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LIFE SPRINGS

AMILY CHIROPRACTIC





The pregnancy history is the blueprint for your child’s development. Please take the time to complete the history. In cases of adoption, please provide any information available. 

Child’s Name: _______________________________________________                      

Child’s DOB:   _______________________________________________   
Exam Date:________________________ 
File # 

Mother’s Name: __________________________________________________________ 

Mother’s Occupation: _____________________________________________________ 

Father’s Name: __________________________________________________________

Father’s Occupation:______________________________________________________

Address: ________________________________________________________________  

City: ___________________________     State: _____________  Zip Code: __________

Contact Number: ___________________________________ 

Email: __________________________________________________________________  

Referral: ________________________________________________________________ 

What is the main reason you reason you brought your child in for care? ______________ 

________________________________________________________________________ 

How severe is the problem? _________________________________________________ 

________________________________________________________________________ 

How long has the child had the problem? ______________________________________ 

_______________________________________________________________________

How has the problem affected, school, home, social? ____________________________ 

_______________________________________________________________________ 

Have you received care for this concern?  If so what? ____________________________

________________________________________________________________________ 

Past Medical History: Surgery, medical testing, medical diagnosis, hospitalizations, childhood illnesses, injuries: _________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 
Pregnancy: 
Did you have a written Birth Plan? _____________

Did you receive prenatal care from an Ob/Gyn, Midwife or both? ________________

Was this a planned pregnancy? ______

Did you plan to breast feeding? _______  How long? _________

Any complications with breast feeding? Yes /  No (circle) If yes, please explain:

_______________________________________________________________________ 

_______________________________________________________________________ 

Pregnancy term (40 weeks) _________

Delivery Venue (hospital, birthing center, home) 

Type of delivery: Vaginal/Cesarean section. 

Were any instruments used in delivery? Forceps/Vacuum/Other 

During your pregnancy did you experience body pains? 

During your pregnancy did you receive any medical diagnosis? 

During your pregnancy did you experience any emotional stress? Which trimester? 

Identify any areas of pain (circle all that apply)

Neck
Mid Back
Low Back
Ribs
Arms/Hands
Legs

Structural Notes:

________________________________________________________________________

Pregnant weight gain: _________

Identify any diagnosis received during pregnancy (circle all that apply)

Gestational Diabetes
High Blood Pressure
Low Blood Pressure

Pre-Eclampsia
Eclampsia
Protein in Urine

Urinary Infection
Pelvic Inflammatory Disease
Complete Bed Rest

Swollen Ankles
Anemia
Seizures

Heart Problems
Indigestion
Thyroid Problems

Infections
Placenta Misplaced
Abnormal Bleeding

Medications
Yeast Infections
Other Illness (please explain) Any Hospitalization

Physiological notes:

How was your diagnosis managed?

Did you choose to perform In-Utero Testing? (Please list tests) 

Did you have an ultrasound during your pregnancy? ________    How many? 

Did you have any x-rays during your pregnancy? _____   Reason: 

Did you experienced any of the following: (please circle all that apply)

Fatigue




Shaky with missed meals

Irritability before meals

Headaches with physical and mental stress

Eating to relieve fatigue

Weak Immune
Cannot fall/stay asleep

Allergies

Dizziness from moving down up
Slow to start in a.m.
Spells of dizziness


Gastric Ulcers
Asthma



Afternoon headaches
Hemorrhoids



Feeling full/bloated
Varicose veins



Craving sweet, caffeine, cigarettes
Unstable behavior


Blurred vision
Frequent Urination

           
Any Blood in Stool/Urine

Frequent Bowel Movement
           
Increase/Decrease in Precocious Symptomatology
   

Diarrhea


           
Energy Boosts

Hard/Loose Stool

           
Gestational Depression

Irritation

                       
Mood Swings

Fears



           
Cravings

Avoidances


           
Fear of childbirth

Post natal Depression

           
Feeling tired or sluggish



Feeling cold-hands, feet, all over
Constipation
Requires excessive amounts of sleep
Weight gain despite efforts

Gain weight easily


Infrequent bowel movements

Outer 1/3 of eyebrow thinned

Thinning of hair on scalp, face, genitalia

Dryness of skin and/or scalp

Mental sluggishness

Depression and lack of motivation

Morning headaches resolving throughout the day

During your pregnancy did you use any of the following?

Tobacco Products 

Alcohol 

Non-Prescribed Drugs 

Prescribed Drugs 

Did you take prenatal vitamins? ______

Where did you get your prenatal Vitamins?

Did you take any additional vitamins? 

Did you experience any cravings? (List cravings) 

Did you experience any avoidances? (List avoidances) 

Did you experience morning sickness? ________ How long?

Did you experience any personal emotional stress during your pregnancy?

Identify subject, detail of stress 

Were you supported through your pregnancy (family, spouse, friends) 

Did you enjoy being pregnant? 

Did you attend any Birth Classes? ________  Which one(s)? 


Birth History

Labor/Delivery Gestational Age: _______weeks.

Birth Venue (circle):     Hospital        Birth Center        Home       Other: 

Length of Labor (Time): 

Birth Outcome: (circle)

Vaginal:   Induced or Natural
Induced: 
Yes  No  Medications _______________________________




    Manual ___________________________________ 

Cesarean Section:  Planned or Emergency

Instruments used:  Vacuum Extraction   Forceps   Epidural   Episiotomy

Any Complications (Please Explain)? ________________________________________________________________________

________________________________________________________________________

Neonate Position:  
Breech


Face Up

Face Down

Cord Cut: 
Immediately

After ____ Minutes

After giving birth did you experience any of the following:

Depression

Mood Swings

Fatigue

Energy Boost

Irritability

Infection

Neonate Immediately After Birth

APGAR Score: _____________  1 minute ____________  5 Minutes 

Comment on low score(s): Heart rate, Breathing, Grimace, Activity, Appearance:

Neonate cried immediately after birth:   Yes  or  No

Strength of Cry:  Weak ______________   Did not cry for ____ minutes.

Was intensive care necessary for neonate?

Did you plan to breastfeed?   Yes  or  No

Was the neonate fed formula in nursery (venue: hospital):   Yes  or  No

Was the neonate ever fed formula: Yes  or  No  

Was the formula soy base: Yes  or  No

Vaccines Administered:     Yes  or  No    Which ones? 

Vitamin K:   Yes  or  No 

PKU:    Yes  or  No

Birth weight: ______lbs/kgs _______oz

Birth Length ______inches/centimeters

Head Circumference: ______

Was your male neonate circumcised?    Yes  or  No

Birth to 12 months

At what age did your infant erupt their first tooth?

At what age did your infant begin solids?

What were your infant’s first solids?

What did your infant’s diet consist of (give an example of breakfast, lunch and dinner)?

Describe your infant’s first year of health (circle and describe all that apply and how they were managed):

Ear Aches
Teething Problems
Rashes
Eczema
Yeast Infections

Constipation 
Diarrhea
Sensitivities
Chronic Colds/Flu

Intussusception

________________________________________________________________________

________________________________________________________________________ 

________________________________________________________________________ 

Has your infant received an H1N1 vaccine? Yes or  No  Injection  or  Nasal Spray

Developmental Milestones – Newborn to 1 year
Gross Motor Skills

Fine Motor Skills
□ 4 weeks Holds head momentarily

□ At birth grasp reflex present

□ 3 mths Head and shoulder supported by forearms
□ 4 mths holds and shakes a rattle

□ 4 mths Infant pulled to sitting position by hands
□ 5 mths grasps objects indepently

□ 6 mths sits unsupported in the upright position
□ 6 mths moves an object from one          hand to the other

□ 6 mths head and shoulder supported by arms
□ 6 mths explores objects in the mouth

□ 6 mths rolls from face up to face down

□ 6 mths self feeding, holds and eats finger food

□ 9 mths crawls

□ 12 mths picks up object with thumb/index finger

□ 9 mths stands holding onto furniture

Social Skills

Communication Skills

□ 2 mths Smiles




□ 7 weeks Makes cooing sounds

□ 3 mths Reaches for familiar objects

□ 3 mths  Laughs

□ 4 mths Plays with hands

□ 5 mths One syllable - “da”

□ 6 mths Plays with feet

□ 8 mths Two syllable – “da da”

□ 9 mths Expresses joy/pleasure

□ 12 mths Uses 2 to 3 words

□ 12 mths Feeds self using fingers

Adaptive Skills 

□ 10 mths Uses a cup unassisted

□ 12 mths Holds own bottle
Toddlers Post Natal Development 
Child was breastfed until what age? _________

When were solids introduced? _____ Months

What was the first solid introduced? 

Describe the child’s present diet:

Past Medical History: (Circle all that apply)

Measles
Ear infections
Upper Respiratory Infection

Mumps
Allergies
Bronchitis

Chicken Pox
Asthma
Eczema

Trauma
Bed Wetting
Motion Sickness

Oculo-motor Problems
Walking Difficulties
Rashes

Learning Difficulties
Colic
Balance

Fever
Anxiousness
Clumsy

Cravings 
Food Sensitivities 
Constipation

Diarrhea
Influenza 

Discuss how circled items were managed (include treatment and frequency): 

Sleeping Habits (include how many hours/quality): 


Activity Level (what is the child doing daily?): 

Has your toddler received standardized vaccination, which ones? 

Has your toddler received the H1N1 vaccine? Yes  or  No  Injection  or  Nasal Spray

Date Administered _________________ 

Developmental Milestones- 2+ years
Gross Motor Skills
Fine Motor Skills


□ 2 years Runs
□ 15 mths Turns 2 to 3of a book 
□ 2 years Negotiates stairs with 2 feet
□ 18 mths  Turns 1 page at a time

□ 3 years Climbs stairs one foot at a time
□ 24 mths Builds a 5 block tower

□ 4 years Walks down steps one at a time
□ 4 years Builds a 10 block tower

□ 4 years Hops on one foot

Social Skills 
Communication Skills

□ 15 mths Plays “peek-a-boo”
□ 24 mths Uses 2 to 3 word phrases

□ 18 mths understands yes/no


Adaptive Skills

□ 20 mths Uses utensils

□ 30 mths Can identify and match colors

□ 36 mths Copies a circle

□ 42 mths Copies a cross
SCHOOL AGE HISTORY

Please start with question regarding present grade. Dr. Hanson will have your child fill in this portion of the history during the assessment 
Name: ______________________________



(Print)

Name: ______________________________ 



(Cursive – age appropriate) 

Child/student will write home address and phone number in this space;

Present grade in school (Have child/student write the number): ___________

Parent and child/student may respond to the following questions:

History of previous years (Include performance grades and tasks, areas of 
strength/weaknesses, social): ​​​​​​​​​​​​​​​​​​___________________________________ 

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

How is your child performing presently in school: ___________________ 

___________________________________________________________ 

Is your child struggling in any of the following areas (Circle all that apply)

Science
Technology

Engineering
Math

Writing

Language
Physical Education
Reading 
Social/Peers
Team Sports

Communication


Homework completion
Grades

Submitting Homework

Interest


What have you learn at the parent teacher conferences? _______________ 

____________________________________________________________ 

____________________________________________________________ 
Does your child/student make friends easily? _______________________ 

Is your child/student participating in organized sports or activities (describe):

____________________________________________________________ 

____________________________________________________________ 

Identify any illnesses that are chronic health issues (Circle All that Apply:

Rashes

Bed Wetting

Cravings

Fevers


Allergies
Asthma

Anxiousness

Ear Infections

Eczema
Gastro-Intestinal
Diarrhea

Constipation
Insomnia
Motion Sickness
Influenza

Narcolepsy

Oculomotor Weaknesses

Febrile Seizures
Seizures

Food Sensitivities


Respiratory problems

Discuss how circled items were managed (include treatment and frequency): 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

Sleeping habits (include how many hours and quality): _____________________ 

_________________________________________________________________ 

Has your child received vaccines Yes or No  

List vaccines received: ______________________________________________ 

_________________________________________________________________ 

Has your child received the H1N1 vaccine? Yes or No

If yes, has your child received the H1N1 vaccine by injection or nasal spray (circle). 
Date Administered _______________________ 
Has your child experienced an reaction to vaccines? Yes / No (circle)

How was the reaction managed? _________________________________________ 

___________________________________________________________________ 

___________________________________________________________________ 

Developmental Milestones 4 – 5 Year Olds

Gross Motor





Fine Motor

( Stands on one foot for 10 seconds or >

( Copies geometric shapes

( Hops and somersaults



( Draws person with body

( Swings and climbs




( Prints some letters

( Skips





( Dresses and undresses on own








( Toilet trained

Language/Communication



Cognitive

( Recalls part of a story



( Can count 10 objects

( Sentence containing 5 words


( Identifies 4 colors

( Uses future tenses




( Gaining time perception

( Tells longer stories




( Familial with money, food, objects

(  Says name and address





Social and Emotional

( Wants to please friends

( Wants to be like her friends

( More likely to agree with rules

( Likes to sing dance and act

( Shows independence

( Aware of sexuality

( Distinguishes fantasy and reality

( Sometimes demanding sometimes eagerly cooperative  


Developmental Milestones 6 Year Olds

Gross Motor




Fine Motor

( Still somewhat uncoordinated 

( Hands – dominant/non-dominant

( Learning to ride a bike


( Writing –tripod grasp

( Move in time to rhythm or beat

( Copy triangles, crosses, diamonds

( Can move body in many ways

( Small finger movements

( Hand and foot skills still emerging

( Using scissors correctly

Language/Communication


Cognitive

( Moving towards abstract thinking

( Requires direction

( Developing reasoning skills

( Transforming into a true reader

( Developing reasoning and logic

( Uses complex grammatical forms

( Difficulty making choices


( Write notes, stories, descriptions

( Language moves beyond communication
( Count to 200, backward from 20

( Reads aloud with fluency


( Understand “odd”, “even”







( Solve addition or subtraction problems







( Count sides of shapes







( Follow and give directions following







    around a room or map







( Still use animal human characteristics

Social and Emotional

( Growing more independent but feels less secure

( Craves affections from parents and teachers

( Friendships may be unstable, may be unkind to peers

( Needs to win and may change rules to suit herself

( May be hurt by criticism, blame, or punishment

( Can be rigid, demanding, and unable to adapt

( Increasingly aware that others may have different feelings


