Hoogeveen Chiropractic Wellness Center
Gregg Hoogeveen, D.C., C.C.S.P.   Adam Hoogeveen, D.C., C.C.W.P.
Logan Harre, D.C.    Brooke Harre, D.C., C.A.C.C.P.
Personal information needed to better serve you

Patient name: ________________Nickname:_____________ Last Name: _____________________

Address: _______________________ City: ____________________State:______Zip:_______
Birthday: ____-____-_________              Gender:     Male     Female                                                                                                         
School Attended (when applicable)____________________________________________________
Parent/Guardian Information:
Mother’s Name:______________________                               Father’s Name:_______________________
Home/Cell Phone _____-_____-_____                                           Home/Cell Phone _____-_____-______

Work Phone _____-_____-______                                                   Work Phone _____-_____-______

Parent’s Marital Status:  S / M /  W / D

Email: ______________________________ Would you like to Receive our Email Newsletter?       Y      N
Referred by:       Person: ________________         Doctor: ______________         Google        Yellowpages  
     Other:__________________
 I hereby authorize the Hoogeveen Chiropractic Wellness Center to release my child’s records as needed to help in the timely payment of my child’s care.  I also authorize third party payers to reimburse Dr. Hoogeveen directly.  I further agree to pay for all services rendered if my child’s insurance fails to reimburse Dr. Hoogeveen in full, unless otherwise agreed to.  This also applies to services that may not be covered by my child’s policy.



 Signed: X ___________________________________________________ Date: ____-____-____

WHAT BRINGS YOU IN?
What is your reason for seeking our care? ______________________________________
Symptom Frequency:     


  _______ times per day/week/month (circle one)
Duration of Symptom:    


  _______ seconds/minutes/hours (circle one)         
When did it start? ___________________________________________ 
How did it Start? ____________________________________________
What makes it worse? _________________  Better? _________________


Other care/treatments for this condition/symptom: ________________________________________
Previous chiropractic care?           Yes          No      Reason for switching:_____________________________

Goals for your child’s care:          symptom relief          restoring function          Overall wellness
           (check all that apply)                         other: _____________________________________
Other Comments: __________________________________________________________________
 “Improving Your Family’s Health is Our Family’s Mission”
Hoogeveen Chiropractic Wellness Center
Gregg Hoogeveen, D.C., C.C.S.P.   Adam Hoogeveen, D.C.
Logan Harre, D.C.    Brooke Harre, D.C.

    Birth History (if patient is 2 years or younger)
   Was your child’s birth   vaginal   OR   Cesarean ?                                             If Cesarean, was it    planned    OR     emergency?

    Was the birth induced?______________________                 Was there use of forceps or vacuum? _________________

    What was your child’s presentation?  head   OR   breech        Was meconium present?   YES     NO
    Were there any complications with the pregnancy or birth? If yes, please explain. ______________________________

    ____________________________________________________________________________________________

    Overall Behavior

   Tell me about your child’s sleeping patterns _________________________________________________________

    My child’s diet consists mostly of: (circle all that apply)  meat   fish   fruits   veggies    dairy    grains   breast milk    formula


His/her favorite snack is:___________________________________________________________________

    My child lives in a home with a smoker. (circle one)  TRUE / FALSE

    Overall, I believe that my child is healthy. (circle one)  TRUE / FALSE 
     Medications
     
Allergies


Spinal Injuries/Surgeries          

     ___________________
__________________
__________________________________________
     ___________________
__________________
__________________________________________
     ___________________
__________________
Other Injuries/Surgeries
    ________________
_______________                ____________________________________

     ___________________
__________________         
__________________________________________
     Is your child currently under the care of any other health care provider/doctor?        Yes         No      
      If yes, for what conditions?  ____________________________________________________________________
     Name of your pediatrician: _______________________
Location: _____________
      Do you give us permission to contact your medical doctor about your child’s case or for other pertinent information?                
               Yes
 No      If yes, please sign:  _______________________________________

    Review of Systems     Have you noticed your child feels: 
    … feverish, excessively fatigued, or had a recent unexpected loss of weight?

      Yes   No      
    … persistent nausea, diarrhea, constipation, chronic abdominal pain, or abnormal stool?  Yes   No  
    … blurred/double vision, eye pain/discharge, failing vision, or light sensitivity?
                  Yes  No                 
    … ear pain/discharge, difficulty hearing/swallowing, frequent nose bleeds/sore throat?    Yes  No                        
    … chest pains, fainting spells, irregular heartbeat, shortness of breath, swollen ankles?     Yes  No                         
    … chronic cough, chronic wheezing, coughing up blood, or excessive phlegm? 

     Yes  No                              
    … painful/bloody/more frequent/uncontrolled urination, unusual genital discharge, genital sores, 

        breast mass/tenderness, excessive menstrual flow/pain, etc?


                  Yes  No
    … weakness, numbness/tingling, seizures/convulsions, tremors/shaking, dizziness?           Yes  No              
    … skin rashes/itching/chronic dryness, suspicious moles or other patches/markings?         Yes  No   

    Comments: __________________________________________________________________________       
I ______________________________ hereby affirm that all information I have provided on this patient information form is accurate and complete to the best of my knowledge at this time.  I have not intentionally falsified or misrepresented any of the information that I provided above, and if any of this information changes in the future I will inform Hoogeveen Chiropractic Wellness Center as soon as possible. 
Signature:___________________________________________________ Date:_____/_____/________
Relationship to patient: __________________________________________________ 
CONSTANT  OR








