
Chellis Chiropractic 
405 N Magnolia Street 
Summerville, South Carolina 29483 
Phone: 843.871.7775 / Fax: 843.871.7573 

 
PEDIATRIC HISTORY FORM 

Date   __________________________________________________________ 
Patient Name  __________________________________________________________ 
Address  __________________________________________________________ 
City, State, ZIP  __________________________________________________________ 
SSN ____________________ DOB ____________________ Sex ______ 
Parents Name _________________________________________________________________ 
Home Phone ________________________  Cell __________________________ 
Email Address _________________________________________________________________ 
 

PURPOSE FOR CONTACTING US 
Reason for this visit:  ___________________________________________________________ 
______________________________________________________________________________ 
 

Other doctors seen for this condition? YES NO 
If yes, Doctor’s names & Prior treatment _______________________________________ 
______________________________________________________________________________ 
Other health problems? ____________________________________________________ 
Family health history  ____________________________________________________ 
Previous chiropractor  ____________________________________________________ 
Date of last visit __________ Reason _______________________________________ 
Name of Pediatrician __________________________________________________________ 
Date of last visit __________ Reason _______________________________________ 
Prescription medications your child has taken during the past 6 month’s _____________ 
______________________________________________________________________________ 
Vaccination history __________________________________________________________ 
 

PRENATAL HISTORY 
Name of obstetrician/midwife  _____________________________________________ 
Complications during pregnancy?  Yes No __________________________ 
Complications during delivery?  Yes No __________________________ 
Ultrasounds during pregnancy?  Yes No How many _____________ 
Medications during pregnancy/delivery? Yes No How many _____________  
Location of birth Hospital Birthing Center Home 
Birth intervention Forceps Vacuum extraction 
Caesarean Section Yes No Emergency Planned 
Apgar score _____ _____  
Cigarette/Alcohol during pregnancy?  Yes  No How much _____________ 
Genetic disorders/disabilities?   Yes No __________________________ 
Birth Weight __________ Birth Length __________ 

 
FEEDING HISTORY 

Breast fed?  Yes No How long __________  
Formula fed?  Yes  No How long __________ 
Introduced solids? _________month’s  
Cow’s milk  __________months 
Food/juice allergies/intolerances Yes No ________________________________ 
 

 



Chellis Chiropractic 
405 N Magnolia Street 
Summerville, South Carolina 29483 
Phone: 843.871.7775 / Fax: 843.871.7573 

DEVELOPMENTAL HISTORY 
At what age did your child: 
_____months Respond to Sound    _____months Cross Crawl 
_____months Respond to Visual Stimuli   _____months Stand Alone 
_____months Sit Up      _____months Walk Alone 
 
According to the National Safety Council, approximately 50% of children fall from a 
high place during the first year of life (i.e. a bed, a changing table, down stairs, etc.) 
Was this the case with your child? Yes No From where __________________________ 
Is/has your child been involved in any high impact or contact sports? Yes No 
 List _________________________________________________________________ 
Has your child ever been involved in a car accident?  Yes No  
Has your child ever been seen on an emergency basis? Yes No 
Other traumas not described above? _____________________________________________ 
Prior Surgery? Yes No ____________________________________________________ 
Does your daughter get her period? Yes No how old did she start
 _____________ 
 

 
CHILDHOOD DISEASES 

Chicken Pox Yes No _____age Mumps        Yes No _____age 
Rubella  Yes No _____age Rubeola Yes No _____age 
Whooping  
Cough  Yes No _____age Other  Yes No _____age 
 

We are here to serve you and encourage you to ask questions, your 
participation is vital and will help determine your results. 

 
 

AUTHORIZATION FOR CARE OF A MINOR 
 

I hereby authorize Chellis Chiropractic and Dr. Tara Chellis to administer care to my 
son/daughter as they deem necessary. I clearly understand and agree that I am 
personally responsible for payment of all fees charged by this office if they are not 
covered by insurance.  
 
Name of Insurance Company ____________________________________________________ 
Policy number   ____________________________________________________ 
Guardian Signature  ____________________________________________________ 
Relationship to patient ____________________________________________________ 
Date    ________/________/_________ 


