is a statement of our financial policy, which we require you to read and sign prior to any treatment.

Full payment is expected at the time of service.  We accept cash, checks, Visa, MasterCard, and American Express.  We do not accept assignment of insurance, but do provide you with the necessary paperwork so that you may be re-imbursed by your insurance company. 

We realize that due to the rising cost of healthcare, it makes it very difficult for the average person to receive often needed care.  It is therefore our policy that no person will be turned away due to financial burdens.  We have flexible payment plans that are affordable.

	REGARDING INSURANCE


Our policy is to recommend what is best for each patient.  What an insurance company may or may not re-imburse is between the patient and the patient's insurance company. This office will not and cannot set its recommendations by what an insurance company's policy may be.  This office will not enter into dispute with an insurance company regarding reimbursement.  This is the patient's responsibility.

We do not know if your policy covers chiropractic care or not, and make no representations that yours does.  Some insurance policies now cover chiropractic care and they range from a large deductible and a percentage of the bill to a no deductible and 100% of the bill.  

	SCHEDULING OF APPOINTMENTS


One of the most precious gifts is our time.  To heal in a timely fashion it is important that you keep your appointments as scheduled by your doctor.  Schedule ahead as this will assure you of getting the appointment time you want, and the care you need and deserve.  Unless canceled at least 24 hours in advance, our policy is to charge for missed appointments at the rate of a normal office visit.  Please help us serve you better by keeping your scheduled appointments.

The goal of chiropractic care in this office is to improve your child’s ability to achieve his or her optimal developmental potential.  We are here to help you.  Remember, neither one of us has anything to gain if you delay treatments for financial reasons.  We will do everything possible to make your care affordable so that you can follow through on your treatment schedule.

I have read the financial policy.  I understand and will abide to the terms of the agreement here within.

Name of Patient:


________________________ (Please print)

Name of Parent or Guardian:

________________________

Signature of Parent or Guardian:
________________________

Date:



________________________
	PEDIATRIC CASE HISTORY


Child’s name:__________________________________Birth date:___________ Age:___________Today’s date:_______________
Home Address:_____________________________________________Home phone#:________________ Number of siblings:_____
City:__________________________________________________State:__________________Zipcode:_______________________

Mother’s name: _____________________________ Mother’s Birth date: __________Cell#: ____________Work#: _____________
Mother’s email: _______________________________ Mother’s Occupation:_________________ Mother’s S.S.#:_____________

Father’s name: ______________________________Father’s Birth date: __________Cell#: ______________Work#: ____________
Home Address:______________________________________________________________________________________________
City:__________________________________________________State:__________________Zipcode:_______________________

Father’s email: ________________________________ Father’s Occupation:_________________Father’s S.S.#: ______________

Who may we thankk for referring you:____________________________________________________________________________
Past Chiropractic Care: SYMBOL 111 \f "Wingdings"Yes SYMBOL 111 \f "Wingdings"No  Who/When:___________________________________________________________________

Past Cranial Care: SYMBOL 111 \f "Wingdings"Yes SYMBOL 111 \f "Wingdings"No  Who/When:_____________________________________________________________________

Why are you consulting us today:

1._________________________________________________________________________________________________________

2._________________________________________________________________________________________________________

3._________________________________________________________________________________________________________

4._________________________________________________________________________________________________________

5._________________________________________________________________________________________________________
What are the goals you have for your child/what would you like to see improve?

1.  _______________________________________________________________________________________

2.  _______________________________________________________________________________________

3.  _______________________________________________________________________________________

4.  _______________________________________________________________________________________

5.  _______________________________________________________________________________________

6.  _______________________________________________________________________________________

7.  _______________________________________________________________________________________ 
Is there any history of auto-immune disease in the family (celiac disease, rheumatoid arthritis, lupus, etc.)?______________________

How many ultrasounds did the Mother have during the pregnancy? _____________________________________________________

Did the mother have any dental amalgams (Mercury) prior to the pregnancy?  No    If yes please explain:_______________ 
Yes    
___________________________________________________________________________________________________________

Did the mother have any traumas during the 3rd trimester?  No    If yes please explain:______________________________Yes    
___________________________________________________________________________________________________________

Birth weight: _______________ Birth length:_______________Current weight:____________ Current length/height:___________

Third Trimester Presentation (please circle):   Normal vertex      BREECH      Transverse      Face/Brow(Hyperextension)    Unknown
Type of birth (please circle):      Normal vaginal       Forceps       Cesarean       Suction/Vacuum/Suction Cap          Induced Labor
Location of birth (please circle):      Home          Birthing center         Hospital        Other ___________________________________
Complications during pregnancy:  No    If yes please explain: ________________________________________________Yes    
__________________________________________________________________________________________________________
Problems during labor/delivery:  ________________________________________________________________________________

__________________________________________________________________________________________________________

Was there oxytocin/ptocin used during the pregnancy?   NoYes    No   Was an epidural administered? Yes    
Was an episiotomy performed during the pregnancy?  No
Yes    No
Was there vaginal tearing during the pregnancy Yes    
Pharmaceuticals taken during pregnancy, labor/delivery?:  ____________________________________________________________
___________________________________________________________________________________________________________

APGAR scores at birth: ____________   Later APGAR scrores:  _______________

Was there the presence at birth of:  Jaundice (yellow) ______________ Cyanosis (blue) ___________

Congenital defects/anomalies:  No    If yes, please explain: ___________________________________________________Yes     
Was there any swelling of the child’s head after birth:  No    If yes, please explain: ________________________________
Yes     
Infant feeding:  Breast _______ Bottle_____ If bottle, which formula(s):_________________________________________________
Number of hours sleeping per night: ___________ Quality of sleep (please circle):    Excellent     Good      Fair      Poor

Obstetrician/Midwife:  ________________________________________________________________________________________
Pediatrician/Family MD:  _____________________________________________________________________________________
Date of last visit with pediatrician/MD:___________________  Purpose:  _______________________________________________
History of immunization (Please see last page for detilas or attach further information if available):  ___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

Antibiotic use last 2 months:  _________________________  Antibiotic use since birth:  ____________________________________
Has your child ever been treated in the ER?:  No    Purpose:  __________________________________________________
Yes    
___________________________________________________________________________________________________________

	What is the blood type (please mark):  
	 A+
	A-
	 B+
	 B-
	 AB+
	 AB-
	 O+
	 O-


	How many bowel movements does the child  have per day (please mark):
	 1


	 2
	 3
	 every other day
	 once a week
	 other_______




Are there pets at home?    No    If yes, what type?___________________________________________________________Yes   
Are there smokers in the home?    No     If yes, who? ________________________________________________________Yes    
Does your child put pressure on his/her stomach  No    If yes, what _____________________________________________
Yes   
At what age did your child:

	Respond to sound: 

 ____________
	Sit up alone:  


____________ (7mos)

	Follow an object with his/her eyes: 
____________
	Crawl:



____________ (by 12 mos).

	Roll over:


____________
	Stand:  



____________

	Hold head up:  


____________
	Walk alone:  


____________(18 mos)

	Potty trained:                                    ____________
	Dry at night:                                     ____________ (4-5 y.o)

	
	Lose language:                                 ____________

	
	


At what age did your child suffer any of the following childhood diseases:

	Chickenpox    _______
	 Rotavirus                _______
	 RSV (Synctial) infection     _______

	 Measles         _______
	 Whooping cough   _______
	 Tuberculosis                        _______

	 Mumps          _______
	 Influenza                _______
	 Influenza                              _______

	 Rubella         _______
	 Hepatitis                _______
	 Other                                    _______


Has your child ever suffered from:

	 Arm problems
	 Constipation
	 Muscular dystrophy (MD)

	 Acid reflux
	 Diabetes
	 Muscle pains

	 ADD/ADHD
	 Diarrhea
	 Neck problems

	 Anemia
	 Digestive problems
	 PDD/PDD-NOS

	 Autism spectrum disorder
	 Dizziness
	 Poor appetite

	 Autoimmune disease
	 Down’s syndrome (Trisomy 21)
	 Poor posture

	 Back aches
	 Dyslexia
	 Scoliosis

	 Bed wetting/enuresis
	 Growing pains
	 Seizures/convulsions

	 Behavioral problems
	 Headaches
	 Sinus trouble

	 Brain injury
	 Heart problems
	 Skin problems

	 Bronchitis
	 High blood pressure
	 Stomach aches

	 Cerebral palsy
	 Joint problems
	 Vision problems

	 Chronic ear aches
	 Leg problems
	 Erb’s palsy

	 Cold/flu
	 MRSA
	 Klumpke’s palsy

	 Colic
	 OCD(Obsessive Complusive Disorder)
	 Brachial plexus injury

	 Bruxism(teeth grinding)
	 Multiple sclerosis (MS)
	 Allergies_______________

	 TMJ/TMJD
	 Hyperactivity
	 Other _________________

	 Spina bifida
	 Otitis media
	 Allergies_______________


Has your child ever had any of the following traumas:

	Fall down stairs
	Fall from crib
	Fall from tree
	Fall off swing

	Fall from bed/couch
	Fall from high chair
	Fall in baby walker
	Other _______________

	Fall from bicycle
	Fall from monkey bars
	Fall off skateboard
	Other _______________

	Fall from changing table
	Fall from roller blades
	Fall off slide
	Other _______________


Has your child ever been injured playing sports?   No   If yes, please explain:  _____________________________________Yes   
___________________________________________________________________________________________________________

Does your child wear:    Medical device, prosthetic, etc._____________________ Hearing aid  Dentures  Corrective lenses  
What color is the child’s hair:  ____________________________What is the child’s eye color:_______________________________

Has your child ever been injured in a motor vehicle accident ?   No   If yes, please explain:  _________________________Yes   
___________________________________________________________________________________________________________

Has your child ever had any surgeries?   No   If yes, please explain:  ____________________________________________Yes   
___________________________________________________________________________________________________________

Has your child been taking any medications?   No   If  yes, please explain:  _______________________________________Yes   
___________________________________________________________________________________________________________

Does your child have any allergies to the environment or medications?   No   If yes, please explain: ____________________Yes   
___________________________________________________________________________________________________________

Has your child had any behavioural or motor developmental delays?   No   If yes, please explain: _____________________Yes   
___________________________________________________________________________________________________________

	What is the child’s blood type (please mark):  
	 A+
	A-
	 B+
	 B-
	 AB+
	 AB-
	 O+
	 O-


	How many bowel movements per day (please mark):
	 1


	 2
	 3
	 every other day
	 once a week
	 other_______




Does your child take any nutrional supplements?   No   If yes, please explain: _____________________________________Yes   
___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________
What are the five (5) foods your child cannot live WITHOUT:

1.
__________________________________________________________

2.
__________________________________________________________

3.
__________________________________________________________

4.
__________________________________________________________

5.
__________________________________________________________

Does your child refuse to eat any foods?:  _________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

What other concurrent therapies are you pursuing for your child at this time:

	Speech therapy
	Occupational therapy
	Physical therapy

	ABA (Applied Behaviour Analysis)
	Hippotherapy
	Sensory integration

	Chelation therapy (IV, Oral, Rectal)
	Therapeutic optometry
	Nutritional therapy

	Anti-fungals (Nystatin, etc.)
	LDA (Low Dose Antigen)
	Auditory training

	Neurofeedback 
	Hyperbaric chamber
	Far/near infrared sauna

	The Listening Program
	Pharmacological medications
	


Is there anything else that you would like us to evaluate?:  ____________________________________________________________
___________________________________________________________________________________________________________




	Immunization


	 Please give approx.

date if you don’t

have an exact one.
	Did you have any of the following reactions:

“Bowel” means any bowel symptom such as diarrhea,

“Swelling” means swelling at the site of injection.
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Diphtheria-Pertussis-Tetnus
Date
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H Influenza Type B
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Oral Polio Vaccine

Date
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Polio Vaccine Injection

Date
        Bowel      Swelling     Crying     Seizure     Irritable     Fever   Reaction
Polio Vaccine Injection 1

           FORMCHECKBOX 
 
 FORMCHECKBOX 

      FORMCHECKBOX 

        FORMCHECKBOX 

            FORMCHECKBOX 

 FORMCHECKBOX 

   FORMCHECKBOX 
_

Polio Vaccine Injection 2

           FORMCHECKBOX 
 
 FORMCHECKBOX 

      FORMCHECKBOX 

        FORMCHECKBOX 

            FORMCHECKBOX 

 FORMCHECKBOX 

   FORMCHECKBOX 
_

Polio Vaccine Injection 3

           FORMCHECKBOX 
 
 FORMCHECKBOX 

      FORMCHECKBOX 

        FORMCHECKBOX 

            FORMCHECKBOX 

 FORMCHECKBOX 

   FORMCHECKBOX 
_

Polio Vaccine Injection 4

           FORMCHECKBOX 
 
 FORMCHECKBOX 

      FORMCHECKBOX 

        FORMCHECKBOX 

            FORMCHECKBOX 

 FORMCHECKBOX 

   FORMCHECKBOX 
_

Polio Vaccine Injection 5

           FORMCHECKBOX 
 
 FORMCHECKBOX 

      FORMCHECKBOX 

        FORMCHECKBOX 

            FORMCHECKBOX 

 FORMCHECKBOX 

   FORMCHECKBOX 
_














  No

Measles-Mumps-Rubella

Date
        Bowel      Swelling     Crying     Seizure     Irritable     Fever   Reaction
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Hepatitis-B Vaccine

Date
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  No

Miscellaneous


Date
        Bowel      Swelling     Crying     Seizure     Irritable     Fever   Reaction
Varivax (Chicken Pox)
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Tine Test
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AUTHORIZATION FOR CARE OF A MINOR

I hereby authorize this office and its doctor(s) to administer care as they deem necessary to my son/daughter/ward (upon approval of parent or guardian).

I clearly understand and agree that all services rendered to my child (or ward) will be charged directly to me and that I am personally responsible for payment.  I also understand that if I suspend or terminate my child’s (or ward’s) care and treatment, any fees for professional services rendered to my child (or ward) will be immediately due and payable.  I hereby authorize Dr. David Rosenthal to examine and treat my child’s (or ward’s) condition as he/she deems appropriate through the use of chiropractic health care, and I give authority for these procedures to be performed.  I do attest to the fact, that I have the right to make this decision for my child (or  ward).  Dr. Rosenthal will not be held responsible for any pre-existing medically diagnosed conditions.

Patient’s  Name:


__________________________________(Please Print)

Parent or Guardian Signature:
__________________________________

Date:



__________________________________
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