Personal Information:

Child’s Name:

Chlld’s Address:
City:
Birth date:

State:
Age:

Zip:
Gender: M F

Grade Level:

Soc. Sec #:

Child’s Home Phone No. { )
Mother's Name:

Mother’s Cell Phone No. ( )
Mother’s E-mail:

Mother’s Employer:
Work Phone: ( )
Father’s Name:

Father’s Cell Phone No. ( )
Father’s E-mail:
Work Phone: (

Ext:

) Ext:
Ages:

Number of Siblings:

Referred By:

\lnterested in appointment reminders? O Email O Text

Emergency Contact:

Name:

Relationship to Child:
Phone: ( ) O Home O Cell
Office Phone: ( ) Ext:

Pedlatrician/PCP’s Name:

J

Subluxation Related Complaints:

: “ Child Health Questionnaire (4 -

12 years)

ﬂ; you expect insurance to contribute to your child’s

Insured’s Name: DOB:

Insurance Information:

care? OYes O No

Relationship to Child:

Insurance Company:

Effective Date:

1D or Contract Number;

Group or FECA Number:

Phone Number: ( ) B Ext;

Adjuster or Contact Name:

Claims Address:

State: Zip:

I City:

Lifestyle Information:

How would you rate your child’s ability to play or exert themselves
physically without known limitations or restrictions or discomfort?

O Excellent O VeryGood O Good ©O Average O Poor

How do you rate your child’s diet and quality of food intake?

O Excellent O VeryGood O Good O Average O Poor

How do you rate your owareness and effort to avoid environmental
chemicals and toxins for your child?

O Excelient O VeryGood O Good O Average O Poor

How do you rate your child’s ability to handle psychological,
emotional, social, school and home stressors?

O Excellent O VeryGood O Good O Average O Poor

On a scale (1 worst, 10 best) how would you rank your child’s overall
health & wellness status?

O1 02 03 04 O5 O O7 O8 09 O10

On a scale (1 least, 10 most) how would you rank your priority for
your child’s health?

\ ©O1 02 O3 04 O5 06 O7 08 09 O10

7

Back Pain / Neck Pain / Growing Pains / Injury
Poor Posture / Scoliosis

Headaches / Migraines

Frequent Colds / Weak Immune System

Ear Aches / Ear Infectlons

Behavior Concerns/ Social Concerns

GERD / Acid Reflux

Constipation / Diarrhea / Digestive Issues

O0O0OO0OO0O0O0OO

The goal of your child’s chiropractic evaluation is to identify neurological stress and abnormal neuro-structural patterns called spinal
subluxations. Although chiropractic care is not a treatment for any specific medical condition it is common for spinal subluxations to be
directly or indirectly related to many of the following child related conditlons. Please check If your child has any of the following:

Focus Concerns / ADHD / Learning Disabilities

Autism Spectrum Disorders / Neuro-Sensory Dysfunction
Bedwetting / Enuresis

Seizures / Neurological Ticks / Anxiety / Stress Issues
Poor Coordination / Difficulty with Sports

Abnormal Sleep Patterns

Skin Problem / Rash / Eczema

Allergies / Intalerances to Foods

O00000O0O0

_
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Pregnancy and Peri-Natal History:

Please provide us with information as it
relates to your pregnancy with this child

by checking all that apply:

Alcohol Consumption
Amniocentesis

Chemical Exposure
Frequent Ultrasounds
Genetic Testing
Gestational Diabetes
Group-B Strep Positive
Hypertension

Yeast/fungal Infection

Placenta Abruptio
Placenta Previa

Poor Nutrltion
Pre-Eclampsia
Prescription Medication
Radlation Exposure
Recreational Drug Use
Rhogam Injection
Swelling or Edema
Pre-Natal Vitamins
Unknown/Adopted

OO0OO00000D0D00O0DO0OD0DOO0DO0DODDODOO0OOOO

Please check all that apply in regards to

your child’s vaccine history:

Up-to-Date

Partial

Delaying

Consclentious Objector
Concerned/Unknown
Vacclne Reaction(s)

OO0O000O0

Accident While Pregnant

Breech/Abnormal Position

Bacterial or Viral Infection

Morning Sickness/Nausea

Please check all that apply in regards
to your labor and the birth process
with this child:

Fetal Monitoring
Breech/Abnormal Position
Cord Around Neck

Labor Induced

Rupture of Membranes
Pitocin Administered

Long and/or Difficult Labor
Antibiotics Administered
Pain Medication

Epidural

Lack of Fetal Decent

Lack of Progression

Fetal Distress

Meconium

Forceps

Suction Device
Obstetrical Pulling
Cesarean Section

O000O00O0D0O0D0O0OODODO0ODOOO

Choose all that apply to your child as
a newborn:

Premature

Paor Sleeping
Jaundice

Low APGAR Score
Failure to Thrive

Colic

Resuscitation Required
Prolonged Cranlal Distortion
Difficulty Nursing/Latching
Meconium Aspiration
Antibiotic Administered
Circumcised

Breast Fed

Formula Fed

0O0O0O0O0O0OOO0OODODO0O0OO0OO

J

Treatment History:

Please list any addlitional care or relative services that your

child has received:

Child’s Name:

Date:

Arthritis
Cancer

Diabetes
Hypertension
Genetic Disorder
Unknown/ Adopted

0000000

Cardiovascular/ Heart Disease

A

Avoids busy places/crowds?
Dislikes tags & tight clothes?
Unaware of being banged Into?
Unable to keep hands to self?
Dislikes strong smelling things?
Constantly smells everything?
Covers ears to avoid noises?
Seems to ignore you often?
Has difficulty/avoids reading?
Hesitates to climb/use stairs?
Dislikes/avoids bright lights?
Squints/turns head to see?
Gets motion sickness easily?
Avoids movement activities?
Difficulty sitting still?

Loves to spin, jump & swing?
Difficult to hop / skip / Jump?
Frequently appears clumsy?
Likes heavy blankets?
Frequently kicks/taps things?
Dislikes playing in groups?
Doesn’t express needs well?
Is advanced academically?

o

o
e}
o
Q
e]
o
o
o
o
o
o
O
o
o
o
O
o
o
o
o
o
o)

Developmental & Neurosensory

Please answer the following questions as it pertains
(Frequent, Occasionally or Rarely) to your child’s
behaviors:

Question:
la.
la.
1s.
1s.
2a.
2s.
3a.
3s.
4a.
da.
4a.
4s,
Sa.
Sa.
5s.
Ss.
6a.
6a.
6s,
6s.
7a.
7a.
7s.

Freq Occ Rare

O00000000DO0D0ODODODODOODOOD0ODODOOO0

OCO000000O0O0D0O0O0O0O0ODO0ODO0O0O0D0ODO0O0OOO0OO0

S

currently taking:

Please list any supplements and/or vitamins that your child is

~
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Infant Health History (ROS):

Constitutlonal:

m
m
OOOOOOOOOOOOO§ 00000000

Fever

Headache
Recent Trauma
Stressed/Anxiety
Fatigue/Lethargy
Poor Sleep

Loss of Appetite
Weight Loss

Excessive Tearing
Eye infections
Poor Eye Control
Poor Hearing

Ear Aches/Infection
Discharge from Ear
Poor Smell

Nasal Congestion
Gags Easily
Difficult Speech
Spots on Tongue
Tooth Decay

Gum Disease

Resplratory:

Oo00O0O

Difficulty Breathing
Shortness of Breath
Asthma / Wheeze
Sputum

Chronic Cough

Genltal:

0O00O0O0DO0OO0CO

Testicular Problems
Gonadal Mass
Genital Rash
Vaglnal Discharge
Yeast Infections
Breast Mass

Early Onset Puberty

Integumentary:

000000

Skin Rash/Hives
Eczema

Bruises Easy

Scars

Skin Masses/Bumps
Skin/Hair/Nail Changes

Musculoskeletal:

O Swelling of Muscles/Joints

O Limited Range of Motion

O  Chronic Injury/Complaint
Neurological:

O Seizures Convulsions

O Neurological Ticks

O Lightheaded/Dizziness

O  Tremors

O Clumsy/Paoor Balance

Cardiovascular:

0000

Poor Circulation

Chest Pain

Extremity Swelling
Abnormal Heart Rhythm

immunological:

O00OO00O0

Food Intolerance
Environmental Intolerance
Allergy

Lymph Node Enlargement
Meningitis / Serious Infection
Weak Immune System

Gastrolntestinal:

000000 00O0O

Bloating

Constipation

Diarrhea

Stomach Tenderness/Aches
Weight Loss/Loss of Appetite
Vomiting

Bloody / Tarry Stools
Irritable Bowel Synd. (IBS)
Crohn’s / Ulcerative Colitis
Eating Disorder

Endocrine:

o
o
(o)

Neck or Thyroid Mass
Abnormal Growth Patterns
Excesslve Sweating

Urlnary:

o}

0000

Difficult Urination
Foul Smelling Urine
Blood in Urine
Painful Urination
Kidney Problems

Child’s Name: Date:

Medical History

-

Please list any Prescription Medlcatlons your child takes:

Please list any Surgical Procedures your child has had:

Has your child ever needed any Emergency Services?

List any known Allergles that your child currently has:

\_ /

Minor Cansent

Consent for Evaluation and Treatment
of a Minor Child:

| hereby authorize the Doctor to treat my child’s
conditions as he/she deems appropriate through the
use of chiropractic adjustments and related services.
Furthermore, the Doctor will not be held responsible
for any pre-existing medically diagnosed conditlons,
nor for any medical diagnosis.

“) hereby authorize the Doctor and whomever
he/she may designate as his/her assoclate to
adminlster chiropractic care as he/she deems
necessary to my child”

Chlld’s Name:

Parent/Guardlan Name:

P Guardian Signature:

Date:

j

\
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th
QI LA™ Name: Date: ko e s
712-580-3294
Patient Health Information Consent Form

We lwant you to know how your Patient Health Information (PHI) is going to be used in this office and your rights

conterning those records. Before we will begin any health care operations we must require you to read and sign this

conpent form stating that you understand and agree with how your records will be used. If you would like to have a

mote detailed account of our policies and procedures concerning the privacy of your Patient Health Information we

encpurage you to read the HIPAA NOTICE that is available to you at the front desk before signing this consent.

1. [The patient understands and agrees to allow this chiropractic office to use their Patient Health Information (PHI) for the
purpose of treatment, payment, healthcare operations, and coordination of care. As an example, the patient agrees to
allow this chiropractic office to submit requested PHI to the Health Insurance Company (or companies) provided to us by
the patient for the purpose of payment. Be assured that this office will limit the release of all PHI to the minimum needed
for what the insurance companies require for payment.

2. [The patient has the right to examine and obtain a copy of his or her own health records at any time and request
corrections, The patient may request to know what disclosures have been made and submit in writing any further
restrictions on the use of their PHI. Our office is obligated to agree to those restrictions only to the extent they coincide
with state and federal law.

3. |A patient’s written consent need only be obtained one time for all subsequent care given to the patient in this office.

4. [The patient may provide a written request to revoke consent at any time during care. This would not affect the use of
those records for the care given prior to the written request to revoke consent but would apply to any care given after the
request has been presented.

5. [Our office may contact you periodically regarding appointments, treatments, products, services, or charitable work
performed by our office. You may choose to opt-out of any marketing or fundraising communications at any time.

6. [For your security and right to privacy, all staff has been trained in the area of patient record privacy and a privacy official
has been designated to enforce those procedures in our office. We have taken all precautions that are known by this office
to assure that your records are not readily available to those who do not need them.

7. |Patients have the right to file a formal complaint with our privacy office and the Secretary of HHS about any possible
violations of these policies and procedures without retaliation by the is office.

8. |Our office reserves the right to make change to this notice and to make the new notice provisions effected for all
protected health information that it maintains. You will be provided with a new notice at your next visit following any
change.

9. [This notice is effective on the date stated below.

10. |If the patient refuses to sign this consent for the purposed of treatment, payment and health care operations, the
chiropractic physician has the right to refuse to give care.

| have read and understand how my Patient Health Information will be used and | agree to these policies and

procedures.

I acknowledge that | was provided a copy of the Notice of Privacy Practices and that | have read them or declined

the/opportunity to read them and understand the Notice of Privacy Practices.

Name of Patient (Please Print) Date

Sigmhature Parent, Guardian, or Legal Representative

For further information regarding this notice, please contact our Doctors at (712) 580-3294.
Spencer Chiropractic & Wellness Center P.C. — 1025 5™ Ave SE — Spencer, I4 51301




dDSFENCEH CHIROPRACTIC
& WELLNESS CENTER

INFORMED CONSENT FOR CHIROPRACTIC CARE
Lee Malmstrom, DC Leah Malmstrom, DC
Rex Jones, DC

1025 5th Ave SE, Spencer, 1A 51301

A patient, in coming to Spencer Chiropractic & Wellness Center P.C., gives the doctor permission and authority to
care for the patient in accordance with the chiropractic tests, diagnosis, and analysis. The chiropractic adjustments
or other clinical procedures are usually beneficial and seldom cause any problems. In rare cases, underlying physical
defects, deformities or pathologies may render the patient susceptible to injury. The doctor, of course, will not give
any treatment or health care if she is aware that such care may be contra-indicated. Again, it is the responsibility of
the patient to make it known, or to learn through health care procedures if he/she is suffering from: latent
pathological defects, illnesses or deformities which would otherwise not come to the attention of the Chiropractic
Physician. The doctors provide a specialized, non-duplicating health care service. Our doctors are licensed in a
special practice and are available to work with other types of providers in your health care regime.

| understand that if | am accepted as a patient by a physician at Spencer Chiropractic & Wellness Center, | am
authorizing them to proceed with any treatment that may be necessary. Furthermore, any risk involved, regarding
chiropractic treatment, will be explained to me upon my request.

Patient Signature: Date:

Parent/Guardian Signature if patient is under 18

INSURANCE INFORMATION
Please check any and all insurance coverage that may be applicable in this case:

Major Medical o Worker's Compensation o Medicaid o Medicare o Auto Accident O
Medical Savings Account & Flex Plans o Other

Name of Primary Insurance Company:
Name of Secondary Insurance Company (if any):

AUTHORIZATION AND RELEASE: | authorize payment of insurance benefits directly to the chiropractor or
chiropractic office. | authorize the doctor to release all information necessary to communicate with personal
physicians and other healthcare providers and payers and to secure the payment of benefits. | understand that | am
responsible for all costs of chiropractic care, regardless of insurance coverage. | also understand that if | suspend or
terminate my schedule of care as determined by my treating doctor, any fees for professional services will be
immediately due and payable.

Patient's Signature: Date:

Guardian's Signature Authorizing Care:




CDSPENCER CHIROPRACTIC
& WELLNESS CENTER

Print Full Name

1025 5™ Ave SE
Spencer, IA 51301
Lee Malmstrom D.C.
Leah Malmstrom D.C.

Do you have any changes to InsuranceY /| N

Is thig

If yes

visit being submitted to an accident insurance policy (Aflac, Combined or Colonial)? Y/N

date of injury: Injury:

Reasan for your visit

O B v |

| 5o O s N

-n

1 ¢n

O/ m M

Rate the Severlty of Your Pain (if Any):

Mild Severe
No Pain ’- i I T T R e ——— ’ Pain as Bad as it
[\] 1 2 7 8 2 10 Could Be
Describe the Pain ] Sharp ] Dun g [] Numb [1 Achl [] Shooting
or sensation ] Buming [ Tingling [] stiffness 1 swelling [ other

On the dlagram to the left, please
mark the areas where you are
presently having a complaint.

ain Intensity Work
0 No pain O 0 Can do usual plus unlimited extra work
1 Mild Pain 0 1 Can do usual/no extra
2 Moderate Pain 0 2 Can do 50% of usual
3 Severe Pain 0 3 Can do 25% of usual
4 Worst Possible Pain 0 4 Cannot work
requency of pain: Recreation:
0 No pain O 0 Cando all activities
1 Occasional pain 25% of the day 0 1 Can do most activities
2 Intermittent pain 50% of the day O 2 Can do some activities
3 Frequent pain 75% of the day O 3 Can do afew activities
4 Constant pain 100% of the day O 4 Cannot do any activities
leeping: Lifting:
0 Perfect O 0 No pain with heavy weight
1 Mildly disturbed O 1 Increased pain with heavy weight
2 Moderately disturbed 0 2 Increased pain with moderate weight
3 Greatly disturbed O 3 Increased pain with light weight
4 Totally disturbed O 4 Increased pain with any weight
ersonal care (washing, dressing, etc.): Walking:
0 Ng paln./no restrptpns O 0 No pain any distance
1 Mild pain/no restrictions O 1 Increased pain after one mile
2 Moderate pain/need to go slowly O 2 Increased pain after one half-mile
3 Moderate pain/need some assistance O 3 Increased pain after one quarter-mile
4 Severe pain/need 100% assistance O 4 Increased pain with all walking
ravel (driving, flying, etc.): Standing:
0 No pain on long trips O 0 No pain after several hours
1 Mild pain on long trips O 1 Increased pain after several hours
2 Moderate pain on long trips O 2 Increased pain after one hour
3 Moderate painon short. trips O 3 Increased pain after one half-hour
4 Severe pain on short trips O 4 Increased pain with any standing
Total Score
ature Date




