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705 – 775 - 9453
Better Health, Better Living, Better World


Dr. Brad Wild, BHK, DC, Acu	                                                                                    Dr. Sarah Wild, BScOT, DC, Acu
WELCOME TO OUR OFFICE!             
HELP US GET TO KNOW YOU AND YOUR CHILD  *  TELL US ABOUT YOUR CHILD’S HEALTH HISTORY

CHILD’s NAME:________________________________________________________DATE:_________________________
PARENT’S NAMES:___________________________________________________________________________________
ADDRESS:__________________________________CITY:____________________POSTAL CODE:____________________
HOME PHONE:___________________________CELL/OTHER:________________________________________________
DATE OF BIRTH: _____/_____/______ PARENTS’ E-MAIL:____________________________________________________
	
MEDICAL  DOCTOR:_________________________________________PHONE NUMBER:___________________________
NAME OF PREVIOUS CHIROPRACTOR:___________________________________ DATE OF LAST VISIT:________________
Who can we thank for referring you to our office?_________________________________________________________

What is the reason for your visit today?__________________________________________________________________
__________________________________________________________________________________________________
What are your goals and what do you expect from us?______________________________________________________
__________________________________________________________________________________________________
What other health professionals has your child consulted as they have grown?__________________________________
__________________________________________________________________________________________________ 
If your child is not experiencing symptoms and simply needs wellness services, 
please check here ______ and skip the following section.
Describe any symptoms and when/how did this problem start?_______________________________________________
__________________________________________________________________________________________________
Describe any trauma in the past (falls, injuries, surgeries, medical interventions, etc.)_____________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________




Please list all vitamins, medications and vaccinations your child has had:_______________________________________

__________________________________________________________________________________________________

Please check if your child has or has ever had any of the following:
     Ear infections / Tubes	   _ Big Falls	_    Autism	   
     Frequent colds/infections    	__ Headaches   	     ADD/ADHD/hyperactivity	     
__ Digestive upsets	__ Growing pains	__ Learning difficulties
__ Constipation/diarrhea	__ Broken bones	__ Measles/Mumps/Rubella
__ Feeding difficulties	__ Asthma 	__Pneumonia/Chicken Pox/Whooping cough
__ Colic       	__ Scoliosis 	__ Skin conditions		     
 __ Torticollis	__ Seizures	_  Allergies
OTHER:____________________________________________________________________________________________
    		
Pregnancy / Birth History
Were there any complications / high risks during pregnancy?_________________________________________________

__________________________________________________________________________________________________
Please describe your labour experience (induced/breech or other presentation/prolonged/fetal distress/positive or negative experience)_________________________________________________________________________________

__________________________________________________________________________________________________
Please describe your birth/delivery (natural/home or hospital/positioning/epidural/forceps/vacuum-assisted/c-section /Midwife or ObGyn assisted/positive/negative)____________________________________________________________

__________________________________________________________________________________________________

Please describe your child’s past and present nutrition (breast-fed or formula fed/solids/food aversions or allergies) __________________________________________________________________________________________________

__________________________________________________________________________________________________

Birth weight:__________________________________  Current weight:________________________

Does your child sleep well?____________________________________________________________________________
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