q Toddler Health Questionnaire (13-36 mo)
(A

Personal Information:

Child’s Name:

Child’s Address:

City: State: Zip:

Birth date: Age: Gender: M F
Soc. Sec#:

Child’s Home Phone No. { }

Mother’s Name:

Mother's Cell Phone No. ( }

Mother’s E-mail:

Mother’s Employer:

Work Phone: { ) Ext:
Father’s Name:

Father’s Cell Phone No. ( )

Father's E-malil:

Work Phone: ( ) Ext:
Number of Siblings: Ages:

Referred By:

Qerested in appointment reminders? QO Email O Text ‘

Emergency Contact:

Name:

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

Pediatriclan/PCP’s Name:

J

Subluxation Related Complaints:

Insurance Information:

/Da you expect insurance to contribute to your child’s care? O Yes O No
Insured’s Name: DOB:
Relationship to Child: Effective Date:

Insurance Company:

ID or Contract Number:

Group or FECA Number:

Phone Number: { ) Ext:

Adjuster or Contact Name:

Claims Address:

City: State: Zip:

Lifestyle Information:

/How would you rate your toddler’s ablility to play or exert themselves
physically without known limitations or restrictions?

O Excellent O VeryGood O Good O Average O Poor

How do you rate your toddler’s diet and quality of food intake?
O VeryGood O Good O Average

O Excellent O Poor

How do you rate your awareness ond effort to avold environmental

chemicals and toxins for your toddler?
O Excellent O VeryGood O Good O Average O Poor

How do you rate your toddler’s ability to handle psychological and

emotional stressors?
O Excellent O VeryGood O Good O Average O Poor

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

01 02 O3 04 O5 O6 07 ©O8 09 O10

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

\ O1 02 O3 04 Os 06 O7 O8 09 O10 /

Asymmetrical Facial Features

Neck Pain / Back Pain / Growlng Pains
Head THt / Torticollis

Head Distortion/ Plagiocephaly

Ear Aches / Ear Infectlons

Behavlor Concerns/ Frequent Tantrums
GERD / Acld Reflux

Constipation / Diarrhea / Digestive Issues

O00000O0O0

The goal of your toddler’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 conditlon it is common for spinal subluxations to be
directly or indirectly related to many of the following toddler related conditions. Please check if your child has any of the following:

Difficulty Nursing / Eating

Back Arching / Tension

Autism Spectrum Disorders / Neuro-Sensory Dysfunction
Seizures / Neurologlcal Ticks

Appears Clumsy / Poor Coordination

Abnormal Sleep Patterns

Skin Problem / Rash / Eczema

Allergies / Intolerances to Foods or Formula

00000000

J
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Child’s Name: Date:

General Health:

Diet History: \

Was/is your child breast fed? O Exclusively Breastfed O Previously Breastfed O Breastfed and Formula fFed
Formula Details (if Applicable): O Milk O Soy O Organic O Homemade O Special: _
Supplements your chlld takes directly:
Supplements mowm takes if nursing:

Vaccinations History: O Up-to-Date O Partial O Delaying O Conscientious Objector O Concerned/Unknown

O Vaccine Reactions:
Pregnancy History:

/ Please provide us with information as it relates to your pregnancy with this child by checking all that apply: \
O Accident While Pregnant O  Group-B Strep Posltive O  Pre-Eclampsia
O  Alcohol Consumption O  Hypertenslon O  Prescription Medication
O  Amniocentesis O  Bacterial or Viral Infection O  Radiation Exposure
O  Abnormal Fetal Position or Breech O Yeast/Fungal Infection O Recreatlonal Drug Use
O Chemical Exposure O  Morning Sickness / Nausea O  Rhogam Injection
O  Frequent Ultrasounds: # O  Placenta Abruptio O Swelling or Edema
O Genetic Testing O  Placenta Previa O  Pre-Natal Vitamins
\ Q  Gestational Diabetes O  Poor Nutrition O Unknown/Adopted /
Birth & Labor History:
/ Birth Welght: Place of Birth: O Hospital O Birthing Center O Home
Birth Height: Birth Care Providers: O OB/Gyn O Midwife O Doula

Final APGAR:

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

O  Fetal Monitoring O  Long and/or Difficult Labor O  Fetal Distress
O  Abnormal or Breech Presentation O  Antibiotics Administered O Meconium
O Cord Around Neck O Pain Medicatlon O Forceps
O Labor Induced O  Epidural O  Suction Device
O  Rupture of Membranes O Lack of Fetal Decent QO  Obstetrlcal Pulling
k O  Pitocin Administered O  Lack of Progression O Cesarean Section /
Post Natal History:
Choose all that apply for your child as a newborn: \ O Arthritis
O  Resuscitation/Oxygen Required O Cancer
O  Prolonged Cranial Distortion O Premature O Cardiovascular/ Heart Disease
O  Difficulty Nursing/Latching/Suckling O Poor Sleeping QO Diabetes
O Meconium Aspiration/Stomach Pumped O Jaundice O Hypertension
O Antibiotic Administered O Low APGAR scare O Genetic Disorder
O Circumcised O  Fallure to Thrive O  Unknown/ Adopted
\ O Coalic ) \ /
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Child’'s Name: Date:

Developmental & Neurosensory

Please write your toddler’s age in months:

/ 13 - 20 months old: \
/ Question: Yes Sometimes NotYet\
1a.

Does your toddler tell you what they want by pointing to it?

. Then answer only the following questions as it pertains to your toddler’s current age: )

1b. Does your toddler imitate 2 word sentences (ie: mamma go)?
1c. Does your toddler correctly point to a picture of something when asked to identify it?

2a. Does your toddler try to help undress themselves?
2b. Does your toddler attempt to get your attention by pulling at you or your arm?
2¢. Can your toddler lift, drink and put down a cup of water without spilling much?

3a. Can your toddler stand by his/herself in the middle of the floor and take a few steps?
3b. Does your toddler walk well by themselves and move around by walking more than crawling?
3¢. Does your toddler attempt to kick a ball?

4a. Can your toddier pick up a very small object with the tips of their fingers and thumb?
4b. Does your toddler play by stacking small blocks on one another?
\ 4c.  Can your toddler turn the pages of a book all by themselves?

/ 21 - 28 months old: \
/ Question: Yes Sometimes NotYet\
la.

Does your toddler correctly point to a picture of something when asked to identify it?
1b. Can your toddler verbally identify a common object that you point to?
1c. Can your toddler identify and point to a few of their own body parts?

000 OO0 OO0 OO0O

000 000 OO0 OO0O
0O00 OO0 OO0 OO0OO

2a. Can your toddler lift, drink and put down a cup of water without spilling much?
2b. Does your toddler successfully eat with a fork?

oy

2¢. Does your toddler use pronouns such as “I" or “me”?

3a. Does your toddler attempt to kick a ball?
3b. Can your child walk up and down a few stairs?
3¢. Can your toddler jump by leaving the floor with both feet at the same time?\

4a. Can your toddler turn the pages of a book all by themselves?
4b. Does your child turn light switches on and off?
\ 4c. Can your toddler string small beads or such on to a string?

Q00 00O OO0 00O
OO0 OO0 OO0 OO0OO
000 OO0 OOO OO0OO

o

( 29 - 36 months old:\\
rQuestlon: Yes Sometimes Not Yet\
la.

Does your toddler use 3-4 word sentences?
1b. Does your toddler understand the concepts of up and down?
1c. When asked "what is your name?” does your toddler answer with both their first and last names?

2a. Does your toddler use a spoon to eat without spilling much?
2b. Can your toddler put on a shirt or coat by themselves?
2c.  Does your toddler wait in line for thelr turn?

3a. Can your toddler jump forward a few inches with both feet?
3b. Can your toddler stand by themselves on one leg for at least 1 second?
3c. Does your toddler attempt to throw a ball overhand?

4a. Can your toddler string small beads or such on to a string?
4b. Does your toddler attempt to cut paper with child-safe scissors?
\ 4¢. Does your toddler hold a pencil or crayon between their thumb and fingers similar to an adult?

O00 D00 OO0 00O
OO0 000 OO0 OO0O

OO0 OO0 OO0 0OOO




Infant Health History (ROS):

Constitutional:

Fever
Headache
Recent Trauma
Pain Complaints
Fatigue

Poor Sleep

Loss of Appetlte
Weight Loss

Excessive Tearing
Blocked Tear Duct
Eye Infections

Poor Eye Control
Poor Hearing

Ear Aches/Infection
Discharge from Ear
Poor Smell

Nasal Congestion
Difficulty Swallowing
Difficult Speech
Spots on Tongue
Tongue Tied

Tooth Decay

m
m
O0O0O0D0OO0O0O0OO0O0O0ODODO0OE O0OODOOODOO

Respiratory:
O Difficulty Breathing
O  Shortness of Breath
O  Asthma/Wheeze
O  Sputum
O  Chronic Cough

Genital:

Undescended Testes
Hydrocele

Testicular Torsion
Gonadal Mass
Genital Rash
Vaginal Discharge
Yeast Infections
Breast Mass

O0OO0O0O0O0O0

O

Integumentary:
Jaundice

Skin Rash / Hives
Eczema

Bruises

(o]

Scars
Skin Masses/Bumps
Skin Color Changes

O0O000O0

Musculoskeletal:

O  Swelling of Muscles/loints

O Limited Range of Motion

O  Fall from a High Surface
Neurological:

O  Selzures Convulsions

Q  Neurological Ticks

O Llightheaded/Dizziness

O Tremors

O  Clumsy/Poor Balance

Cardlovascular:

(o]

O 0O

Poor Circulation

Chest Pain

Extremity Swelllng
Abnormal Heart Rhythm

Immunologlcal;

OC0OO0OO0OO0OO0

Food Intolerance
Environmental Intolerance
Allergy

Lymph Node Enlargement
Meningitis

Serious Infection

Gastrolntestinal:

O Bloating

O Constipation

O Diarrhea

O  Stomach Tenderness

O Stomach Aches

O Vomiting

O Lack of Appetite

O Bloody Stools

O  Dark Tarry Stools

O Itchy Bottom
Endocrine:

O Neck or Thyroid Mass

O  Abnormal Growth Patterns

O  Excessive Sweating
Urinary:

O  Difficult Urination

O  Foul Smelling Urine

O  Blood in Urine

O Seemingly Palnful Urination

O Kidney Problems

)

Child’s Name: _Date:

Medical History

5

Please list any Prescription Medications your child takes:

Please list any Surglcal Procedures your child has had:

Has your child ever needed any Emergency Services?

List any known Allergles that your child currently has:

J

\.

H

Minor Consent

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 conditions,
nor for any medical diagnosis.

“I hereby authorize the Doctor and whomever
he/she may designate as his/her assoclate to
administer chiropractic care as he/she deems
necessary to my chlld”

Child’s Name:

Parent/Guardian Name:

» Guardlan Signature:

Date:

\_
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712-580-3294
Patient Health Information Consent Form

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

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

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

mofe 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.

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

thelopportunity to read them and understand the Notice of Privacy Practices.

Name of Patient (Please Print) Date

Sighature 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, 14 51301




). )SPENCER CHIROPRACTIC
& WELLNESS CENTER

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

1025 5th Ave SE, Spencer, IA 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.

I'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:




& WELLNESS CENTER Lee Malmstrom D.C.
Leah Malmstrom D.C.

Tn®. 1025 5™ Ave SE
gy)DSPENCER CHIROPRACTIC Spencer, |1A 51301

Print Full Name Do you have any changes to InsuranceY / N

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

If yes| date of injury: Injury:

Reasadn for your visit
Rate the Severity of Your Pain (if Any):

Mild Moderate Severe
No Pain @ — = e e e e o e e = — = -— Paln as Bad as it
0 1 2 3 4 5 6 7 8 9 10 Could Be
Describe the Pain [ ] Sharp ] Dun O Throbbing [] [ Aching [ Shooting
arsensation [C]Buming [JTingling []Cramps [] Stiffness [[] swelling [ other

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

Rain Intensity Work

] 0 No pain 0O 0 Can do usual plus unlimited extra work
£} 1 Mild Pain 0O 1 Can do usual/no extra

[ 2 Moderate Pain O 2 Cando 50% of usual

] 3 Severe Pain 0 3 Can do 25% of usual

[l 4 Worst Possible Pain O 4 Cannot work

Arequency of pain: Recreation:

[l 0 No pain O 0 Can do all activities

] 1 Occasional pain 25% of the day 0O 1 Can do most activities

O 2 Intermittent pain 50% of the day 0 2 Can do some activities

[] 3 Frequent pain 75% of the day O 3 Cando afew activities

] 4 Constant pain 100% of the day O 4 Cannot do any activities

Sleeping: Lifting:

[] O Perfect O 0 No pain with heavy weight

0 1 Mildly disturbed O 1 Increased pain with heavy weight

[} 2 Moderately disturbed 0 2 Increased pain with moderate weight
[] 3 Greatly disturbed 0 3 lIncreased pain with light weight

L} 4 Totally disturbed O 4 Increased pain with any weight
Ifersonal care (wash!ng, dressing, etc.): Walking:

[] 0 No pain/no restrictions

0 No pain any distance

1 Increased pain after one mile

2 Increased pain after one half-mile

3 Increased pain after one quarter-mile
4 Increased pain with all walking

[] 1 Mild pain/no restrictions 0
0 2 Moderate pain/need to go slowly 0O
[] 3 Moderate pain/need some assistance 0
[] 4 Severe pain/need 100% assistance 0

Travel (driving, flying, etc.): Standing:

L 0 N(.) paiq on long trigs O 0 No pain after several hours

1 Mild pain on !ong trips ) 0 1 Increased pain after several hours
( 2 Moderate pa!n onlong trlps O 2 Increased pain after one hour

§ 3 Moderate pam on shortl trips O 3 Increased pain after one half-hour
[} 4 Severe pain on short trips O 4 Increased pain with anv standing

Total Score

Signpture Date




