
 

WELCOME TO HEALTH QUEST CHIROPRACTIC 
PEDIATRIC FORM 

 

Name:                                                                                                 Today’s Date: 

What Do You Prefer to be Called:                                                            SS# 

Parents’/Guardian’s Names:  

Parents’ Marital Status:  □ Married  □ Single  □ Widowed  □Divorced 

Home Phone:         Parent’s Cell:                  MD Phone: 

Mailing Address:                                                                       City:                                           Zip:  

Child’s Birth Date:  Age:               Sex: □ Male  □ Female      Name of MD: 

Parent’s Email Address (for newsletter and appointment information):  

How did you learn about our office?  

Previous Chiropractic Care? □ Yes  □ No           Approximate Last Visit Date:  

Please check reasons for pursuing chiropractic care for your child:  

____  He/She is continuing ongoing care from another chiropractor. 

____  I recently had my spine checked and see the value in getting my child checked.  

____  I’m concerned about his/her health and I’m looking for answers. 

____  I want to improve my child’s immune function. 

____  I have no idea why we’re here.  Please take the time to explain to me what you do for children. 

____  He/She has a specific condition that concerns me. 

 Explain condition or symptom: 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

 

Please list any chronic health diagnosis that he/she has been given that we should be aware of. 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

 

If he/she takes prescription medications, please let us know the conditions for which he/she takes the 

medication.  (We do not need to know the name of the medication at this time.) 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

 



 

 

Number of doses of antibiotics your child has taken: 

During the past 6 months: __________ 

Total during his/her lifetime: __________ 

List reasons: _____________________________________________________ 

Number of doses of other prescription medications your child has taken: 

During the past 6 months: __________ 

Total during his/her lifetime: __________ 

List reasons: _____________________________________________________ 

Prenatal History: 

Adopted □ Yes  □ No            

Complications during pregnancy? □ Yes  □ No        

List reasons: _____________________________________________________ 

Ultrasounds during pregnancy? □ Yes  □ No    Number: _________ 

Medications/drugs/caffeine use during pregnancy? □ Yes  □ No     

List: _____________________________________________________ 

Cigarette/Alcohol use during pregnancy? □ Yes  □ No 

Location of birth: □ Hospital  □ Birthing Center  □ Home 

Birth Intervention:  

□ Mother Induced   □ Mother medicated (Pitocin, etc.)  □ Caesarian Section      

□ Forceps   □ Vacuum Extracted    □ Baby given medication after delivery 

Complications during delivery? □ Yes  □ No    List:_________________________________________ 

Genetic Disorders or Disabilities? □ Yes  □ No          List:____________________________________ 

Breast Fed? □ Yes  □ No  How Long? _________ Formula Fed? □ Yes  □ No How Long? __________ 

Food or Other Allergies? □ Yes  □ No    List: ______________________________________________ 

According to the National Safety Council, approximately 50% of children fall head first from a high place 

during the first year of life (ex. A bed, changing table, down stairs, etc.).  Was this the case with your 

child? □ Yes  □ No    List: ________________________________________________ 

Is/Has your child been involved in any high-impact or contact-type sports (ex. Soccer, football, 

gymnastics, hockey, basketball, cheerleading, martial arts, etc.)?  

□ Yes  □ No    List: _____________________________________________________ 

Has your child been seen in an emergency room?  

□ Yes  □ No    List: _____________________________________________________ 

Prior surgery? □ Yes  □ No    List: _____________________________________________________ 



 

 
 

 

 
 
 
 
 
 
 



 

 
 

Informed Consent for Chiropractic Care 
When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be working for 
the same objective. It is important that each patient understand both the objective and the method that will be used to attain 
it. This will prevent any confusion or disappointment. You have the right, as a patient, to be informed about the condition of 
your health and the recommended care and treatment to be provided so that you may make the decision whether or not to 
undergo chiropractic care. 
 
Chiropractic is a science and art which concerns itself with the relationship between structure (primarily the spine) and 
function (primarily the nervous system) as that relationship may effect the restoration and preservation of health. Health is a 
state of optimal physical, mental and social well-being, not merely the absence of disease or infirmity. 
 
One disturbance to the nervous system is called a vertebral subluxation. This occurs when one or more of the 24 vertebrae 
in the spinal column become misaligned and/or do not move properly. This causes alteration of nerve function and 
interference to the nervous system. This may result in pain and dysfunction or may be entirely asymptomatic. 
 
Subluxations are corrected and/or reduced by an adjustment. An adjustment is the specific application of forces to correct 
and/or reduce vertebral subluxation. Our chiropractic method of correction is by specific adjustments of the spine. 
Adjustments are usually done by hand but may be performed by handheld instruments. In addition, ancillary procedures such 
as physiotherapy and/or rehabilitative procedures may be included. 
 
I have read and fully understand the above statements and therefore accept chiropractic care on this basis. 
 
___________________________________   __________________________________   _______________ 
Print Name                                                       Signature                                                        Date 

Disclosures 

 Your signature verifies that the information given in this form is complete and correct and that you accept, if 
eligible, chiropractic care on this basis.  

 If my case is accepted by Health Quest, chiropractic adjustments will be performed in our adjusting area, where 
others may be receiving adjustments.  I understand and consent to this form of care. 

 I consent to have my spouse/significant other present during my report of findings.   
 
               ____________________________________     ____________________ 
               Signature                               Date 

Consent to evaluate, take X-rays (if necessary) and adjust a minor child 

I, _________________________ being the parent or legal guardian of ______________________________ have read and 

fully understand the above Informed Consent and hereby grant permission for my child to receive chiropractic care. 

____________________________________      ____________________ 
Consenting Adult’s Signature        Date 

Pregnancy Release (Females of Child-Bearing Age 

This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his/her associates have my 
permission to perform an x-ray evaluation. I have been advised that x-ray can be hazardous to an unborn child. 
Date of last menstrual cycle: _______________________________________ 
______________________________________________________________     ______________________ Signature                                                                                               
              Date 

 

 

 

 



 

 

Directions to Health Quest Chiropractic  

505-343-6120 

Our office is located at 3824 Masthead NE, west of Jefferson in the Journal Center 2 complex. 

The red balloon with an “A” on the map below is where our office is located. 

   
 

 
 

From I25 (northbound)  
Take the San Antonio/Ellison exit and go left (west) onto Ellison.  Jefferson is the second traffic light; turn right 
(north).  Turn left (west) on Masthead, the first traffic light.  Continue straight through the traffic circle.  The road 
will curve to the left.  Approximately 2 long blocks down you will see Health Quest on the left.  Look for the one 
story building with the red framed windows.   
 

From I25 (southbound): 
Take the San Antonio/Ellison exit, and go right (west) on Ellison.  Jefferson is the first traffic light; turn right 
(north).  Turn left (west) on Masthead, the first traffic light.  Continue straight through the traffic circle.  The road 
will curve to the left.  Approximately 2 long blocks down you will see Health Quest on the left.  Look for the one 
story building with the red framed windows.   
 

From West side: 



 

Take Paseo del Norte east to Jefferson (just before I-25).  Turn right (south) on Jefferson.   Masthead is the first 
traffic light; turn right (west).  Continue straight through the traffic circle.  The road will curve to the left.  
Approximately 2 long blocks down you will see Health Quest on the left.  Look for the one story building with the 
red framed windows. 


