
 

Patient Information: 
Childs Name: ________________________________ Date of Birth: ______________ 
Age: ________ Height: __________ Weight: _________  Sex: ☐ Male ☐ Female  

Parent/ Guardians Name: ___________________  Phone Number: _________________ 
Home Address: _______________________________City:_________ Zip:_________ 
Parents Email: ____________________ How did you hear about us? ________________ 
Previous Chiropractic care? ☐ yes ☐ no 
Family Doctor:________________________________________________________ 
Clinic Name: _______________________________ Clinic Phone Number:___________ 
May we communicate with your family doctor regarding your child’s care if needed? ☐ yes ☐no 

Other healthcare professionals? _____________________________________________ 

Wellness Profile: 
Do you have a concern that brings you in?______________________________________ 
If yes, please answer the following questions: 
Does your child appear to be in discomfort? ____________________________________ 
How long has your child been experiencing this? _________________________________ 
Is it getting better, worse, or staying the same? __________________________________ 
Was it sudden or gradual? ________________________________________________ 
Is your child on any medications? ___________________________________________ 
Is your child on any supplements? ___________________________________________ 
Is/ was your child breast-fed? ☐ yes ☐ no If no which formula: _______________________ 

Has your child been vaccinated? ☐ yes ☐ no ____________________________________ 

Any surgeries or hospitalizations? ☐ yes ☐ no ___________________________________ 

Does your child eat gluten? ☐ yes ☐ no Dairy? ☐yes ☐ no  
Please list of your child has had any of the following: C= current P= Previous  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Infant/ Kids Intake Form 

 C  P 
☐ ☐ Asthma 
☐ ☐ Respiratory Tract 
Infections 
☐ ☐ Sinus Problems 
☐ ☐ Ear Infections 
☐ ☐ Strep Throat 
☐ ☐ Frequent Colds 
☐ ☐ Recurrent Fevers 
☐ ☐ Eczema 
☐ ☐ Rashes 
☐ ☐ Allergies 
☐ ☐ Food Sensitivies 
☐ ☐ Digestive Problems 
☐ ☐ Latching Issues

 C  P 
☐ ☐ Frequent Diarrhea 
☐ ☐ Constipation 
☐ ☐ Gas 
☐ ☐ Headaches/ Migraines 
☐ ☐ Neck Pain 
☐ ☐ Torticollis/ Head tilt 
☐ ☐ Trouble Feeding on one side 
☐ ☐ Back Pain 
☐ ☐ Growing Pains 
☐ ☐ Scoliosis  
☐ ☐ Red Swollen Painful Joints 
☐ ☐ Colic 
☐ ☐ Frequent Crying Spells

 C  P 
☐ ☐ Slow Weight Gain 
☐ ☐ Acid Reflux/ GERD 
☐ ☐ Asymmetrical Crawling/ Gait 
☐ ☐ Bed Wetting 
☐ ☐ Sleep Problems 
☐ ☐ Night Terrors 
☐ ☐ Tip Toe Walking 
☐ ☐ Regression of Milestones 
☐ ☐ Seizures 
☐ ☐ Tremors/ Shaking 
☐ ☐ ADD/ ADHD 
☐ ☐ Temper tantrums 
☐ ☐ Autism



Prenatal Profile: 
Complications during pregnancy? ☐ yes ☐ no If yes, please explain: ____________________ 

__________________________________________________________________ 
Medications during pregnancy? ☐ yes ☐ no If yes, please explain: _____________________ 

Any vaccines during pregnancy? ☐ yes ☐ no if yes, which vaccines? ____________________ 

C- Section? ☐ yes ☐ no 
Vaginal Delivery? ☐ yes ☐ no 

Induction? ☐ yes ☐ no 

Epidural? ☐ yes ☐ no 

Any complications during delivery? ☐ yes ☐ no _________________________________ 

Vacuum or forceps used? ☐ yes ☐ no which? ___________________________________ 

Consent: 
Our goal is to provide a detailed assessment of your child’s current health status and provide to 
you the resources for a highly engaged and healthy child whose body is functioning at its absolute 
peak potential. Essential to this healthy growth is a nervous system functioning free from 
interference called subluxations (spinal misalignments). The statements made on this form are 
accurate to the best of my recollection and I agree to allow this office to examine my child for 
further evaluation.  I understand that I am responsible for all payment of fees charged in this 
office of services rendered.  
I ___________________________________ being the parent or legal guardian of (child’s 
name) ________________________________, hereby grant permission for my child to 
receive a chiropractic evaluation and adjustment including history, spinal palpation, and 
examination. Any findings will be communicated before consenting to the commencement of 
care, if appropriate. 

______________________________________        __________________________ 
Consenting Adult’s Signature/ Print        Date 
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Informed Consent to Treatment 

PATIENT NAME: _______________________________________________ 
To the Patient: Please read this entire document prior to signing it. It is important that you 
understand the information contained in this document. Please ask questions before you sign if 
there is anything that is unclear.  

The Nature of the Chiropractic Adjustment: 
The primary treatment used by a doctor of chiropractic is spinal manipulation therapy. The 
chiropractor will use this procedure to treat you manually with their hands or with a mechanical 
instrument to move your joints. This may cause an audible “pop” or “click,” much as you have 
experienced when you “crack” your knuckles. You may feel a sense of movement.  

Analysis / Examination / Treatment: 
As a part of the analysis, examination, and treatment, you are consenting to the following 
procedures. 
(Please initial next to each area): 
____Spinal manipulative therapy ____Cranial therapy ____Soft tissue/ Trigger point therapy 
____Percussion ____Kinesio-taping ____Hot/cold therapy ____Palpation ___Vital signs 
____ Range of motion testing ___Orthopedic testing ___Basic neurological testing  
____Muscle strength testing ___Postural analysis ____Nerve testing ___Radiographic studies 

The material risks inherent in the chiropractic adjustment: 
As with any healthcare procedure, there are certain complications, which may arise during 
chiropractic manipulation and therapy. These complications include but are not limited to: 
fractures, disc injuries, dislocations, muscle strain, ligament sprain, cervical myelopathy, 
costovertebral strains and separations, burns or frostbite, worsening/ aggravation of spinal or 
extremity issues, increased symptoms and pain, and no improvement of symptoms and pain. It 
has been suggested, that in some rare cases there have been reported complications of vertebral 
artery dissection (stroke) when a patient receives a cervical adjustment. The complications 
reported can include temporary minor dizziness, nausea, paralysis, vision loss, locked in 
syndrome (complete paralysis of voluntary muscles in all part of the body except for those that 
control eye movements), and death. Some patients may feel some stiffness and soreness following 
the first few days of treatment. The Doctor will make every reasonable effort during the 
examination to screen for contraindications to care; however if you have a condition that would 
otherwise not come to the Doctor’s attention it is your responsibility to inform the Doctor. I do 
not expect the doctor to be able to anticipate and explain all the risks and complications. I also 
understand that no guarantees or promises have been made to me concerning the results 
expected from the treatment.  

The probability of those risks occurring: 
Fractures are rare occurrences and generally result from some underlying weakness of the bone, 
which we check for during the taking of your history and during examination and X-ray. Stroke 
and /or arterial dissection caused by chiropractic manipulation of the neck has been the subject of 
ongoing medical research and debate. The most current research on the topic is inconclusive as to 
a specific incident of this complication occurring. If there is a causal relationship at all it is 
extremely rare and remote. Unfortunately, there is no recognized screening procedure to identify 
patients with neck pain who are at risk of arterial stroke.  

!  3



The availability and nature of other treatment options: 
Other treatment options for your condition may include: 
1. Self-administered, over-the-counter analgesics and rest 2. Medical care and prescription drugs 
(anti-inflammatory, muscle relaxants and pain-killers) 3. Surgery and hospitalization 
If you choose to use one of the above noted “other treatment” options you should be aware that 
there are risks and benefits of such options and you may wish to discuss these with your primary 
medical physician.  

The risks and dangers attendant to remaining untreated: 
Remaining untreated may allow the formation of adhesions and reduce mobility, which 
may set up a pain reaction further reducing mobility. Over time this process may complicate 
treatment making it more difficult and less effective the longer it is postponed.  

CONSENT TO TREATMENT (MINOR) 
I hereby request and authorize Dr. Heaven Londot, DC to perform diagnostic tests and render 
chiropractic adjustments and other treatment to my minor son/daughter: _______________. 
This authorization also extends to all other doctors and office staff members and is intended to 
include radiographic examination at the doctor’s discretion.  As of this date, I have the legal right 
to select and authorize health care services for the minor child named above. (If applicable) 
Under the terms and conditions of my divorce, separation or other legal authorization, the 
consent of a spouse/former spouse or other parent is not required. If my authority to so select and 
authorize this care should be revoked or modified in any way, I will immediately notify this office.  

PLEASE CHECK THE APPROPRIATE BLOCK AND SIGN BELOW. 
I have read ☐ or have had read to me ☐   
the above explanation of the chiropractic adjustment and related treatment. I have had my 
questions answered to my satisfaction. By signing below I state that I have weighed the risks 
involved in undergoing treatment and have decided that it is in my best interest to undergo the 
treatment recommended. Having been informed of the risks, I hereby give my consent to that 
treatment.  

DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE ABOVE.  

Patient Name______________________________ 
Patient Signature___________________________ Date ___________ 
Signature of Parent or Guardian of minor: ________________________ 

Doctor Name ______________________________ 
Doctor Signature ___________________________ Date____________ 

!  4



HIPAA 
 

Our Promise to You: 
We want to assure you that we take the Federal HIPAA (Health Insurance Portability 
and Accountability Act) laws seriously. These laws were written to protect the 
confidentiality of your health information. 

Privacy Policy: 
The most significant variable that has motivated the Federal Government to legally 
enforce the privacy of health information is the rapid evolution of the use of electronic 
technology in the administration of the health care business.  The government has 
appropriately sought to standardize and protect the electronic exchange of your health 
information. This has challenged us to review not only how your information is used 
within our computers but also with the Internet, phones, fax machines and any device 
used to copy or transfer this data. We want to advise you that we have developed policies 
and procedures for our practice to assure that your personal or health information will 
be shared only as required and only for the purpose of administering your case. Our 
office is subject to State and Federal laws regarding the confidentiality of your health 
information. We will assure our office adherence to those laws and we want you to 
understand our procedures and your rights as a valued patient. Your health information 
will be communicated only for the purpose of conducting health care business and 
obtaining payment for services. Be assured that without your written permission, your 
health information will not be used for any other purpose. 

How your Health information may be used to provide treatment within our office: 
Your health information will be used to provide the best care and services possible. This 
may include administrative and clinical procedures designed to optimize scheduling and 
coordination between you and all internal office personnel. In addition, we may share 
this information with referring physicians, clinical pathology laboratories or other health 
professionals providing you treatment. 

Obtaining Payment: 
Your health information may be included with an invoice for the purpose of collecting 
payment for services provided to you in the office. We may do this with insurance forms 
filed for you by mail or electronically. We will make every effort to work with companies 
with similar commitment to the security of your health information. 

Public Health and National Security: 
As permitted or required by State or Federal law, we may disclose your health 
information to proper authorities for the purpose of law enforcement including, under 
certain circumstances, if you are a victim of a crime or in order to report a suspected 
crime. 

Family, Friend, and Caregivers: 
We may share your health information with those you tell us will be assisting you with 
your home care, treatment, or payment. We will be certain to obtain permission prior to 
sharing your information. In the event of an emergency, if you are unable to tell us what 
you want, we will use our very best judgment when sharing your health information with 
anyone participating in your care. 
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Patient Rights: 
This law is careful to describe that you have the following rights related to your health 
information. You have the right to read, review, and copy your health information 
including your complete chart, x-rays or imaging, and billing records. If you would like a 
copy of your health information, please let us know. We may need to charge a reasonable 
fee to supplicate and assemble your copy. 

_______________________________________ 
Signature Agreement 

_______________________________________ 
Print Name 

______________________ 
Date 
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