PEDIATRIC HISTORY FORM
Dear New Patient,
It is a pleasure to welcome you to our family of happy and healthy chiropractic patients. Please let us know if
there is any way we can make you and your family feel more comfortable. To help us serve you better, please
complete the following information. We look forward to working with you to build better health for your
family. 
PATIENT NAME: ______________________________________

SS#: _________- ________ - ____________

Address: _______________________________________ City: _______________________________________
State: ______________________________________ Zip: _______________
Home Phone: (______) ______ - _________ Cell Phone: (______) ______ - ___________
Work Phone: (______) ______ - _________ Birth Date: _____/_____/_________
Sex: M or F

Weight: _______________

Height: ________________

Names of Parents/Guardians: _____________________________________________
Referred By: ________________________________________
PURPOSE FOR CONTACTING US: _______________________________________________________________
Other Doctors Seen for this Condition:

N or Y

Doctor’s Names and Prior Treatments: _______________

__________________________________________________________________________________________
__________________________________________________________________________________________
Other Health Problems: ______________________________________________________________________
Check any of the Following Conditions Your Child has Suffered from During the Past Six Months:
Ear Infections

Scoliosis

Seizures

Chronic Colds

Asthma/Allergies

Digestive Problems

ADHD

Growing/Back Pains

Recurring Fevers

Bed Wetting

Colic

Car Accident

Headaches

Temper Tantrums

Other: _______________________________________
Family History: _____________________________________________________________________________
__________________________________________________________________________________________

Previous Chiropractor: ______________________________ Date of Last Visit: _____/_____/________
Reason: __________________________________________________________________________________
Name of Pediatrician: _______________________________ Date of Last Visit: _____/_____/________
Reason: __________________________________________________________________________________
Are You Satisfied with the Care Your Child has Received There?

N or Y

Number of Doses of Antibiotics Your Child has Taken:
During the Past Six Months: ________________ Total During His/Her Lifetime: _______________________
List: ___________________________________________________________________________________
Vaccination History: _________________________________________________________________________
PRENATAL HISTORY:
Name of Obstetrician/Midwife: _______________________________________________________________
Complications During Pregnancy:

N or Y

List: ____________________________________________

Ultrasounds During Pregnancy:

N or Y

Number: __________________________

Medications During Pregnancy/Delivery:

N or Y

List: _________________________________

Cigarette/Alcohol Use During Pregnancy:

N or Y

Location of Birth:

Birthing Center

Hospital

Birth Interventions:

Forceps

Home

Vacuum Extraction

Caesarian Section – Emergency

or

Planned

Complications During Delivery:

N or Y

List: ________________________________________

Birth Weight: ______________

Birth Length: ____________ APGAR Scores: __________, ___________

FEEDING HISTORY:
Breast Fed:

N or Y

How Long: _________________________________

Formula Fed:

N or Y

How Long: _____________ Type: ___________________________

Introduced to Solids at: ______________ Months Cows Milk at _____________ Months
Food/ Juice Allergies or Intolerances:

N or Y

List: ______________________________________

__________________________________________________________________________________________

DEVELOPMENTAL HISTORY:
During the following times your child’s spine is most vulnerable to stress and should routinely be checked by a
doctor of chiropractic for prevention and early detection of vertebral subluxation (spinal nerve interference).
At what age was your child able to:
__________ Respond to Stimuli

________Cross Crawl

__________ Stand Alone

__________ Respond to Visual Stimuli

________Hold Head Up

__________ Walk Alone

__________ Sit Up
According to the National Safety Council, approximately 50% of children fall head first from a high place during
their first year of life (i.e. a bed, changing table, down stairs, etc.).
Was this the case with your child?

N or Y

Is/Has your child been involved in any high impact or contact type sports (i.e. Soccer, Football, Gymnastics,
Baseball, Cheerleading, Martial Arts, etc.)

N or Y

List: ___________________________________________________

Has Your Child Ever Been Involved in a Car Accident? N or Y List: __________________________________________
Has Your Child Been Seen on an Emergency Basis? N or Y

List: __________________________________________

Other Traumas Not Described Above? N or Y List: ___________________________________________________________
Prior Surgery: N or Y

List: ___________________________________________________________________________________

Menarche: N or Y Age: __________
CHILDHOOD DISEASES:
Chicken Pox

N/Y

Age: _____

Mumps

N/Y

Age:_____

Rubella

N/Y

Age: _____

Whooping Cough

N/Y

Age: _____

Rubeola

N/Y

Age: _____

Other

N/Y

Age: _____

WE ARE HERE TO SERVE YOU, AND ENCOURAGE YOU TO ASK QUESTIONS.
YOUR PARTICIPATION IS VITAL AND WILL HELP DETERMINE YOUR RESULTS.
AUTHORIZATION FOR CARE OF MINOR
I hereby authorize this office and its Doctors to administer care to my Son/Daughter as they deem
necessary. I clearly understand and agree that I am personally responsible for payment of all fees charged
by this office.
Name of Insurance Company: __________________________________________ Policy #: ________________________________
Signed: ___________________________________ Witnessed: _______________________________ Date: ______/________/________

TERMS OF ACCEPTANCE
When a person seeks chiropractic and rehabilitation health care and is accepted for such care, it is essential for both parties to be working towards the
same objective. As a Chiropractic facility we have one main goal, to detect and correct/reduce the vertebral subluxation complex. It is important that
each person understand both the objective and the method that will be used to attain this goal. This will prevent any confusion or disappointment.
Adjustment: An adjustment is the specific application of forces to facilitate the body’s correction of vertebral subluxation. Our
chiropractic method is by specific adjustments of the spine.
Health: A state of optimal physical, mental and social well-being, not merely the absence of disease or infirmity.
Vertebral Subluxation: A misalignment of one or more of the 24 vertebra in the spinal column which causes alteration of nerve function
and interference to the transmission of mental impulses, resulting in a lessening of the body’s innate ability to express it’s maximum health
potential.
We do not offer to diagnose or treat a disease or condition other than vertebral subluxation. Regardless of what a disease is called, we do not offer to
treat it. Nor do we offer advice regarding treatment prescribed by others. Our Only Practice Objective is to eliminate a major interference to the
expression of the body’s innate wisdom and ability to heal. Our only method is specific adjusting to correct vertebral subluxations combined with
rehabilitation procedures. NOTE: It is understood and agreed the amount paid to Hill Country Family Chiropractic for x-ray, is for examination only
and the x-rays will remain the property of this office, being on file where they may be seen at any time while a patient of this office.

CONSENT TO CARE
You are the decision maker for your health care. Part of our role is to provide you with the information to assist you in making informed choices.
This process is often referred to as “informed consent” and involves your understanding and agreement regarding the care we recommend, the
benefits and risks associated with the care, alternatives, and the potential effect on your health if you choose not to receive the care.
We may conduct some diagnostic or examination procedures if indicated. Any examinations or tests conducted will be carefully performed but may
be uncomfortable.
Chiropractic care centrally involves what is known as a chiropractic adjustment. There may be additional supportive procedures or recommendations
as well. When providing an adjustment, we use4 our hands or an instrument to reposition anatomical structures, such as vertebrae. Potential benefits
of an adjustment include restoring normal joint motion, reducing swelling and inflammation in a joint, reducing pain in the joint, and improving
neurological functioning and overall well-being.
It is important that you understand, as with all health care approaches, results are not guaranteed, and there is no promise to cure. As with all types of
health care interventions, there are some risks to care, including, but not limited to: Muscle spasms, aggravating and/or temporary increase in
symptoms, lack of improvement of symptoms, burns and/or scarring from electrical stimulation and from hot or cold therapies, including but not
limited to hot packs and ice, fractures (broken bones), disc injuries, strokes, dislocations, strains, and sprains. With respect to strokes, there is a rare
but serious condition known as an “arterial dissection” that typically is caused by a tear in the inner layer of the artery that may cause the
development of a thrombus (clot) with the potential to lead to a stroke. The best available scientific evidence supports the understanding that
chiropractic adjustment does not cause a dissection in a normal, healthy artery. Disease processes, genetic disorders, medications, and vessel
abnormalities may cause an artery to be more susceptible to dissection. Strokes caused by arterial dissection have been associated with over 72
everyday activities such as sneezing, driving, and playing tennis.
Arterial dissections occur in 3-4 of every 100,000 people whether they are receiving health care or not. Patients who experience this condition often,
but not always, present to their medical doctor or chiropractor with neck pain and headache. Unfortunately a percentage of these patients will
experience a stroke.
The reported association between chiropractic visits and stroke is exceedingly rare and is estimated to be related in one in one million in two million
cervical adjustments. For comparison, the incidence of hospital admission attributed to aspirin use from major GI events of the entire (upper and
lower) GI tract was 1219 events/per one million persons/year and risk of death has been estimated as 104 per one million users.

It is also important that you understand there are treatment options available for your condition other than chiropractic procedures. Likely, you have
tried many of these approaches already. These options may include, but are not limited to: Self-administered care, over-the-counter pain relievers,
physical measures and rest, medical care with prescription drugs, physical therapy, bracing, injections, and surgery. Lastly, you have the right to a
second opinion and to secure other opinions about your circumstances and health care as you see fit.

I have read, or have had read to me, the above consent. I appreciate that it is no possible to consider every possible complication to care. I have also
had an opportunity to ask questions about its content, and by signing below, I agree with the current or future recommendation to receive chiropractic
care as is deemed appropriate for my circumstance. I intend this consent to cover the entire course of care from all providers in this office for my
present condition and for any future condition(s) for which I seek chiropractic care from this office.
I also clearly understand that if I do not follow the Doctors specific recommendations at this clinic that I will not receive the full benefit from the
programs offered, and that if I terminate my care prematurely that all fees incurred will be due and payable at that time. I authorize the assignment of
all insurance benefits be directed to the Doctor for all services rendered. I also understand any sum of money paid under assignment by any
insurance company shall be credited to my account, and I shall be personally liable for any and all of the unpaid balance to the doctor.
I, _________________________, have read or have had read to me, the above consent. I have also had the opportunity to ask questions about this
consent, and by signing below I agree to the above-above named procedures. I intend this consent form to cover the entire course of treatment for my
present condition and for any future conditions(s) for which I seek treatment.

Signature_________________________________________ Date _______________ (If under age 18) Parent’s signature
Pregnancy Release
This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his associates have my permission to
perform an x-ray evaluation. I have been advised that x-ray can be hazardous to an unborn child.
Date of last menstrual cycle:___________
_________________________________
____________________
Signature
Date

Consent to x-ray:
I hereby grant Hill Country Family Chiropractic permission to perform an x-ray evaluation if needed of _____________. I understand that x-rays are
being performed to locate vertebral subluxation, and not to diagnose or treat any other disease or condition.
_________________________________
_____________________
Signature (parent if minor)
Date

Consent to evaluate and adjust a minor child
I, ________________ being the parent of legal guardian of _________________ have read and fully understand the above terms of
acceptance and hereby grant permission for my child to receive chiropractic care.
_________________________________
______________________
Signature
Date
Consent to Use Video Testimony Usage:
I, _____________________________________, hereby grant Hill Country Family Chiropractic permission to record and show my video testimony
at their discretion.
__________________________________
Signature

______________________
Date

INSURANCE INFORMATION
I clearly understand that all insurance coverage is an arrangement between my insurance carrier and me. If this office chooses to bill any services to
my insurance carrier that they are performing these services strictly as a convenience for me. The Doctors office will provide any necessary report or
required information to aid in insurance reimbursement of services, but I understand that insurance carriers may deny any claim and that I am
ultimately held responsible for any unpaid balances. Any monies received will be credited to my account. I certify that this office visit is not related
to any personal injury or worker’s compensation case that is active or that has not been closed and finalized.

Signature_________________________________________ Date _____________________
(If under age 18) Parent’s signature

Electronic Health Records Intake Form
This form complies with CMS EHR incentive program requirements
Last Name:_________________________

First Name:_________________________

Email address: _________________@_________________
Preferred method of communication for patient reminders (Circle one): Email / Phone / Mail
DOB: __/__/____

Gender (Circle one): Male / Female

Preferred Language: __________________

Smoking Status (Circle one): Every Day Smoker / Occasional Smoker / Former Smoker / Never Smoked
Smoking Start Date (Optional): __________________
Family Medical History (Record one diagnosis in your family history and the affected
Diagnosis
Sibling:
Offspring:
Father
Mother
relative)
(Write in below)
(___________) (___________)
Example:
X
Heart Disease

Race (Circle one): American Indian or Alaska Native / Asian / Black or African American / White (Caucasian) Native
Hawaiian or Pacific Islander / I Decline to Answer
Ethnicity (Circle one): Hispanic or Latino / Not Hispanic or Latino / I Decline to Answer
Are you currently taking any medications? (Include regularly used over the counter medications)
Medication Name
Dosage and Frequency (i.e. 5mg once a day, etc.)

Do you have any medication allergies?
Medication Name
Reaction

Onset Date

Additional Comments

□ I choose to decline receipt of my clinical summary after every visit (These summaries are often blank as a result of
the nature and frequency of chiropractic care.)
Patient Signature: _____________________________________________

Date: ________________

For office use only
Height: _________

Weight:____________ Blood Pressure:______ /______

Acknowledgement of Receipt of Notice of Privacy Practices
1742 FM 2673
Canyon Lake, Texas 78133
Phone: (830) 964-3032
Fax: (830) 964-4460
I understand and have been provided with the opportunity to review a Notice of Privacy Practices that provides a more complete description
of information uses and disclosures. I understand that I have the following rights and privileges:





The right to review the notice prior to signing this consent,
The right to object to the use of my health information for directory purposes, and
The right to request restrictions as to how my health information may be used or disclosed to carry out
treatment, payment or health care operations.

Texas Chiropractic Association Authorization
Your chiropractor and members of the practice staff may need to disclose your name, address, phone number, billing
information and your clinical records to the Texas Chiropractic Association (TCA). This disclosure will be made if we need
the TCA’s assistance to receive reimbursement for your services or, we need the TCA’s assistance because the party
responsible for reimbursing your services has improperly processed your claim.
By signing this form you are giving us authorization to send the TCA this information. You are also giving the TCA authorization to
re-disclose your information to the party responsible for the payment of your services, the TCA’s legal counsel, and state or federal
agencies that may be asked to intercede on your behalf.

Appointment Reminders and Health Care Information Authorization
Your chiropractor and members of the practice staff may need to use your name, address, phone number, and your clinical records to
contact you with appointment reminders, information about treatment alternatives, or other health related information that may be of
interest to you. If this contact is made by phone and you are not at home, a message will be left on our answering machine. By
signing this form, you are giving us authorization to contact you with these reminders and information.
Patient Signature:

Date:

If not signed by the patient, please indicate relationship.
 Parent or guardian of minor patient
 Guardian or conservator of an incompetent patient
 Beneficiary or personal representative of deceased patient
Name of Patient: __________________________________________________

For Office Use Only:
Signed form received by: _______________________________________________
Acknowledgement refused: (Efforts to obtain reasons for refusal)

_____________________________________________________________
_____________________________________________________________
_____________________________________________________________

PATIENT NAME: _____________________________________________________________
ARBITRATION AGREEMENT
Article 1: Agreement to Arbitrate: It is understood that any dispute as to medical malpractice, that is as to whether any medical services rendered
under this contract were unnecessary or unauthorized or were improperly, negligently or incompetently rendered, will be determined by submission
to arbitration as provided by state and federal law, and not by a lawsuit or resort to court process, except as state and federal law provides for judicial
review of arbitration proceedings. Both parties to this contract, by entering into it, are giving up their constitutional right to have any such dispute
decided in a court of law before a jury, and instead are accepting the use of arbitration. Further, he parties will not have the right to participate as a
member of any class of claimants, and there shall be no authority for any dispute to be decided on a class action basis. An arbitration can only decide
a dispute between the parties and may not consolidate or join the claims of other persons who have similar claims.
Article 2: All Claims Must be Arbitrated: It is also understood that any dispute that does not relate to medical malpractice, including disputes as
to whether or not a dispute is subject to arbitration, as to whether this agreement is unconscionable, and any procedural disputes, will also be
determined by submission to binding arbitration. It is the intention of the parties that this agreement binds all parties as to all claims, including
claims arising out of or relating to treatment or services provided by the health care provider, including any heirs or past, present or future spouse(s)
of the patient in relation to all claims, including loss of consortium. This agreement is intended to bind any children of the patient whether born or
unborn at the time of the occurrence giving rise to any claim. This agreement is intended to bind the patient and health care provider and/or other
licensed health care providers, preceptors, or interns who now or in the future treat the patient while employed by, working or associated with or
serving as back-up for the health care provider, including those working at the health care provider’s clinic or office in any other clinic or office
whether signatories to this form or not.
All claims for monetary damages exceeding the jurisdiction limit of the small claims court against the health care provider, and/or the health care
provider’s associates, association, corporation, partnership, employees, agents and estate, must be arbitrated including, without limitation, claims for
loss of consortium, wrongful death, emotional distress, injunctive relief, or punitive damages. This agreement is intended to create an open book
account unless and until revoked.
Article 3: Procedures and Applicable Law: A demand for arbitration must be communicated in writing to all parties. Each party shall select an
arbitrator (party arbitrator) within thirty days, and a third arbitrator (neutral arbitrator) shall be selected by the arbitrators appointed by the parties
within thirty days thereafter. The neutral arbitrator shall then be the sole arbitrator and shall decide the arbitration. Each party to the arbitration shall
pay such party’s pro rata share of the expenses and fees of the neutral arbitrator, together with other expenses of the arbitration incurred or approved
by the neutral arbitrator, not including counsel fees, witness fees, or other expenses incurred by a party for such party’s own benefit. Either party
shall have the absolute right to bifurcate the issues of liability and damage upon written request to the neutral arbitrator.
The parties consent to the intervention and joinder in this arbitration of any person or entity that would otherwise be a proper additional party in a
court action, and upon such intervention and joinder, any existing court action against such additional person or entity shall be stayed pending
arbitration. The parties agree that provisions of state and federal law, where applicable, establishing the right to introduce evidence of any amount
payable as a benefit to the patient to the maximum extent permitted by law, limiting the right to recover non-economic losses, and the right to have a
judgment for future damages conformed to periodic payments, shall apply to disputes within this Arbitration Agreement. The parties further agree
that the Commercial Arbitration Rules of the American Arbitration Association shall govern any arbitration conducted pursuant to this Arbitration
Agreement.
Article 4: General Provision: All claims based on the same incident, transaction, or related circumstances shall be arbitrated in one proceeding. A
claim shall be waived and forever barred if (1) on the date notice thereof is received, the claim, if asserted in a civil action, would be barred but the
applicable legal statute of limitations, or (2) the claimant fails to pursue the arbitration claim in accordance with the procedures prescribed herein
with reasonable diligence.
Article 5: Revocation: This agreement may be revoked by written notice delivered to the health care provider within 30 days of signature and, if
not revoked, will govern all professional services received by the patient and all other disputes between the parties.
Article 6: Retroactive Effect: If patient intends this agreement to cover services rendered before that it is signed (for example, emergency
treatment), patient should initial here __________. Effective as of the date of first professional services.
If any provision of this Arbitration Agreement is held invalid or unenforceable, the remaining provisions shall remain in full force and shall not be
affected by the invalidity of any other provision. I understand that I have the right to receive a copy of this Arbitration Agreement. By my signature
below, I acknowledge that I have received a copy.
NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE DECIDED
BY NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL. SEE ARTICLE 1 OF
THIS CONTRACT.

PATIENT SIGNATURE

X ________________________________________ DATE ___________________________

(Or Patient Representative) Indicate Relationship if Signing for Patient: ____________________________________________________

OFFICE SIGNATURE

X ________________________________________ DATE ____________________________

