
PRE-SCHOOL CHILD HISTORY


3 years to 5 years

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

Y / N          Does your child complain of pain or discomfort?    Where & when did this start? _________________________________

                   Was onset       Sudden _______   or Gradual ________              Is problem      Constant_______   or Intermittent________

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

Y / N          Has your child previously been treated for this problem?     By whom? _________________________________________

Y / N          Has your child previously had chiropractic care?                  Previous Chiropractor: _______________________________

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

Health History

                    Sleep quality/quantity? ______________________________________________________________________________

Y / N           Does your child ever complain of back or neck pain? ______________________________________________________

Y / N           Does your child complain of pains in the legs or arms? _____________________________________________________

Y / N            Has your child had asthma? __________________________________________________________________________

Y / N            Is your child allergic to anything? _____________________________________________________________________

Y / N            Are there any smokers in the child’s home? _____________________________________________________________

Y / N            Is the child exposed to any other fumes, exhaust or dampness? ______________________________________________

Y / N            Has your child had any earaches?                      At what age did the child’s first earache occur? ____________________

                     How frequently does your child have earaches? __________________________________________________________

                      In which ear does your child’s earaches usually occur?            Right_______      Left _________      Both ____________

Y / N             Is your child presently taking any prescribed medication? __________________________________________________

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 _________

Y / N              Do you have any other concerns about your child’s health? ________________________________________________

Trauma

Y / N               Has your child had any recent falls or trauma?  

                        Describe the trauma and the date it occurred: ___________________________________________________________

Y / N               Has your child ever fallen from a bicycle, skateboard, scooter, rollerblades or similar? _________________________

Y / N               Has your child ever fallen down stairs or fallen from a significant height? ___________________________________
Y / N               Has your child ever been in a motor vehicle collision or near-miss? ________________________________________

Y / N               Has your child ever had a bone fracture or joint dislocation? _____________________________________________

Y / N               Has your child had any other trauma or injuries? ______________________________________________________

Y / N               Does your child ever bang his/her head repeatedly against a wall, bed or other object? _________________________

Nutrition

Y / N               Do you have any concerns about your child’s diet? _____________________________________________________

Y / N               Does your child have frequent bouts of diarrhea, constipation, vomiting, abdominal  bloating, gas or burping? ______

                         ______________________________________________________________________________________________

Y / N                Does your child have daily bowel movements? ________________________________________________________

Y / N                Does your child take vitamin supplements? ___________________________________________________________

                         For how many months was your child breast-fed? _____________________________________________________

                         What does your child usually eat for breakfast? _______________________________________________________

                         What does your child usually eat for lunch? _________________________________________________________

                          What does your child usually eat for dinner? __________________________________________________________ 

                          What does your child usually eat for snacks?__________________________________________________________
                          List how much your child has of each:    cow’s milk ____________________    water_________________________

                          juice_____________________     soda________________________    other ______________________________

                          What is your child’s favorite food? _________________________________________________________________

                          What type of fast foods does your child like to eat? ____________________________________________________

Parent/Guardian Signature: ____________________________     Date: ______________

