Pre-School Child History
3 years to 5 years

Today’s Date: ______________

Child’s Name: _________________________DOB: ________Age: _____

Reason for Today’s Visit:______________________________________

( Y ( N  
Does your child complain of pain or discomfort?  
If yes when did this occur? ____________

( Y ( N  
Has your child had this problem before?

( Y ( N  
Has your child previously been treated for this?




If yes by whom? ____________________

( Y ( N  
Has your child previously had chiropractic care?




If yes, previous chiropractor: __________________

Health History

( Y ( N  
Does your child ever complain of back or neck pain?_________
( Y ( N  
Does your child complain of leg or arm pain?_______________

( Y ( N  
Does your child ever complain of headaches?______________
( 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  
Has your child had any earaches?   What age was their 1st?____


How frequently does your child have earaches?____________



In which ear do they usually occur?   ( Left  ( Right  ( Both
( Y ( N 
Is your child currently on any prescribed medication?



Please list: _______________________________________

Please list any other illness which have been a concern for your child:

_________________________________________________________

Please list any surgeries your child has had:

________________________________________________________

( Y ( N 
Do you have any other concerns about your child’s health



Please list: __________________________________

Pre-School Child History Form

3 years to 5 years

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


If yes please describe and give date:____________________

( Y ( N
Has your child fallen down stairs or fallen from a significant height?  Please explain:______________________________
( Y ( N
Has your child been in a motor vehicle accident?____________
( Y ( N
Have they ever had a bone fracture or a dislocation?




If yes, please explain:__________________________

( Y ( N
Does your child repeatedly bang their head against a wall or other hard object?

( Y ( N
Has your child had any other trauma?

Nutrition

( Y ( N
Do you have any concerns about your child’s diet?___________

( Y ( N
Does your child have any food allergies? _________________

( Y ( N
Does your child have any persistent or intermittent skin rashes? _________________________________________

( Y ( N
Does your child take a vitamin supplement? _______________

( Y ( N
Does your child eliminate stools each day? ________________

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?________________________

How much cow’s milk does your child usually drink daily? _______________

What is your child’s favorite food? ______________________________
What type of fast food does your child like to eat? __________________

Vaccination History

When & what was your child’s first vaccine?_______________ _________

Please list vaccines and boosters your child has had: __________________
When and what was your child’s most recent vaccination? ______________
 ( Y ( N     Did your child have any discomfort following any of their vaccinations?
