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AI-generated content may be incorrect.]                               KIDS HEALTH QUESTIONNAIRE


Child’s Name: ________________________________________________________   D.O.B: ______________
Parent/Guardian: ___________________________________________________________________________
Address: __________________________________________________________________   Zip code: _______
Phone number: _________________________ Email: _____________________________________________

CHILD’S BIRTH HISTORY
Please circle Yes/No where applicable:			          Comments
Chemically induced?                        Yes / No  		 ______________________________________
C-Section?                            	    Yes / No.		 ______________________________________
Forceps used?                          	    Yes / No  		______________________________________
-
SYMPTOMS IN LAST 6 MONTHS (Check all they apply)
Lower back pain_______ 		Digestive troubles_______
Headaches_______ 			Sleeping disorders_______
Ear/throat infections_______		Fatigue_______
Hyperactivity_______			Meningitis_______
Constipation_______			Rashes_______
Milk or lactose intolerance_______	Neck pain_______
Asthma/allergies_______		Loss of hearing_______
Cold/flu_______				Breathing problems_______
Irritability_______			Bloody noses_______
Diarrhea_______				Bed wetting_______
Colic/reflux_______			Sinus problems_______





CURRENT HEALTH
Please circle Yes/No where applicable:				  Comments
Accident prone?		Yes / No 		 ___________________________________________
Falls down stairs?		Yes / No		____________________________________________
Falls from height?		Yes / No 		 ___________________________________________
Motor vehicle accident?	Yes / No 		 ___________________________________________
Hospitalised or surgery?            Yes / No 		 ___________________________________________
Broken bones or sprains?          Yes / No 		 ___________________________________________
Medication?                              	Yes / No 		 ___________________________________________
Scoliosis screening?                     Yes / No 		 ___________________________________________
Learning disorder?                       Yes / No 		 ___________________________________________
Poor posture?                           	Yes / No 		 ___________________________________________
Nervous behaviour?                     Yes / No 		 ___________________________________________
Has your child had spinal care before?      Yes / No  	____________________________________________
If yes, for what condition? ___________________________________________________________________
Were X-rays taken?                          Yes / No
If you could improve one aspect of your child’s health or behaviour, what would it be?
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________

Parent / Guardian Signature: ______________________________________________   Date: _________________



Evolve Wellness Community LLC
3215 E Main St 2nd Floor, Endwell, NY 13760
(607) 507-7436 ((607) 50SPINE)
info@evolve-well.com
www.evolve-well.com
image1.png
EVOLVE

N V%




