
      Date:  _____/_____/_____

Pediatric Intake Form (Birth-2 Years)

It is a pleasure to welcome you to our family of happy and healthy Chiropractic practice members. Many types of stressors (physical, 
mental and chemical) can interfere with your child’s growing brain, spine and nervous system.  To help us serve you and your child 
better, please complete the following information.  We look forward to working with you to build better health for your family.

Child’s Name: _______________________________________  Date of birth: ______/______/______  Age: _______  Male / Female

Parent(s)/Guardian(s): ________________________________________________________________________________________

Address: ________________________________________ City: _________________________ State: _____  Zip: ______________

Cell: ____________________  Home: ____________________  Email: _________________________________________________

Number of Siblings: ________  Names, Ages & Gender: _____________________________________________________________

Can we thank anyone for referring you? __________________________________________________________________________

Emergency Contact

Please list the name of someone we can call in case of emergency – We will first attempt to contact parent(s)/guardian(s) listed above 
but would like a secondary contact in the event we are unable to reach the parent(s)/guardian(s).

Name of Emergency Contact: __________________________________________________________________________________

Relationship of Contact to the Child: _____________________________________________________________________________

Phone Number(s) for Contact: _________________________________________________________________________________

Preferred Medical Facility:          Marshfield Clinic Aspirus      Other: __________________________________

List the Main Concern(s) that Brought You Here:

☐ Maintain Wellness and/or

1) ___________________________________  3) ___________________________________ 

2) ___________________________________ 4) ___________________________________

Please Check Any Issues Your Child Has Had in the Past or Currently Has:

___Ear Infections ___Colic ___Seizures ___Sleep Problems

___Chronic Colds ___Headaches ___Autism ___Bed Wetting

___Recurring Fevers ___ADHD/ADD ___Sensory Problems ___Growing Pains

___Allergies ___Temper Tantrums ___Digestive Problems ___Asthma

Other Health Concerns: 
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________



Health History

According to the National Safety Council, approximately 50% of children fall head first from a high place during their first year of life (i.e., a bed, a 
changing table, down the stairs).

Did your child have a fall similar to what is described above?  Y / N  Explain: ________________________________________________________

______________________________________________________________________________________________________________________

Has your child been involved in any sports?  Y / N  List: _________________________________________________________________________

______________________________________________________________________________________________________________________

List any surgical operation(s) and age(s) of the child at the time: __________________________________________________________________

______________________________________________________________________________________________________________________

Other trauma(s) not described above:  ______________________________________________________________________________________

______________________________________________________________________________________________________________________

Present prescription drugs and dosage:  _____________________________________________________________________________________

Past prescription drugs and dosage: ________________________________________________________________________________________

Over the counter drugs (Tylenol, baby aspirin, cough syrup, laxatives, etc.) _________________________________________________________

Pregnancy History

Complications during Pregnancy or Delivery?  Y / N  If yes, explain: ___________________________________________________

Medications taken during Pregnancy/Delivery?  Y / N  List:  __________________________________________________________

Cigarette/Alcohol use during Pregnancy?  Y / N

Location of Birth:  ☐ Hospital ☐ Birth Center ☐ Home Birth

Intervention: ☐ Forceps ☐ Vacuum Extraction ☐ Caesarean Section

If Caesarean Section, was it ☐ Emergency ☐ Scheduled

Any genetic disorders/disabilities? Y / N  List: ____________________________________________________________________

Birth Weight: _________________________Birth Length: ________________________ 

Feeding History

Breast Fed:  Y / N  How Long? ____________ Formula Fed: Y / N  How Long? ____________ 

Introduced to:  Solid foods @ _________ months  Cow’s milk @ __________months

Food/juice allergies or intolerance(s):  Y / N  List: _________________________________________________________________



Developmental History

Your child’s spine is most vulnerable to stress and should routinely be checked by a Doctor of Chiropractic for Prevention and early 
detection of Vertebral Subluxation (Spinal Nerve Interference).

At what age was your child able to:

_______ Respond to stimuli _______ Respond to visual stimuli _______ Hold Head Up

_______ Sit Up _______ Cross Crawl _______ Stand Alone

_______ Walk Alone

Lifestyle

Does your child:

☐ Eat healthy foods (organic products, etc.)

☐ Drink water

☐ Take vitamins – Type:  __________________________________

☐ Take probiotics – Type: __________________________________

Exercise:  ☐ None ☐ Moderate    ☐ Daily ☐ Heavy 

Hobbies/interests: ___________________________________________________________________________________________

Is there anything else you would like us to know about your child?  _____________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

Notice of Privacy Practices Acknowledgement

I understand that I have certain rights of privacy regarding my child’s protected health information, under the Health Insurance 
Portability & Accountability Act of 1996 (HIPAA).  I understand that this information can and will be used to:

1. Conduct, plan and direct my child’s treatment and follow-up among the multiple healthcare providers who may be involved in 
that treatment either directly or indirectly.

2. Conduct normal healthcare operations, such as quality assessments and physician’s certifications.

I acknowledge that I may request your NOTICE OF PRIVACY PRACTICES containing a more complete description of the uses and 
disclosures of my child’s health information.  I also understand that I may request, in writing, that you restrict how my child’s private 
information is used to disclose to carry out treatment, payment, or healthcare operation.  I also understand you are not required to 
agree to my requested restrictions, but if you agree, then you are bound to abide by such restrictions.

Parent/Guardian Signature: _________________________________________________ Date: ____________________________

Image & Testimonial Release

On occasion we will ask to take photographs, videos, or other recordings at Nikolay Chiropractic during regular business hours or at 
after-hour events.  We love to capture the health and healing that is happening here for further community education and to spread 
hope to others who may be dealing with similar situations as yours.  The media that we capture may be used for things such as, but 
not limited to, advertising, educational materials, or social media.  By signing below, you authorize us to use your image, or that of 
your family members that visit the Nikolay Chiropractic office or events.  You agree that your statements were given freely without 
coercion or incentive. Any photos or stories can be reviewed for accuracy at any time and you may revoke this use of your image with 
30 days written notice..

Parent/Guardian Signature: _________________________________________________ Date: ____________________________



Informed Consent:  Chiropractic Care and Adjustments

I hereby request and consent for my child to receive Chiropractic Manipulations (Adjustments) 
and other Chiropractic procedures, including various Physical Therapy Modalities, Exercise 
Therapies and any other Supportive Therapies as deemed appropriate by the Doctors of Chiropractic and 
performed by the Doctors of Chiropractic or Licensed Support Staff employed by, associated with, or serving 
as back-up support for Nikolay Chiropractic now or in the future.

I understand and am informed that with Chiropractic care, as in the practice of medicine and all other 
health care modalities, results are not guaranteed and there is no promise of a cure.  I further understand and 
am informed that, while Chiropractic care is remarkably safe and effective and provides many patients with 
benefits including pain relief and enhanced health, there can be associated risks, just as in the practice of 
medicine.  Potential risks include, but are not limited to: soreness, fractures, disc injuries, rib injury, 
physiotherapy burns, soft tissue injury, stroke, dislocations and sprains.  With that understanding, I do not 
expect the doctor to be able to anticipate and explain all risks and complications, and I wish to rely on the 
doctor to exercise judgment, which is in my best interest, during the course of the procedure the doctor has 
deemed appropriate at that time and based upon the facts then known.

I also understand that there are treatment options available for my condition other than Chiropractic 
procedures.  These treatment options include but are not limited to: rest; self-administered care; over-the-
counter analgesics; medical care with prescription drugs such as anti-inflammatories, muscle relaxants and 
pain killers; physical therapy; steroid injections; bracing; and surgery.  I understand and have been informed 
that I have the right to a second opinion and to secure other opinions if I have concerns as to the nature of 
my child’s symptoms and treatment options.

I acknowledge that the Doctor of Chiropractic has discussed with me the following items:

 Explanation of my child’s current condition;
 Proposed Chiropractic procedures;
 Risks of not receiving or undergoing any treatments or procedures.

I have read, or have had read to me, the above consent.  I have also had the opportunity to ask 
questions about its content.  I intend this consent to cover the entire course of treatment for my child’s current 
condition and for any future conditions(s) for which my child seeks treatment.  This consent is for Chiropractic 
care and procedures to be performed on my child, or for the patient named below (for whom I am legally 
responsible), whether in my presence or absence. 

I acknowledge that if I need to cancel an appointment, I should do so at least 24 hours in advance.  I 
understand that a fee may be charged for a no-show or late cancellation.

_________________________________   
Patient Name (Print)

_________________________________ _________________________________ ____________ 
Parent/Guardian/Legal Representative Name (Print) Parent/Guardian/Legal Representative Signature Date



Patient Messaging Consent

By supplying my home phone number, mobile phone number, email address, and any other personal contact 
information, I authorize my health care provider to employ a third-party automated outreach and messaging 
system to use my personal information, the name of my care provider, the time and place of my scheduled 
appointment(s), and other limited information, for the purpose of notifying me of a pending appointment, a 
missed appointment, overdue wellness exam, balances due, lab results, or other communications. By 
supplying my home phone number, mobile phone number, email address, and any other personal contact 
information, I authorize my health care provider to use my personal information, the name of my care 
provider, the time and place of my scheduled appointment(s), and other limited information, for the purpose of 
notifying me of a pending appointment, a missed appointment, overdue wellness exam, balances due, lab 
results, or other communications via an automated outreach and messaging system. I also authorize my 
healthcare provider to disclose to third parties who may intercept these messages (individuals you have 
provided with access to your digital devices or email accounts) limited protected health information (PHI) 
regarding my healthcare events. I consent to receiving multiple messages per day from the automated 
outreach and messaging system, when necessary. I also authorize my healthcare provider to disclose to third 
parties, who may intercept these messages, limited protected health information (PHI) regarding my 
healthcare events. I consent to receiving multiple messages per day from the automated outreach and 
messaging system, when necessary.

_________________________________ _________________________________ ____________ 
Guardian/Legal Representative Name (Print) Guardian/Legal Representative Signature Date



HIPAA Notice of Privacy Practices

Nikolay Chiropractic
117 W. Upham St.

Marshfield, WI  54449

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND 
HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW CAREFULLY.

If you have any questions about the above notice, please contact our Office at 715-996-1000

Our Obligations
We are required by law to:

 Maintain the privacy of Protected Health Information
 Give you the notice of your legal duties and privacy practices regarding health information about you
 Follow the terms of our notice that is currently in effect

How We May Use and Disclose Health Information
Described as follows are the ways we may use and disclose health information that identifies you (“Health Information”).  Except 
for the following purposes, we will use and disclose health information only with your written permission.  You may revoke such 
permissions at any time by writing to our practice’s Privacy Officer.

Treatment.  We may use and disclose Health Information for your treatment and to provide you with treatment-
related health care services.  For example, we may disclose Health Information to doctors, nurses, technicians or 
other personnel including people outside our office who are involved in your medical care and need the information 
to provide you with medical care. 

Payment.  We may use and disclose Health Information so that we or others may bill and receive payment from you, 
an insurance company or a third party for treatment and services you receive.  For example, we may give your health 
plan information so that they will pay for your treatment.

Health Care Operations.  We may use and disclose Health Information for health care operation purposes.  These 
uses and disclosures are necessary to make sure that all of our patients receive quality care to operate and manage 
our office.  For example, we may use and disclose information to make sure the obstetric or gynecologic care you receive 
is of the highest quality.  We also may share information with our entities that have a relationship with you (for example, 
your health plan) for their health care operation activities.

Appointment Reminders, Treatment Alternatives and Health Related Benefits and Services.  We may use and disclose 
Health Information to contact you and remind you that you have an appointment with us.  We also may use and disclose 
Health Information to tell you about treatment alternatives or health-related benefits and services that may be of 
interest to you.

Individuals Involved in Your Care or Payment for Your Care.  When appropriate, we may share Health Information with a 
person who is involved in your medical care or payment for your care such as your family or a close friend.  We also may 
notify your family about your location or general condition or disclose such information to any entity assisting in a 
disaster relief effort.

Research.  Under certain circumstances, we may use and disclose Health Information for research.  For example, a 
research project may involve comparing the health of patients who receive one treatment to those who receive 
another for the same condition.  Before we use or disclose Health Information for research, the project will go 
through a special approval process.  Even without a special approval, we may permit researchers to look at records to 
help them identify patients who may be included in their research project or for other similar purposes.



Special Situations
As required by law.  We will disclose Health Information when required to do so by international, federal, state or local 
law.

To Avert a Serious Threat to Health or Safety.  We will disclose Health Information when necessary to prevent a 
serious threat to your health and safety or the public, or another person.  Disclosure, however, will be made only to 
someone who may be able to help provide treatment.

Business Associates.  We may disclose Health Information to our business associates that perform functions on our 
behalf or to provide us with the services if the information is necessary for such functions or services.  For example, 
we may use another company to perform billing services on our behalf.  All of our business associates are obligated 
to protect the privacy of your information and are not allowed to use or disclose any information other than that as 
specified in our contract.

Organ and Tissue Donation.  If you are an organ donor, we may use or release health Information to the organizations 
that handle organ procurement or other entities engaged in procurement, banking or transportation of organs, eyes or 
tissues to facilitate organ, eye or tissue donation and transportation.

Military and Veterans.  If you are a member of the armed forces, we may use or release Health Information as 
required by military command authorities.  We also may release Health Information to the appropriate foreign 
military authority if you are a member of a foreign military.

Worker’s Compensation.  We may release Health Information for worker’s compensation or similar programs.  These 
programs provide benefits for work-related injuries or illness.

Public Health Risks.  We may disclose Health Information for public health activities.  These activities generally 
include disclosure to prevent or control disease, injury or disability; report child abuse or neglect; report reactions to 
medications or problems with products; notify people of recalls of products they may be using; inform a person who 
may have been exposed to a disease or may be at risk for contracting or spreading a disease or condition; and report
to the appropriate government authority if we believe a patient has been a victim of abuse, neglect or domestic 
violence.  We will only make this disclosure if you agree or when required by law.

Health Oversight Activities.  We may disclose Health Information to a health oversight agency for activities 
authorized by law.  These oversight activities include, for example, audits, investigations, inspections and licensure. 
These activities are necessary for the government to monitor the health care system, government programs and 
compliance with civil rights laws.

Lawsuits and Disputes.  If you are involved in a lawsuit or a dispute, we may disclose Health Information in response 
to a court or a court administrator order.  We also may disclose Health Information in response to a subpoena, 
discovery request or other lawful process by someone else involved in the dispute but only if efforts have been made to 
tell you about the request or to obtain an order protecting the information requested.

Law Enforcement.  We may release Health Information if asked by a law enforcement official if the information is: 
1) in response to a court order, subpoena, warrant, summons or similar process; 2) limited information to identify or 
locate a suspect, fugitive, material witness or missing person; 3) about the victim of a crime even if, under certain 
circumstances, we are unable to obtain the person’s agreement; 4) about a death we believe may be the result of 
criminal conduct; 5) about criminal conduct on our premises; and 6) in an emergency to report a crime or the 
location of the crime if victims; or the identity, description or location of the person who committed the crime. 

Coroners, Medical Examiners, Funeral Directors.  We may release Health Information to a coroner or medical 
examiner.  This may be necessary, for example, to identify a deceased person or determine the cause of death.  We 
may also release Health Information to funeral directors as necessary for their duties. 



National Security and Intelligence Activities.  We may release Health Information to authorized federal officials so 
they may provide protection to the President, other authorized persons, or foreign heads of state or to conduct 
special investigations.

Protective Services and Intelligence Activities.  We may release Health Information to authorized federal officials so 
they may provide protection to the President, other authorize persons, or foreign heads of state, or to conduct 
special investigations.

Inmates or Individuals in Custody.  If you are an inmate of a correctional institution or other custody of a law 
enforcement official, we may release Health Information to the correctional institution or law enforcement official. 
This release would be made, if necessary 1) for the institution to provide you with health care; 2) to protect your 
health and safety or the health and safety of others; or 3) for the safety and security of the correctional institution.

Your Rights
You have the following rights regarding Health Information we have about you:

Right to Inspect and Copy.  You have the right to inspect and copy Health Information that we may use to make 
decisions about your care or payment for your care.  This includes medical and billing records other than 
psychotherapy notes.  To inspect and copy this information, you must make your request in writing to our Privacy 
Officer.

Right to Amend.  If you feel that Health Information we have is incorrect or incomplete, you may ask us to amend 
the information.  You have the right to request an amendment for as long as the information is kept by or for our 
office.  To request an amendment, you must make your request in writing to our Privacy Officer.

Right to an Accounting of Disclosures.  You have the right to request a list of certain disclosures we made of Health 
Information for purposes other than treatment, payment and health care operations or for which you provided 
written authorization.  To request an accounting of disclosures, you must make your request in writing to our Privacy 
Officer.

Right to Request Restrictions.  You have the right to request a restriction or limitation on the Health Information we 
use or disclose for treatment, payment or health care operation.  You also have a right to request a limit on the 
Health Information we disclose to someone involved in your care or the payment for your care, like a family member 
or friend.  For example, you can ask that we not share information about your particular diagnosis or treatment with 
your spouse.  To request a restriction, you must make your request in writing to our Privacy Officer.  We are not 
required to agree with your request.  If we agree, we will comply with your request unless the information is needed 
to provide you with emergency treatment.

Right to Request Confidential Communication.  You have the right to request that we communicate with you about 
your medical matters in a certain way or at a certain location.  For example, you can ask that we contact you only by 
mail or at work.  To request confidential communications, you must make your request in writing to our Privacy 
Officer.  Your request must specify how or where you wish to be contacted.  We will accommodate reasonable 
requests.

Right to a Paper Copy of This Notice.  You have the right to a paper copy of this notice.  You must ask us to give you a 
copy of this notice at any time.  Even if you have agreed to receive this notice electronically, you are still entitled to 
a paper copy of this notice.  You may obtain a copy of this notice by contacting our office.

Changes to this Notice
We reserve the right to change this notice and make the new notice apply to Health Information we already have as well as any 
information we receive in the future.  We will post a current copy of our notice at our office.  The notice will contain the 
effective date on the first page in the top right hand corner.



Complaints
If you believe your privacy has been violated, you may file a complaint with our office or with the Secretary of the Department 
of Health and Human Services.  To file a complaint with our office, contact our Privacy Officer.  All complaints must be made in 
writing.  You will not be penalized for filing a complaint.

By signing my name below, I acknowledge receipt of a copy of this notice and my understanding and my agreement to its 
terms. 

__________________________________________ 
Patient Name (Print)   

__________________________________________     ____________________________________________     ____________
Parent/Guardian/Legal Representative Name (Print)   Parent/Legal Guardian/Legal Representative Signature      Date


