
SCHOOL-AGE CHILD HISTORY


6 years and Older

Today’s Date: ____________________                                             Child’s Name:_________________________________________

Reason for Today’s visit: ______________________________________________________________________________________

When did this problem first occur? _______________________________________________________________________________

Y / N             Has your child ever had this problem before? ____________________________________________________________

Y / N             Has your child previously been treated for this problem?         Doctor’s name:__________________________________

Y / N             Has your child previously been to a chiropractor?                  When?__________________________________________

Y / N             Are there currently any major life stresses in the family? ___________________________________________________

Health History

In the past year has your child had any of the following

Y / N              Back or neck pain? ________________________________________________________________________________

Y / N               Pains in the legs or arms?___________________________________________________________________________

Y / N               Headaches? _____________________________________________________________________________________

Y / N               Asthma? _______________________________________________________________________________________

Y / N               Allergies? ______________________________________________________________________________________

Y / N               Earaches? _______________________________________________________________________________________

Y / N               Falls from a bicycle, skateboard, scooter, rollerblades or similar? ___________________________________________

Y / N                Does your child have a problem with bedwetting? _______________________________________________________

Y / N                Has your child ever been in a motor vehicle accident? ____________________________________________________

Y / N                Has your child ever had any broken bones? ____________________________________________________________

Y / N                Has your child ever had any surgeries? _______________________________________________________________

Y / N                Is your child at present taking any medications? ________________________________________________________

Y / N                Does your child have any other health problems? _______________________________________________________

Please check all of the following that apply:

Frequent illnesses/fevers _______     Hyperactivity __________   Tantrums _________   Learning difficulty_________    

Hearing problem__________    Eye problem _________    Heart or Lung problem ___________   Poor Posture __________

Abnormal walking __________   Frequent falls/Coordination _____________    Headaches __________   Fatigue _________

Depression _________  Moodiness_________  Skin problems/Rashes_______  Bedwetting ________   Stomach aches _______

Your Child’s Lifestyle

How does your child carry his/her school books? ____________________________________________________________________

Does it hurt to carry them? ______________________________________________________________________________________

What sports does your child play? ________________________________________________________________________________

What hobbies does your child have? _____________________________________________________________________________       

How many hours each day does your child watch TV? _______________________________________________________________

How many hours each day using a computer? ______________________________________________________________________

How often does your child play video games? _____________________________________________________________________

How many hours of sleep on average does your child get each night?___________________________________________________

Are there any smokers in the family? ____________________________________________________________________________

Is your child around any other fumes, exhaust or dampness? __________________________________________________________

Does your child ever feel stressed out? ___________________________________________________________________________

Does your child have trouble reading the board in class? _____________________________________________________________

Has your child ever had blurred vision? __________________________________________________________________________

Does your child wear contact lenses or glasses? ____________________________________________________________________

Does your child sometimes get headaches from reading? _____________________________________________________________

Your Child’s Diet

What does your child usually eat for breakfast? ____________________________________________________________________

What does your child usually eat for lunch? ______________________________________________________________________

Does your child buy a lunch at school? _____________________________________________________
What does your child usually eat for dinner? ________________________________________________

What snacks does your child usually have after school? ________________________________________

What is your child’s favorite food? ________________________________________________________

How much water does your child drink each day? ___________________     Juice__________________

Cow’s milk ____________________  Soda ______________________     Other ___________________
How often does your child eat fast food items? ______________________________________________

Parent/Guardian Signature: ______________________________    Date: ____________

