
    Comprehensive Pediatric Health Profile 
 
Last Name ____________________________  First Name _______________________  Initial ___ Today’s Date__________ 
 
Date of Birth (dd/mm/yy)  ___/___/___       Parents’ Names _____________________________________________________ 
 
Address ________________________________________ Apt. No. ____ City ____________  Postal Code _______________ 
 
Home Phone (     ) _____________  Parents’ Work Phone (      ) _______________ ext _____ Email_____________________ 
 
Medical Doctor ________________________________________   MD’s Phone Number___________________ 
 
Who may we thank for referring you to our office?____________________________________________________________   
 
Do you have an Extended Health Plan that covers Chiropractic Care for your child? ❐ Yes    ❐ No   ❐Not sure 
 

Part 1:   Health Concerns or Symptoms   
 

1.  Does the child have any current health concerns?  If so, please describe. ________________________ 
      __________________________________________________________________________________ 
2.   When did this situation or concern begin?________________________________________________ 
3.  Does this concern interfere with the child’s:   ❐sleep  ❐movement  ❐eating  ❐concentration?  
4.  Have you done anything about this situation/concern or gotten any advice/treatment for it? Yes❐  No❐ 
      If Yes, What were you told?___________________________________________________________ 
5.  What was done?____________________________________________________________________ 
6.  Did it seem to work ? ❐ Yes    ❐No 

 

 Part 2:  Prenatal and Birth History     
 

1.  Was the child’s mother under chiropractic care during the pregnancy?  ❐ Yes  ❐ No 
2.  Was the child’s mother outwardly ill prior to her pregnancy? ❐ Yes  ❐ No 
3.  Were there any illnesses during the pregnancy? ❐ Yes ❐ No. Was it a difficult pregnancy? ❐Yes ❐ No    
     Did the child’s mother have any falls, accidents or physical injuries during the pregnancy? ❐Yes ❐ No    
     If yes, please describe: _______________________________________________________________ 
4.  During the pregnancy, did the child’s mother smoke? ❐Yes ❐ No   drink alcohol? ❐Yes ❐ No    
     If yes, how much?: __________________________________________________________________ 
5.  Were there any drugs/medications taken during the pregnancy? ❐Yes ❐ No.  Supplements ❐Yes ❐ No    
     If yes, please describe_________________________________________________________________ 
6.  Were ultrasounds done? ❐Yes ❐ No  If yes, how many?  _________ 
7.  What was the child’s gestational age at birth?  ____ weeks.  Birth Weight _______ Birth Length _____ 
8.  What was the duration of labour and birth?  _________  What was the APGAR score at birth ___/10? 
9.  Was the birth (check all that apply): ❐ C-section   ❐ Drug induced   ❐ Forceps   ❐Suction ❐ Natural 
10. Were there medications or epidurals given to the child’s mother during birth? ❐Yes ❐ No _________ 
11. Was the baby born:   ❐cephalic (head first)   ❐breech (feet first)  ❐occiput posterior (facing forward) 
12. Was there any evidence of birth trauma to the baby?  ❐bruising  ❐marks on face  ❐cord around neck   
       ❐head shape unusual  ❐lack of arm/leg movement  ❐respiratory distress  ❐ stuck in birth canal 
13. Were there congenital anomalies or defects present? _______________________________________ 
 
 

Part 3:  Growth and Development 
 

1.  Has the child reached all the “milestones” at the appropriate ages?  ❐Yes ❐ No   Please list any  
     concerns:  ________________________________________________________________________ 
2.  At what age did the child (if known): 
     Follow an object _________       Respond to Sound __________       Hold up head __________ 
     Sit unassisted     _________        Vocalize __________________       Talk _________________ 
     Teethe _________________        Crawl ____________________      Walk _________________   

 

 



Network Spinal Analysis will enable your child’s body to create new strategies that will connect 
and release the tension that has built up in their system.  Tension may originate from physical, 
chemical or mental/emotional stress.  The following questions will examine the ways their body 
has been exposed to various forms of stress. 
 

Part 4: Physical Stress History  
 

1.   Has the child ever injured their spine (neck, head, back, hips)   ❐ Yes     ❐ No 
a) Date of most significant injury __________________________________________________ 
b) What happened? ______________________________________________________________ 
c) Date of most recent injury ______________________________________________________ 
d) What happened? ______________________________________________________________ 

2.  Please circle “P” for past injuries and “C” for current injuries that apply to the child: 
                               Mild    Moderate    Severe                            Mild     Moderate   Severe 
     Falls from cribs/carriage:  P C       P C        P C       Falls on ice         P C       P C        P C 
     Falls down stairs:            P C       P C        P C       Sports injuries    P C       P C        P C 
3.  Has the child ever been in a motor vehicle accident?  ❐Yes ❐ No  
4.  Have there been any spinal X-rays, Cat scans or MRI imaging of the child? (neck/back/hips)? 
    When & where were they taken? ________________________________________________ 
    What were you told about them? ________________________________________________ 
5.   Has the child had any surgeries?  ❐ Yes   ❐ No   If yes,  please explain.  _______________________ 
       _________________________________________________________________________________  
6.  Does the child get regular exercise?  ❐Yes ❐ No  Please describe: ___________________________ 
7.  Does the child use a back pack? ❐ No    ❐Yes (light)   ❐Yes (heavy)   ❐Yes (carried on one shoulder)    
 
 
 

Part 5:  Chemical Stress History 
 

1.  Was (is) the child breast fed?  ❐Yes ❐ No    If yes, how long for? __________ 
2.  What age was formula introduced?  __________  What age were solid foods introduced? __________ 
3.  Are you aware of any food/beverage sensitivities or intolerances? ❐Yes ❐ No    Please describe:  

4.   Please indicate the amount your child consumes of each of these products in a typical day or week:   
                      (Eg.  2 glass/d =  2 glasses in a typical day.  3x/w = 3 times in a typical week) 

 _____ Raw vegetables    _____ Fish/Seafood   _____ Eggs 
 _____ Cooked/canned vegetables  _____Water    _____ Fruit 
_____ Sweets/Candy    _____ Bread (type: __________) _____ Milk 
_____ Artificial Sweeteners   _____ Cheese, yogurt, ice cream  _____ Chicken 
_____ Soft Drinks (❐ Diet)     _____ Fast Food   _____ Beef 
_____ Fried Food     _____ Vitamins/ supplements  _____ Pork 

5.  Please list medications (prescription or non prescription) the child has taken in the past 60 days: 
      _________________________________________________________________________________ 
6.  In the past, has the child taken other medications for a period of more than 1 month?  ❐ Yes   ❐No 
     What did they take & why?____________________________________________________________ 
7.  Has the child taken antibiotics?  ❐Yes ❐ No  How many times? ____  What was it for? ____________ 
8.  Has the child been vaccinated?  ❐ Yes  ❐ No   Have they received the Flu shot?  ❐ Yes  ❐ No    

If yes, note any reactions _____________________________________________________________ 
9.  Please list any herbs, nutritional supplements or natural remedies they take regularly: 

__________________________________________________________________________________ 
10. Is the child regularly exposed to second hand smoke?  ❐Yes ❐ No   
11. Are there any pets in the home?  ❐Yes ❐ No  Please list: ___________________________________ 

 



Part 6:  Mental/Emotional Stress History 
 

1.  Were (are) there any problems with lactation and/or feeding? ❐Yes ❐ No  ______________________ 
2.  Were there any problems bonding with the child? ❐Yes ❐ No  _______________________________ 
3.  Do you feel the child is affected by stress?  ❐Yes ❐ No   
4.  Please circle “P” for past stress and “C” for current stress for all that apply to the child: 
                                Mild    Moderate    Severe                                        Mild     Moderate   Severe 
     School Stress             P C       P C        P C      Stress of commuting  P C       P C        P C 
     Play or recreational            P C       P C        P C      Loss of a loved one    P C       P C        P C 
     Family Stress             P C       P C        P C      Change in lifestyle     P C       P C        P C 
     Stress of illness in family  P C       P C        P C      Stress from abuse       P C       P C        P C 
5.  Are there any behavioral problems?  ❐Yes ❐ No    Please describe: 
 

4.  How many hours does the child sleep in a night? ____ hours   What positions? ❐side ❐back ❐stomach 
     Are there any sleep disturbances:   ❐ Night terrors   ❐sleep walking  ❐difficulty sleeping  ❐bedwetting 
5.  Does the child attend daycare?  ❐Yes ❐ No  At what age did they start? ______________ 
6.  Does the child watch television?   ❐Yes ❐ No  How many hours in a typical day/week? ___________ 
7.  Does the child play video/computer games?  ❐Yes ❐ No  How long for a typical day? ____________  
8.  Do you feel that your child’s physical, social and emotional development is normal for their age? 
     ❐Yes ❐ No   If not, please describe:_____________________________________________________ 
     
      
     Which of the following five choices are currently of interest to you for your child?  In a published  
     study of over 2,800 patients in Network Care, conducted within the Medical College at the University  
     of California- Irving, patients reported an overall improvement in all of the categories of health and  
     wellness listed below.  How do you hope for your child to benefit from care in the office?   
                                                                                                (use the rating system in the box below) 

a)___Improvement of their physical symptoms 
b)___Improvement of emotional/mental symptoms 
c)___Improvement of their ability to react or respond to stress 
d)___Improvement of enjoyment of life and 
          the ability to make constructive choices 
e)___Overall improved quality of life 

 
Is there anyone in your life that could also benefit from receiving Network Care? 
___________________________________________________________________________________ 
 

Are there any particular factors or elements about your child’s life, experiences, family, recreation, past              
injuries, genetics, dietary programs, exercises, outlook, etc. that you feel impair their opportunity for      
optimal health?_____________________________________________________________________ 
 
When communicating to you about the examination findings, the nervous system, health and wellness:  
         (check your preference) 
a)  Mostly speak with me about the results and tell me about the changes my child is making. ❐ 
b)  Mostly show me in written form the clinical findings, and let me see the changes that  
      my child is making. ❐ 
c)  I would like to get a sense of the clinical work, help me to feel the difference in my own body. ❐ 
 
Would you say that you are committed to improving your child’s:   ❐ Physical Health? 
  (check all that apply)                ❐ Chemical Health? 
                    ❐ Emotional Health? 
 

Rating 
 

0-does not apply 
1-not so important  
2-important to me 
3-very important to me 


