Bountiful Life Chiropractic Center

Patient #___________

Pediatric: Infant -5yrs

1310 SW State St Ste B, Ankeny, IA, 50023 Phone: 515-965-8280

(for office use only)

Child’s Personal and Confidential Information:
First Name:

Today’s Date:

Middle Initial:

Last Name:

Nickname:

DOB:

Age:

SSN:

Gender: M or F

Cell#:
(
)
Address

Cell phone provider (for text reminders)

Parent(s)/Guardian(s) Name:

Email:

Home#:
(
City/State:

)
Zip:

Do you want email reminders in addition to text reminders?
Y or N

Medicaid? If so, please provide card
Preferred method of communication:

0 Email 0 Phone 0 Text

Has your child ever received chiropractic care? Y or N
How did you find out about our office?

If referred, by whom?

Is your child receiving care from other health professionals? Y or N if yes, what is the specialty?
Who is your child’s primary care physician?
Child’s Health History:
Child’s birth was:
0 Natural vaginal (no medications/interventions)
0 Vaginal with interventions - 0 Induction 0 Pain medications 0 Epidural 0 Episiotomy 0 Vacuum extraction 0 Forceps
0 Other:_______________________________________________________________________________________________________
0 C-section - 0 Scheduled 0 Emergency
Please list any medications, vitamins, herbs, or supplements your child is currently taking:

Has your child ever received any medications? Y or N
If yes, how many times and list reason(s):
Has your child ever received any antibiotics? Y or N
If yes, how many times and list reason(s):
Please list any allergies your child has or has had: (environmental/food/medicine)

Any milestones that your child had difficulty with? Y or N
If yes, please explain:
Has your child ever had hospitalizations/surgery other than birth? Y or N
If yes, list year & explain:
Has your child had any major injuries, accidents, falls and/or fractures? Y or N
If yes, list year & explain:

Child’s Symptoms & Conditions: circle N for Now and/or P for Past
Now or Past - Abuse/Neglect
Now or Past - Acid Reflux
Now or Past - Anemia
Now or Past - Ankles/Feet Pain
Now or Past - Anxiety
Now or Past - Appendicitis
Now or Past - Arching/Flailing
Now or Past - Asthma
Now or Past - Autism
Now or Past - Bed Wetting
Now or Past - Belching/Gas
Now or Past - Bruise easily
Now or Past - Cancer
Now or Past - Can’t Control Urine
Now or Past - Chicken Pox
Now or Past - Chronic Cough
Now or Past - Cold Sores
Now or Past - Colic
Now or Past – Lacking Concentration
Other:

N or P - Constipation
N or P - Croup
N or P - Deafness
N or P - Decreased Energy
N or P - Depression
N or P - Diabetes (Type 1 or 2)
N or P - Diarrhea
N or P - Difficult Digestion
N or P - Difficulty Bonding
N or P - Difficulty Breathing
N or P - Difficulty Crawling/Walking
N or P - Dizziness
N or P - Dyslexia
N or P - Earache
N or P - Ear infections
N or P - Eczema
N or P - Elbow Pain
N or P - Excessive Crying
N or P - Eye Pain

N or P - Frequent Colds/Flus
N or P - Growing Pains
N or P - Hands/Wrist Pain
N or P - Hay Fever
N or P - Headaches/Migraines
N or P - Heart Condition
N or P - High/Low Blood Pressure
N or P - Hip Pain
N or P - Hives or Allergy
N or P - Hoarseness
N or P - Hyperactivity
N or P - Increased Sleep
N or P - Increased/Decreased Appetite
N or P - Irritability
N or P - Itching or Rashes
N or P - Jaw/TMJ Pain
N or P - Knee Pain
N or P - Leg Pain
N or P - Loss of Sleep

Child’s Pain and/or Discomfort:
Mark areas of pain or
discomfort with an ‘X’

What health concerns bring your child to our office:
When did symptoms first begin?
How did the problem start?
0 Suddenly 0 Gradually 0 Post-Injury
Is this concern: 0 Getting Worse 0 Improving 0 Intermittent 0 Constant 0 Not Sure
What makes the problem better?
What makes the problem worse?
Has your child ever had a similar condition? Y or N
please explain:
Has your child been treated for this condition before? Y or N
please explain:

N or P - Loss of Weight
N or P - Lower Back Pain
N or P - Nasal Obstruction
N or P - Neck Pain
N or P - Night Terrors/ Sleepwalking
N or P - Nosebleeds
N or P - Painful Urination
N or P - Pleurisy
N or P - Pneumonia
N or P - Rapid/Slow Heart Rate
N or P - Scoliosis
N or P - Shoulder Pain
N or P - Sinus Infections
N or P - Sore Throat
N or P - Tonsillitis
N or P - Upper Back Pain
N or P - Weight Gain
N or P - Wheezing
N or P - Whooping Cough

Bountiful Life Chiropractic Center Terms of Acceptance
Chiropractic has only one goal - to serve the health needs of you, the patient. When a patient seeks chiropractic health care and we accept a patient for
such care, it is essential for both to be working towards the same objective.
Adjustment: An adjustment is the specific application of forces to facilitate the body’s correction of vertebral or extremity subluxation. Our chiropractic method
of correction is by specific adjustments of the spine, as well as extremities.
Health: A state of optimal physical, mental and social well-being, not merely the absence of infirmity.
Vertebral Subluxation: A misalignment of one or more of the 24 vertebrae in the spinal column which causes alteration of nerve function and interference to
the transmission of mental impulses, resulting in a lessening of the body’s innate ability to express its maximum health potential.
Extremity Subluxation: A misalignment of an extremity causing edema, fixation and or joint irregularity. The aim of extremity adjusting is to assess the
extremity, then do an analysis, and then develop a treatment for the extremity and synchronize this plan with the plan for the spinal treatment.
We may diagnose any condition or disease that comes into our office in addition to the vertebral and extremity subluxations. It is our goal to refer a patient to
their health care practitioner, or in urgent matters, to the closest emergency room if we feel their health, or our diagnosis, warrants the referral.
We do not treat diseases or conditions in our office beyond the spine or extremities, however, other diseases may improve with chiropractic care. In doing so,
it's important to work with you, the patient, on reaching your optimal health. Our only practice objective is to serve you the patient. We are here for your health!
Patient Health Information Consent Form
We want you to know how your Patient Health Information (PHI) is going to be used in this office and your rights concerning those records. Before we will begin any
health care operations we must require you to read and sign this consent form stating that you understand and agree with how your records will be used. If you would
like to have a more detailed account of our policies and procedures concerning the privacy of your Patient Health Information we encourage you to read the HIPAA
NOTICE that is available to you at the front desk before signing this consent.
1. The patient understands and agrees to allow this chiropractic office to use their Patient Health Information (PHI) for the purpose of treatment, payment, healthcare
operations, and coordination of care. As an example, the patient agrees to allow this chiropractic office to submit requested PHI to the Health Insurance Company
(or companies) provided to us by the patient for the purpose of payment. Be assured that this office will limit the release of all PHI to the minimum needed for
what the insurance companies require for payment.
2. The patient has the right to examine and obtain a copy of his or her own health records at any time and request corrections. The patient may request to know
what disclosures have been made and submit in writing any further restrictions on the use of their PHI. Our office is not obligated to agree to those restrictions.
3. A patient's written consent need only be obtained one time for all subsequent care given the patient in this office.
4. The patient may provide a written request to revoke consent at any time during care. This would not affect the use of those records for the care given prior to
the written request to revoke consent but would apply to any care given after the request has been presented.
5. For your security and right to privacy, all staff has been trained in the area of patient record privacy and a privacy official has been designated to enforce those
procedures in our office. We have taken all precautions that are known by this office to assure that your records are not readily available to those who do not
need them.
6. Patients have the right to file a formal complaint with our privacy official about any possible violations of these policies and procedures.
7. If the patient refuses to sign this consent for the purpose of treatment, payment and health care operations, our office has the right to refuse to give care.
X-ray Release
This is to certify that Dr. LaBounty, Dr. Deal, & Dr. Larson have my permission to perform an X-ray evaluation. To the best of my knowledge I am not
pregnant and I have been advised that x-ray can be hazardous to an unborn child.
Date of last menstrual period:____________
Consent to Care for Minor
I authorize Dr. LaBounty, Dr. Deal, & Dr. Larson to administer care as they so deem necessary to my minor dependent.
Payment / Insurance
I understand that Dr. LaBounty, Dr. Deal, and Dr. Larson will provide a receipt to assist me in making collection from any insurance company. I clearly
understand that all services rendered me are charged directly to me and that I am personally responsible for payment. I also understand that if I suspend my
care and treatment, any fees for professional services rendered me will be immediately due and payable.
I have read and understand the above and I agree to these policies and procedures. All questions about this page have been answered to my
satisfaction and I therefor accept care at Bountiful Life Chiropractic Center on this basis. Check all that apply:

Terms of Acceptance

Signature:

Patient Health Information

Consent Form

X-ray Release

Date:

Minor Consent

