
	   	   	  

CHILD	  CASE	  HISTORY	  

ABOUT	  THE	  CHILD	  

Name	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Date	  	  

Address	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  City	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  State	  	  	  	  	  	  	  	  	  	  	  	  	  	  Zip	  	  	  

Birth	  Date	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Age	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Sex	  	  	  M	  	  	  	  F	  	  	  	  
Parent(s)	  Name(s)	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Home	  phone	  
Cell	  Phone	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  E-‐mail	  	  
Name	  of	  child’s	  other	  healthcare	  provider(s)	  	  
	  
REASON	  FOR	  THIS	  VISIT	  
What	  is	  the	  reason	  for	  your	  child’s	  visit?	  
	  
	  

When	  did	  this	  condition	  begin?	  ____________	  Has	  this	  condition	  o	  gotten	  worse	  o	  stayed	  constant	  o	  comes	  and	  goes	  
	  

Is	  the	  purpose	  of	  this	  visit	  related	  to	  any	  of	  the	  following?	  
o	  sports	  o	  auto	  accident	  o	  fall	  o	  home	  injury	  o	  chronic	  discomfort	  o	  other_________________________________	  
	  

Have	  you	  seen	  other	  doctors	  for	  this	  condition?	  	  o	  Yes	  o	  No	  
Doctor’s	  Name(s)_______________________________	  Types	  of	  Treatment____________________________________	  
Results	  of	  Treatment_________________________________________________________________________________	  
	  
CHILD	  HEALTH	  HISTORY	  
Has	  your	  child	  experienced	  any	  of	  the	  following?	  	  
oallergies	  oasthma	  oattention	  problems	  obreathing	  problems	  ocar	  accident	  osevere	  fall	  obroken	  bone	  ocolic	  	  
oconstipation	  obed	  wetting	  ohyperactivity	  	  oear	  problems	  opink	  eye	  ofrequent	  colds/cough	  odigestive	  problems	  
ovision	  problems	  oheadaches	  odifficulty	  sleeping	  oirritability	  oskin	  problems	  o	  hospitalization/surgery	  oother	  
Explain	  any	  checked:	  
Does	  your	  child	  have	  any	  developmental	  issues/concerns?	  
	  
MOTHER’S	  PREGNANCY	  &	  LABOR	  
During	  the	  pregnancy,	  did	  the	  mother:	  

o	  Experience	  any	  illness?	  	  List	  	  	  	  	  
o	  Take	  medications?	  	  List	  	  	  	  	  
o	  Smoke	  or	  consume	  alcohol	  or	  drugs?	  	  List	  	  
o	  Undergo	  excessive	  stress?	  	  Reason	  	  
o	  Have	  any	  complications?	  	  List	  	  

	  
BIRTHING	  PROCESS	  
Birthplace:	  	  	  o	  Home	  	  	  o	  Hospital	  	  o	  Birthing	  Center	  	  o	  Other___________________________________________	  
Type	  of	  birth:	  	  o	  Vaginal	  	  	  o	  C-‐section	  	  	  o	  Cephalic	  (head	  first)	  	  	  o	  Breech	  (feet	  first)	  
Birth	  Assistants:	  	  o	  Obstetrician	  	  o	  Midwife	  	  	  	  o	  Doula	  
Was	  labor	  chemically	  induced?	  	  	  Yes	  o	  	  	  No	  o	  
Procedures:	  	  o	  Forceps	  	  	  o	  Vacuum	  Extraction	  	  	  	  o	  Epidural	  	  	  	  	  o	  Episiotomy	  	  	  	  o	  Pulling/Twisting	  of	  Baby	  
How	  long	  did	  labor	  and	  delivery	  last?	  
Any	  complications?	  
Gestational	  age	  of	  child	  (how	  many	  weeks)	  at	  birth:	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Birth	  weight:	  
	  

Check	  any	  of	  the	  following	  if	  the	  child	  experienced	  it	  immediately	  after	  birth:	  
o	  Jaundice	  o	  Feeding	  Problems	  o	  Respiratory	  Problems	  o	  Displaced	  or	  Broken	  Joints	  	  
o	  Other	  Conditions	  (s)	  ___________________________________________________________________________	  
	  



	  
	  
VACCINATIONS	  
Is	  your	  child	  vaccinated:	  	  Yes	  o	  	  	  No	  o	  	   	  
If	  yes,	  check	  vaccinations	  received:	  	  	  o	  DTP	  or	  Tdap/	  DTap	  	  	  o	  MMR	  	  	  o	  Polio	  	  	  o	  Chicken	  Pox	  	  	  	  o	  Hepatitis	  	  o	  Flu	  	  	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  o	  Other	  
Any	  reactions	  to	  the	  vaccine:	  	  	  
Was	  your	  child	  breastfed?	  	  Yes	  o	  	  No	  o	  	  	  If	  yes,	  for	  how	  long?	  	  
	  
CHILD’S	  CURRENT	  HEALTH	  STATUS	  
Is	  your	  child	  accident	  prone?	  	  	  	  	  Yes	  o	  	  	  No	  o	  
Has	  your	  child	  ever:	  o	  been	  hospitalized	  	  o	  had	  a	  severe	  fall	  o	  been	  in	  a	  car	  accident	  	  o	  taken	  antibiotics	  
Explain	  any	  checked	  answers	  __________________________________________________________________________	  
Does	  your	  child	  CURRENTLY	  take	  any	  medications	  and/or	  supplements?	  Is	  Yes,	  please	  list:	  
__________________________________________________________________________________________________ 
Does	  your	  child	  have	  difficulty	  interaction	  with	  schoolmates	  or	  friends?	  	  o	  Yes	  	  o	  No	  
Have	  you	  or	  anyone	  else	  noticed	  that	  your	  child	  in	  nervous,	  twitches,	  shakes,	  or	  exhibits	  ‘rocking’	  behavior?	  o	  Yes	  o	  No	  
What	  changes	  (if	  any)	  in	  your	  child’s	  health	  or	  behavior	  would	  you	  like	  accomplished?	  
__________________________________________________________________________________________________
__________________________________________________________________________________________________	  
	  
GOALS	  FOR	  MY	  CHILD’S	  CARE	  

Children	  see	  Chiropractors	  for	  a	  variety	  of	  reasons.	  Some	  go	  for	  relief	  of	  pain,	  some	  to	  correct	  the	  cause	  of	  pain	  and	  
others	  for	  correction	  of	  whatever	  is	  malfunctioning	  in	  their	  bodies.	  Your	  Doctor	  will	  weigh	  your	  needs	  and	  desires	  when	  
recommending	  your	  child’s	  Chiropractic	  care	  program.	  Please	  check	  the	  type	  of	  care	  desired	  so	  that	  we	  may	  be	  guided	  by	  

your	  wishes	  whenever	  possible.	  
	  

o	  RELIEF	  CARE	  –	  Symptomatic	  relief	  of	  pain	  or	  discomfort	  
o	  CORRECTIVE	  CARE	  –	  Correcting	  and	  relieving	  the	  cause	  of	  the	  problem	  as	  well	  as	  the	  symptoms	  
o	  COMPREHENSIVE	  CARE	  –	  Bring	  whatever	  is	  malfunctioning	  in	  the	  body	  to	  the	  highest	  state	  of	  health	  possible	  with	  Chiropractic	  care	  
o	  I	  want	  the	  Doctor	  to	  select	  the	  type	  of	  care	  appropriate	  for	  my	  child	  
	  
	  
	   	   	  	  	  	  	  	  	  	  Signature	  of	  Parent/Guardian	   	   	   	   	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Date	  
	  
	  
	  
	  
CONSENT	  	  
I,	  the	  undersigned,	  parent/person	  having	  legal	  custody/guardianship	  of	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
a	  minor,	  do	  hereby	  authorize	  Dr.	  Cassandra	  Shum,	  as	  agent	  for	  the	  undersigned	  to	  consent	  to	  any	  X-‐ray	  examination	  and	  
chiropractic	  evaluation	  or	  care	  of	  my	  child.	  
	  
	  
	   	   	  	  	  	  	  	  	  	  Signature	  of	  Parent/Guardian	   	   	   	   	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Date	  
	  
	  
	  







AHC OFFICE POLICIES & PATIENT FINANCIAL RESPONSIBILITY

Thank you for choosing Arcadia Health Chiropractic for your health care needs. We are honored by your choice and are
committed to providing you with the highest quality of care.

We ask that you take a moment to thoroughly read and sign this form to acknowledge your understanding of our office
policies and financial agreement which are as follows:

FINANCIAL AGREEMENT
● The patient is ultimately fully responsible for the payment of all charges or fees for services provided, regardless of

any contract of insurance, any action at the court, any settlement, structured settlement, verdict, or arbitration award
which may be received or be due, or the course of outcome of any dispute regarding the same.

● The patient is aware that failure to pay for his/her treatment and care will result in the collection actions being taken
to collect debt (i.e. being sent to collections agency)

● The patient is responsible for any costs associated with the collection of patient balances
● The office charges a $30 fee for non-sufficient funds for returned checks.
● PrePaid packages expire 12 months from the date of purchase and are non-refundable/non-transferable. Any

remaining balance on your plan after this time can be credited towards regular visits at the current pricing schedule.

INITIAL _____________

NEW PATIENT APPOINTMENTS
All new patient appointments require a $100 deposit to reserve your appointment. This deposit will then be applied to your
first visit. Failure to cancel or reschedule this appointment with at least a 24 hour notice will result in a loss of this deposit.

INITIAL _____________

SCHEDULING APPOINTMENTS
Please respect our time and let us know at least 24-hours in advance if it is necessary to reschedule your appointment – we
may have other patients who would like to schedule an appointment during your original time slot.  Our office staff usually
sends appointment reminders whenever possible as a courtesy, however it remains your responsibility to remember your
appointment day and time in event you do not receive a reminder.

INITIAL _____________

LATE CANCELLATION/NO SHOW FEES
Failure to contact us at least 24 hours in advance to cancel/reschedule your appointment will result in the full cost of your
appointment that will be due on your next visit. If you are under a pre-paid treatment plan, one visit will be deducted from
your plan.

INITIAL _____________

LATE APPOINTMENT ARRIVALS
If you are running more than ten minutes late to your appointment, please contact us as it may be possible that your office visit
will be shorter than normal or need to be rescheduled. Dr. Sepulveda may be able to see you in the remaining time only if it
does not compromise the quality of your care or another patient’s appointment time.

INITIAL _____________

I, (print name) understand and agree to the terms of this policy.

________________________________________________________________                                           __________________________________
Signature                                                                                                                                  Date


