
Wetc.~ IU J,{A-ricm. ]=A-ft1;it" (!'h.iru!,rMtic.
rnforft'tl-~tionfor Minors

am : _

Today's Date: _

kame: Date of Birth: Age: _

Addr
Street Town Stale ZIP

Ph n umber( ): _ ial urity #: _

Fath r ame: Date of Birth: Phone umber: _

Addre (if different from above): _

cupation: Employer: _

Moth r ame: Date of Birth: Phone umber: _

Addr (if different from above): _

Occupation: Employer: _

am A e of iblin : _

Per n a ompanying minor today: Relation hip: _

Rea n f r consulting thi office:

o WeJlne Preventive are

o pecifi pain and/or h alth problem (plea explain)

Ha thi hild/teen been under previou hiropractic care? Ye o If Y wh n wa the la t vi it? _

I there anything el e i nifi ant happenin in thi child / t n life that we hould know about?

uthoriz ti n for car minor (n ary if und r 1 ):

Ihereby authorize Marion Family Chiropra ti to admini ter are a deemed ne e ry to my n/dau hter/ ward:
i ned: _

Person r pon ible for a ou n t: _

at : Relati n hip: _

ur Federal ffic of Managem nt and Budget ( MB) has asked that we collect the following
o per nal informati n is associated with this data wh n we send it t MB.

Ethnici : 0 Hi pani
Don-Hi pani
u D lined

: r Arabic Japane e Romanian
antone Korean Ru ian

En Ii h M ndarin pani h
Fr n h ther Ta alog
erman P r ian krainian

(' Hindi (J Polish u rdu
Italian Portu ue e Vietname

Am ri an Indian or Ala kan
A ian

Pa ifi I lander



Has this child/ teen ever experienced any of the following? Please check off all that apply:

o Back Pain
o Heada hes
orthopedic Probl I11S

o Joint P blems
o rrn Pr blerns
o Leg Pr blems
o alking Problem
Deck Pr blem
o Brok n Bones
o Arthritis

o hr nic Infe ti ns
o hr ni Earache
o Cold / nu
oller ies
o Asthma
o Sinu Trouble
o Multipl Antibiotic se

o Behavioral Pr blems
o Hyp ractivity
o Anxi ty
o Depression
o Diffi ulty in hool
o In nsistent leep
o Fati e

o Fainting
o Dizzin s

o Eat 3 meals per day
o H althy Di t
o kips meals
o v reats
o P r appetit
o Eat junk f ad
Drinks oda most day
o Eat too rnu h sugar
other: _

o H rt Problems
o Hyp rten ion
o Diabetes
o Hearing Probl m
o Vi i n Probl ms
o i stive Di rders
o Diarrhea

umber of hour of Jeep p r night: _ uaIityof Ieep: __ cod ___ Fair ___ P r

Ha thi hild/t n ever had any rea ti n to immunization? If 0 plea de crib: _

urr nt Medication : _

urg rie / Ho pitalization : _

Fall / A ident / ther Injuri

urrent Medi IDoctor: _ ther Health ar Provider: _

Doe thi child/ teen parti ipate in port or phy i aI a tivit If \i hat? _

What are their hobbie and inter t

How did you I am about thi offi ? __ Per nal referral Adv rti ment i n Health Fair/Talk ther

If you were referred, plea e note their name we may p r onally thank them _

ur mission is to improve the quality of your child s / teen's life through natural healing to decrease or eliminate the
need for drugs and medications, and to allow your child / teen to b tter expre s health and innate healing ability.

Welcome to our office.

Thank you. We look forward to providing your child's / teen's Chiropractic care.

r. Jennifer F. Earn
Dr. Sta y R. Tam
r. Jam M. Gome


