
Pediatric form

Dear parents, 
Choosing to have a chiropractor avaluate your child's health is important step to take! 
Congratulations!  In order to best meet your child's needs, it is necessary for us to 
learn about different aspects of your child's life.

Personal informations

Last name : ____________________________ First name : ______________________________
Birth date : _________________         Age : _____________  Sexe : F___                  M_________
Parent's name : ______________________________________________________________
Contact person : 
Tel. (res) : _________________________  Tel.(work) : __________________________________ 
Mobile : ______________________        Email : _____________________________________ 
Adresse : ____________________________________________________________________________ 

Reference: How did you hear about Momentum Chiropratique? 
Health professional (Name) : ________________________________________________
Patient at the clinic (Name) : _____________________________________________________ 
Google
Internet / Web site: www.
Google
Internet / Web site: www. momentumchiropratique.com
___ _________________________________________________ ____________________________________ 

Reason for consultation: 
I consult for prevention, I have no symptoms
I suffer from: _____________________________________________________________ 
Sensations (If applicable) : 

1- Burning
2- Stabbing
3- Tingling/Numbness

4- Needles
5- Stiffness
6- Other:    _____________________________

Please identify with an "X"  on the following line the intensity of your  pain. 

____________________________________________________________________________________ 
No pain  Extreme pain



Chiropractic is a global and natural health science that considers all aspects of your health.  The 
benefits of chiropractic are related to all the systems of your body and a problem to your nervous 
system may be detected through many symptoms. It is therefore important for us to know your actrual 
state of health in order to offer you the mosts positive experience with chiropractic care.

Please indicate the symptoms that you can relate to your child's condition:  : Occasional (O) ; 
Frequent (F) ; Constant (C)   

O    F  C O    F  C 
Respiratory system Urinary system 
� �     Asthma
� �     Dry cough
� �     Productive cough
� �    Shortness of breath
� �     Difficulty breathing
� �     Wheezing

� �   Difficulty urinating
� �   Pain at urination
� �   Urinairy infections
� �   Blood in urine
� �   Frequent urination
� �   Incontinence
� �   Enuresia

Cardio-vascular system 
Ear, eye and nose � �    Hypertension

� �    Palpitations
� �   Chest pain
� �    Angina
� �    Heart murmur
� �    Sweeling of arms or legs
� �    Cold feet or hands

Digestive system  
� �    Stomach burn
� �    Constipation
� �    Diarrhea
� �    Crampes
� �    Gas
� �    Blood in stools
� �  Heart burn

� �    Blurred vision
� �    Loss of vision
� �    Tearing
� �    Redness in the eyes
� �    Dryness in the eyes
� �    Runny nose
� �    Nose bleed
� �    Change of smell
� �    Nasal congestion
� �   Otitis, ear ache
� �    Loss of hearing
� �    Buzzing/shistling in the ears
� �    Full ear sensation
� �    Taste changing
� �    Difficulty swallowing
� �    Sore throat

Nervous system 
Skin 
� �   Redness
� �      Dryness
� �    Itching
� �    Excessive sweating

� �    Numbness/tingling
� �    Trembling
� �    Anxiety
� �    Insomnia
� �    Attention deficit/Concentration
� �    Motricity problems
� �    Communication / language problems
� �    Social skills problems



health history

Pregnancy □ Weakness/problems during pregnancy
□ Complications : _______________________________________________________

□ Medications during pregnancy : _______________________________________ 
□ Nutrition during pregnancy: □ Very well equilibrate □ Good □ Neglected

Delivery               □ Premature  □  to term  □  Post-term
□ Natural delivery
□ With induction
□ Cesarean
□ Epidural
□ Forceps/Suction
□Complications : ________________________________________________________

Weight and size          :  At birth             _____________(kg/lbs) ____________(cm/inches) 
Now :  ______________(kg/lbs) ____________(cm/inches) 

Alimentation 

Breast feeding   □  yes, untill  ______ month □   no, formula : ___________________________________ 
Maternal nutrition during lactation: □  Very equilibrate     □  Good    □ Neglected
Frequency of feeding : ___________________________________________________________________ 
Introduction of solid food : Start _______ month 
Food introduced in chronilogical order:____________________________________________________ 
______________________________________________________________________________________ 

Does your child consume drugs, vitamins or natural products? 
Medications / Vitamins / Natural products    Frequency    Rate 
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 

Has your child been vaccinated? 
Vaccins     Date    Side reations? 
______________________________________________________________________________________ 
______________________________________________________________________________________ 
______________________________________________________________________________________ 

Sleep
Night : __________ hours per night 
Naps: ________ hours per day 
Sleeping position :  □ Back □ Stomach □ Right side □ Left side 

Has your child had any episodes of fever, large tears or other signs of stress?  
_____________________________________________________________________________________ 

A car accident at speeds as low as 6km/h can cause nervous system damage.  All trauma from birth, even 
those that seem harmless may be the basis of a health disorder.

Please note below the infury accidents, falls in which your child was involved
Trauma, injuries, falls 

Date 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

Please note below all surgeries and hospitalizations your child has suffered.
 Surgeries/hospitalizations         Date 
______________________________________________________________________________________ 

____________________________________________________________________________________

To your knowledge, does your child suffering from a disease, allergy or special condition? 

______________________________________________________________________________________ 


	Nom: 
	Prénom: 
	Date de naissance: 
	Age: 
	Nom des parents: 
	Tél rés: 
	Téltravail: 
	Cellulaire: 
	Courriel: 
	Adresse: 
	de la santé précisez svp: 
	Patient à la clinique précisez svp: 
	Partenariat avec des clubs de sports: 
	Autre: 
	Je souffre de: 
	6Autres Spécifiez: 
	Aucune douleur: 
	Douleur intolérable: 
	Malaises pendant la grossesse: Off
	Complications: Off
	Médicaments pendant la grossesse: Off
	undefined: 
	undefined_2: 
	Très équilibrée: Off
	Bonne: Off
	Négligée: Off
	Prématuré: Off
	Accouchement naturel vaginal: Off
	Avec induction provoqué: Off
	Césarienne: Off
	Épidurale: Off
	Forceps  Ventouses: Off
	Complications_2: Off
	À terme: Off
	Postterme: Off
	undefined_3: 
	À la naissance: 
	cmpouces: 
	kglbs: 
	cmpouces_2: 
	mois: 
	oui jusquà: Off
	non formule: Off
	undefined_4: 
	Très équilibrée_2: Off
	Bonne_2: Off
	Négligé: Off
	Alimentation de la mêre pendant lallaitement: 
	Introduction des aliments solides  Début: 
	mois_2: 
	Aliments introduits en ordre chronologique: 
	Médicaments  Vitamines  Produits naturels 1: 
	Médicaments  Vitamines  Produits naturels 2: 
	Vaccins 1: 
	Vaccins 2: 
	Vaccins 3: 
	Sommeil: 
	Sieste: 
	Dos: Off
	Ventre: Off
	Côté droit: Off
	Côté gauche: Off
	Votre enfant atil eu des épisodes de fiêvre de pleurs importants ou dautres indices de stress: 
	Traumatismes chutes 1: 
	Traumatismes chutes 2: 
	Opération Hospitalisation 1: 
	Opération Hospitalisation 2: 
	À votre connaissance votre enfant souffretil dune maladie allergie ou condition particulière: 
	Group3: Off
	Check Box4: 
	0: 
	0: Off
	1: Off
	2: Off

	1: 
	0: Off
	2: Off
	1: Off

	2: 
	0: Off
	1: Off
	2: Off


	Check Box5: 
	0: 
	0: Off

	1: 
	0: Off

	2: 
	0: Off

	3: 
	0: Off

	4: 
	0: Off
	1: Off

	5: 
	0: Off
	1: Off


	Group20: Off
	Group30: Off
	Text5: 
	0: 
	1: 
	0: 

	1: 
	0: 
	1: 

	2: 
	0: 
	1: 


	Text7: 
	0: 
	1: 
	2: 
	3: 



