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Comprehensive Pediatric Health Profile 

At BoDo Chiropractic, we are committed to helping you and your family reach and exceed your health and life goals. We 
know that a true state of well-being, one in which you feel alive, vibrant and fulfilled in all the major areas of your life, 
is possible when you are well adjusted! 

 

Date: ________________________  

Child’s Name: ____________________________________________________ DOB: ____ / ____ / ____ Sex: Male / Female 
          First                Last 

Mother’s Name: __________________________________ Father’s Name: _____________________________________ 
               First    Last                             First        Last 

Address: ________________________________________ City: __________________  State: ________ Zip: __________ 

Mother’s Phone: _________________________________ Father’s Phone: ______________________________________ 

Mother’s Email: __________________________________ Father’s Email: ______________________________________ 

SSN: ________________________ Number of Siblings: _______ Current Weight: _________ Current Height: __________ 

Type of Birth:       ____ Normal Vaginal            ____ Ceserean            ____ Forceps           ____ Breech  

Name of Obstetrician/Midwife: ________________________________________________________________________ 
          Name     Location 

Name of Pediatrician/Family MD: _______________________________________________________________________ 
              Name     Location 

Please describe any problems during pregnancy:          

              

              

Please describe any problems during labor/delivery:          

              

              

Please describe any congenital anomalies/defects:          

APGAR Scores:                      Was there presence of:                Jaundice (Yellow)                Cyanosis (Blue) 

Infant Feeding:            Breast            Bottle            Formula      Comments:                                               
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Please describe your child’s quality of sleep:          Good           Fair           Poor    Average hours of sleep per night:    

Date of Last Visit to MD: _________________ Purpose:          

Previous Chiropractic Physician:            

Immunization History:             

Purpose of Visit to BoDo Chiropractic: ___________________________________________________________________  

How did you hear about our office? _____________________________________________________________________ 

Has Your Child Ever Been Treated on Emergency Basis:  Yes / No 

 

NeurogastricHx 

 

Please check all that apply to your child (Ages 0-5): 

____ Colic   ____ Reflux   ____ Inconsolable Crying            

____ Thrush/Diaper Rash  ____ Poor Sleeper   ____ Cries When Put Down            

____ Eczema   ____ Allergies   ____ Rxn to Vaccines             

____ Toe Walker   ____ Head Banger   ____ Aggressive/Injurious Behavior   

____ Mouthing Behaviors/Tics ____ Goosbumbs/Rash  ____ Patchy/Bumpy Red Cheeks 

____ Ear Infections/Tubes  ____ Irregular Bowel Movements ____ Asthma 

Please provide any additional comments you may have: ____________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

 

Please check all that apply to your child (Ages 5-16): 

____ High Pain Tolerance  ____ Dark Circles Under Eyes  ____ Blue Line Across Bridge of Nose 

____ Cracking or Peeling   ____ Random Bright Red Ears/Cheeks ____ Silly “Drunken” Laughter 

____ Spaced Out “Foggy Brain” ____ Red Anal Ring   ____ Mouthing Behaviors/Tics 

____ Ridged/Discolored Nails ____ Jock Itch/Athlete’s Feet  ____ Toe Walker   

____ Head Banger   ____ Aggressive/Injurious Behavior  ____ Frequent Grabbing at Genital  
                   Area Hands/Feet 
____ Goosebumbs/Rash  ____ Patchy/Bumpy Red Cheeks    

 
Please provide any additional comments you may have: _____________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
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INFORMED CONSENT FOR CHIROPRACTIC CARE 
 

When a patient seeks Chiropractic care and we accept a patient for such care, it is essential for both parties to be working towards the same objectives. It 
is important that every patient understand both the objectives and the method that will be used to attain it. This will prevent any confusion or 
disappointment. You have the right, as a patient, to be informed about the condition of your health and the recommended care to be provided so that you 
may make the decision whether or not to undergo Chiropractic care after being advised of the known benefits, risks and alternatives. 
 
Chiropractic is a science and art which concerns itself with the relationship between structure (primarily the spine) and function (primarily the nervous 
system) as that relationship may affect the restoration and preservation of health. Health is a state of optimal physical, mental and social well-being, not 
merely the absence of disease or infirmity. 
 
One disturbance to the nervous system is called a vertebral subluxation. This occurs when one or more of the 24 vertebrae in the spinal column become 
misaligned and/or do not move properly. This causes alteration of nerve function and interference to the nervous system. This may result in pain and 
dysfunction or may be entirely asymptomatic. 
 
Subluxations are corrected and/or reduced by an adjustment. An adjustment is the specific application of forces to correct and/or reduce vertebral 
subluxation. Our chiropractic method of correction is by specific adjustments of the spine. Adjustments are usually done by hand but may be performed 
by handheld instruments. In addition, ancillary procedures such as physiotherapy and/or rehabilitative procedures may be included. If during the course 
of care we encounter non-chiropractic or unusual findings, we will advise you of those findings and recommend that you seek the services of another 
health care provider. 
 
All questions regarding the doctor’s objective pertaining to the care provided to either myself or my child in this office have been answered to my complete 
satisfaction. The benefits, risks and alternatives of Chiropractic care have also been explained to me to my satisfaction. I have read and fully understand 
the above statements and therefore accept chiropractic care on this basis. 

 

_____________________________________________________________________________________________
Printed Name    Signature    Date  
 

 

CONSENT TO EVALUATE AND ADJUST A MINOR CHILD 
I, ________________________________________________________ , being the parent or legal guardian of 
________________________________________________________ have read and fully understand the above Informed Consent and hereby grant 
permission for my child to receive chiropractic care. 
  

_____________________________________________________________________________________________
Printed Name    Signature    Date  
 

 

CANCELLATION/NO SHOW POLICY 

We understand that there are times when you must miss an appointment due to emergencies or obligations for work or family. However, when you do 
not call to cancel an appointment, you may be preventing another patient from getting much needed treatment. Conversely, the situation may arise where 
another patient fails to cancel and we are unable to schedule you for a visit, due to a seemingly “full” appointment book. 

If an appointment is not cancelled at least 24 hours in advance you will be charged a twenty-five dollar ($25.00) fee. Please note that this fee will not 
be covered by your insurance company. 

 
_____________________________________________________________________________________________
Printed Name    Signature    Date  
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NOTICE OF PRIVACY PRACTICES 
 
This notice describes how chiropractic and medical information about you may be used and disclosed and how you can get access to this information. Please 
review it carefully. 

BoDo Chiropractic is committed to maintaining the privacy of your protected health information (‘PHI’), which includes information about your health 
condition and history as well as the care and treatment you receive from the Practice and other health care providers. This notice details how your PHI 
may be used and disclosed to third parties for purposes of your care, payment of your care, health care operation of the practice and for other purposes 
permitted or required by law. This notice also details your rights regarding your PHI. 

The Practice employs multiple doctors of Chiropractic and practitioners at any given time. However, for purposes of compliance with the Health Information 
Portability and Accountability Act (‘HIPPAA’) Privacy rules, all doctors are deemed to be part of a single Organized Health Care Arrangement, which means 
that they operate as an integrated unit; that they will share protected health information in order to carry out their chiropractic care (including coverage 
for each other), payment for services rendered and health care operations; that this notice provided serves as a joint notice made by each doctor, 
practitioner and staff person and that each of them will abide by the terms of this notice. 

We provide most on-going care in an “open adjusting” area. It is NOT the environment used for taking patient histories, performing examinations or 
presenting reports of findings. These procedures are completed in a private, confidential setting. This means that statements made by you or employees 
of the Practice during treatment may be overheard by others. There are various interpretations under federal law with respect to what is known as 
“incidental disclosures” of health information. It is our view that the kinds of matters related in an “open entrainment” environment are incidental matters. 
If you have comments or information you wish to share privately when you come into the entrainment room please inform the doctor or staff and we will 
accommodate your needs. 

In the course of your care at BoDo Chiropractic, we may use or disclose personal and health related information about you in the following ways: 

Your PHI, including your clinical records, may be disclosed to another health care provider or hospital if it is necessary to refer you for further 
diagnosis, assessment or treatment. 

Your health care records as well as your billing records may be disclosed to another party, such as an insurance carrier, or your employer if they 
are responsible for the payment of your services. 

Your name, address, phone number and health care records may be used to correspond with you during or after your care. This may include 
contacting you regarding: appointment reminders, recommendation notices, birthdays, holidays, referral thank-you’s, practice events, or other 
health related information (ie. Newsletters, e-mails, etc.) that may be of interest to you, as well as other similar correspondence. 

Further, you have the right to inspect or obtain a copy of the information we will use for these purposes. If you are not at home to receive an appointment 
reminder call, a message may be left on your answering machine. You also have the right to refuse to provide authorization for this office to contact you 
regarding these matters. This request must be made in writing. If you do not provide us with this authorization it will not affect the care provided to you 
or the reimbursement avenues associated with your care. 

Under federal law we are also permitted or required to use or disclose your health information without your consent or authorization in the following 
circumstances: 

If we are providing health care services to you based on the orders of another health care provider. 

If we provide health care to you in an emergency or if we are required by law to provide care and are unable to obtain your consent after 
attempting to do so. 

If we are ordered by courts or another appropriate agency. Also, when required by law (ie. Case of child abuse and neglect) or for special 
government functions (i.e. Military, veteran) and correctional institutions in the case of inmates. 

If you are involved in a Workers’ Compensation claim, we may be required to disclose your PHI to an individual or entity that is part of the 
Workers’ Compensation system. 

If we contract with a business associate to provide a service necessary for your treatment, payment for your services, and health care operations 
(i.e. Practice or front desk coverage, billing or transcription service, etc.) 

Any use or disclosure of your PHI, other than outlined above, will only be made upon your written authorization. We normally provide information about 
your health care to you in person at the time you receive chiropractic care from us. We may also mail information to you regarding your health care or 
about the status of your account. If you would like to receive this information at an address other than your home please advise us in writing. 

You have the right to inspect or request a copy of your PHI for seven years from the date the record was created or as long as the information remains in 
our files. In addition you have the right to request an amendment to your health information. The Practice has 30 days to comply. Requests to inspect, 
copy, or amend your health related information must be made in writing. 

We are required by law to maintain the privacy of your patient file and the PHI therein. We are also required to provide you with this notice of your privacy 
practices with respect to your PHI and to abide by the terms of this notice while it is in effect. We reserve the right to alter or amend the terms of this 
privacy notice. If changes are made we will notify you in writing as soon as possible following the changes. 

If you have a complaint regarding our privacy notice, our privacy practices or any aspect of our privacy activities please let our staff know. 

 

Your signature indicates your authorization of the policies outlined in this notice. 

 

_____________________________________________________________________________________________
Printed Name    Signature    Date  


