
 

Thrive Family Chiropractic 
Dr. Kaitlin Parker, DC 

11523 Kanis, Suite D  ∙  Little Rock, AR   72211  ∙  501.712.1022 

 
Pediatric Vitality Questionnaire 

 

Name: ________________________________________        Date: _______________        Birth Date: _____________ 

Gender:    ∙Male∙    ∙Female∙   Parent’s phone number:  ____________________________  

Parent’s/Guardian’s Name(s): _________________________________________________________________________ 

Mailing Address: ______________________________________________________________________________________ 

City/State/Zip: ________________________________________________________________________________________ 

*Parent’s E-mail Address: _____________________________________________________________________________ 

*For monthly newsletters and appointment information only 

Would you like future appointment reminders?     ∙Yes – via text message∙     ∙Yes – via email∙     ∙No∙     

Has your child been to a chiropractor before?     ∙Yes∙     ∙No∙     

If so, when was his/her last adjustment? _____________________________________ 

Who can we thank for referring you to Thrive Family Chiropractic? _____________________________________  

When a patient seeks chiropractic care and we accept a patient for such care, it is essential for both to be 

working for the same objective. The intent of our practice is to remove the interference in the nervous system 

(subluxation), allowing the expression of the body’s innate wisdom and optimal function.   

 

Chiropractic is a science and an art focusing on the relationship between structure (primarily the spine) and 

function (primarily the nervous system) and how it may affect the restoration and preservation of health. We 

believe the greatest ability to heal is within each patient and our use of specific adjustments to correct the 

subluxations allows the maximum ability of the body to be expressed. 

 

We believe the greatest ability to heal is within each patient and our use of specific adjustments to 

correct the subluxations allows the maximum ability of the body to be expressed. 

 

Our priority at this office is give your child the best health advantage possible! 



Health Information 

What are your objectives in consulting our office? 

 

Do you feel as though your child is healthier today than they were last year?     ∙Yes∙    ∙No∙     

 

What other wellness professionals are currently part of your child’s healthcare team? 

∙Physical Therapist∙     ∙Occupational Therapist∙    ∙Speech Pathologist∙      ∙Other _____________________ 

 

How many medical doctor visits did your child have last year? 

∙None∙     ∙Less than 5∙    ∙More than 5∙      ∙More than 10∙ 

 

Please list your child’s history of surgeries, injuries, and/or accidents 

 

 

What activities does his/her current health condition get in the way of?  

(School, hobbies, sleep, quality of life, etc.) 

 

 

 
FOR DOCTOR’S USE ONLY 
 

Patient’s Parent’s Health Objective 

 

¤    Temporary symptom relief only 

 ¤    Symptom relief and correction for prevention of reoccurrence 

 ¤    Health maintenance 

 ¤    Health development 

 



Lifestyle History 

 

Does your child suffer from any gastrointestinal issues? (Constipation, Diarrhea, Bloating, Colic, etc.) 

∙Yes∙    ∙No∙     If so, what issues?  ____________________________________________________________ 

Does he/she consume dairy products?  If so, how often? _____________________________________________ 

Does he/she consume wheat products?  If so, how often? ____________________________________________ 

Does he/she consume sodas?  If so, how often?  _____________________________________________________ 

What is your child’s daily water intake?  ______________________________________________________________ 

What is his/her average time of sleep each day/night? _______________________________________________ 

Does he/she crave sweets or breads/pastas?   ∙Yes∙     ∙No∙ 

Does he/she get 1 – 1 ½ cups of fruit each day?    ∙Yes∙     ∙No∙ 

Does he she get 1 ½ - 2 cups of vegetables each day?   ∙Yes∙     ∙No∙ 

 

Does he/she play outside or exercise? How often? 

 

 

 

 

Is your child taking any medications or supplements?  If so, what condition he/she taking them for? 

 

 

 

 

Any other health concerns/issues? Any previous diagnoses?  

 

 

 

 

What, if any, additional health concerns or goals do you have for your child?  

 

 

 

 

 

 

 



Prenatal History 

 

Complications During Pregnancy: ∙Yes∙     ∙No∙       If so, please list:___________________________________ 

Cigarette use during pregnancy? ∙Yes∙     ∙No∙        Alcohol use during pregnancy?   ∙Yes∙     ∙No∙  

Location of birth:    ∙Hospital∙       ∙Birthing Center∙      ∙Home∙  

Was there birth intervention?  (Please check all that apply) 

∙Chemically Induced (Pitocin, etc) ∙      ∙C-Section∙      ∙Forceps∙      ∙Vacuum Extraction∙ 

Complications during delivery:    ∙Yes    ∙No    If so, please list: ________________________________________ 

Genetic disorders or disabilities:   ∙Yes    ∙No   If so, please list: _________________________________________ 

Breast Fed? ∙Yes∙  ∙No∙  How long?_____________    Formula Fed? ∙Yes∙  ∙No∙  How long?________________  

Food or Other Allergies?    ∙Yes∙     ∙No∙   If so, please list:______________________________________________ 

Has your child had vaccines?    ∙Yes∙    ∙No∙  

If so, was this on the regular schedule or the alternate schedule?    ∙Regular∙    ∙Alternative∙ 

Were there any adverse reactions?    ∙Yes∙    ∙No∙ 

Is/Has your child been involved in any high-impact or contact-type sports (ex. Soccer, football, 

gymnastics, hockey, basketball, cheerleading, martial arts, etc.)?   ∙Yes∙    ∙No∙   

Do you remember if you took Tylenol while pregnant?  ∙Yes∙     ∙No∙ 

Did you take cholesterol-lowering medications while pregnant?  ∙Yes∙     ∙No∙ 

What other medications, if any, did you take during pregnancy? 

 

 

 

Is there anything else you feel we need to know? 

 

 

 

 

 

 

 



Health History 

Please check all of the following health concerns that your child has experienced, even if you do not 

think that your answer relates to his/her present health concern. 

 

Allergies  ∙Yes∙    ∙No∙           

Anxiety  ∙Yes∙    ∙No∙           

Arthritis  ∙Yes∙    ∙No∙           

Asthma  ∙Yes∙    ∙No∙           

ASD   ∙Yes∙    ∙No∙           

Back Pain  ∙Yes∙    ∙No∙           

Bladder Problems ∙Yes∙    ∙No∙           

Cancer  ∙Yes∙    ∙No∙           

Vascular Disorder ∙Yes∙    ∙No∙           

Depression  ∙Yes∙    ∙No∙           

Diarrhea  ∙Yes    ∙No∙           

Digestive Problems ∙Yes    ∙No∙           

Dizziness  ∙Yes    ∙No∙           

Headaches  ∙Yes    ∙No∙           

Heartburn/Reflux ∙Yes    ∙No∙           

Heart Condition  ∙Yes∙    ∙No∙           

Immune System Disorder ∙Yes∙    ∙No∙           

Infertility   ∙Yes∙    ∙No∙           

Kidney Disease  ∙Yes∙    ∙No∙           

Menstrual Cramps  ∙Yes∙    ∙No∙           

Mood Swings   ∙Yes∙    ∙No∙           

Neck Pain   ∙Yes∙    ∙No∙           

Numbness/Tingling  ∙Yes∙    ∙No∙           

Osteoporosis   ∙Yes∙    ∙No∙           

Sensory Processing Issues ∙Yes∙    ∙No∙           

Sinus Trouble   ∙Yes∙    ∙No∙           

Skin Conditions  ∙Yes∙    ∙No∙           

Urinary Difficulty  ∙Yes∙    ∙No∙           

Vertigo   ∙Yes∙    ∙No∙           

Other: _________________________________ 

 

Stress History 

Please indicate whether your child has ever experienced stress in any of the following areas.  Your 

answers will enable us to determine which factors have contributed to his/her present health concerns. 

Repeated antibiotic use ∙Yes∙    ∙No∙ 

Car accident   ∙Yes∙    ∙No∙ 

Childhood Illnesses  ∙Yes∙    ∙No∙ 

Fall/Jump from a height ∙Yes∙    ∙No∙ 

Head trauma   ∙Yes∙    ∙No∙ 

Inhaler use   ∙Yes∙    ∙No∙ 

Prescription medications ∙Yes∙    ∙No∙ 

Surgery   ∙Yes∙    ∙No∙ 

Vaccinations   ∙Yes∙    ∙No∙ 

Youth sports   ∙Yes∙    ∙No∙ 

Other: _________________________________ 



Informed Consent to Care 

You are the decision maker for your health care. Part of our role is to provide you with information to assist you in 

making informed choices. This process is often referred to as “informed consent” and involves your understanding and 

agreement regarding the care we recommend, the benefits and risks associated with the care, alternatives, and the 

potential effect on your health if you choose not to receive the care.  

Chiropractic care centrally involves what is known as a chiropractic adjustment. There may be additional supportive 

procedures or recommendations as well. When providing an adjustment, we use our hands or an instrument to reposition 

anatomical structures, such as vertebrae. Potential benefits of an adjustment include restoring normal joint motion, 

reducing swelling and inflammation in a joint, reducing pain in the joint, and improving neurological functioning and overall  

well-being.  

It is important that you understand, as with all health care approaches, results are not guaranteed, and there is no 

promise to cure. As with all types of health care interventions, there are some risks to care, including, but not limited to:  

muscle spasms, aggravating and/or temporary increase in symptoms, lack of improvement of symptoms, burns and/or 

scarring from electrical stimulation and from hot or cold therapies, including but not limited to hot packs and ice, fractures 

(broken bones), disc injuries, strokes, dislocations, strains, and sprains. With respect to strokes, there is a rare but serious 

condition known as an “arterial dissection” that typically is caused by a tear in the inner layer of the artery that may cause 

the development of a thrombus (clot) with the potential to lead to a stroke. The best available scientific evidence supports 

the understanding that chiropractic adjustment does not cause a dissection in a normal, healthy artery. Disease processes, 

genetic disorders, medications, and vessel abnormalities may cause an artery to be more susceptible to dissection. Strokes 

caused by arterial dissections have been associated with over 72 everyday activities such as sneezing, driving, and playing 

tennis.   

Arterial dissections occur in 3-4 of every 100,000 people whether they are receiving health care or not. Patients who 

experience this condition often, but not always, present to their medical doctor or chiropractor with neck pain and 

headache. Unfortunately a percentage of these patients will experience a stroke.   

The reported association between chiropractic visits and stroke is exceedingly rare and is estimated to be related in 

one in one million to one in two million cervical adjustments. For comparison, the incidence of hospital admission 

attributed to aspirin use from major GI events of the entire (upper and lower) GI tract was 1219 events/ per one million 

persons/year and risk of death has been estimated as 104 per one million users.  

It is also important that you understand there are treatment options available for your condition other than chiropractic 

procedures. Likely, you have tried many of these approaches already. These options may include, but are not limited to: 

self-administered care, over-the-counter pain relievers, physical measures and rest, medical care with prescription drugs, 

physical therapy, bracing, injections, and surgery. Lastly, you have the right to a second opinion and to secure other 

opinions about your circumstances and health care as you see fit.  

I have read, or have had read to me, the above consent. I appreciate that it is not possible to consider every 

possible complication to care. I have also had an opportunity to ask questions about its content, and by signing below, I 

agree with the current or future recommendation to receive chiropractic care as is deemed appropriate for my 

circumstance. I intend this consent to cover the entire course of care from all providers in this office for my present 

condition and for any future condition(s) for which I seek chiropractic care from this office.  

Patient: ___________________________________    

Parent or Guardian: _________________________    Signature: ____________________________    Date: _________________ 

 



I understand and agree to the following:  

 

• The statements made on this form are accurate to the best of my knowledge and I agree to allow this 

office to examine my child for further evaluation. I accept, if eligible, chiropractic care on behalf of my 

child on this basis. 

• I consent to the use of my protected health information by Dr. Kaitlin for the purpose of analyzing or 

providing treatment to my child, obtaining payment for my health care bills or conduct health care 

operations.  HIPAA Compliance. 

• There is no guarantee that my health insurance will pay for all or any part of my child’s care.  Health 

insurance policies are an arrangement between an insurance company and myself. Thrive Family 

Chiropractic does not bill insurance directly, but will provide the necessary documentation for me to 

use in filing claims with my insurance company.   

• I, being the parent or legal guardian of the prospective patient listed above, have read and fully 

understand the above terms of acceptance and hereby grant permission for my child to receive an 

examination and chiropractic care. 

• All payments are due at the time services are rendered and I am responsible for all payment of fees 

charged in this office. 

• I am aware that a copy of the Privacy Practices of this office is available at the front desk for my 

review.  I may ask to review them at any time. 

 

 

 

X _________________________________________       _______________ 

                    Patient’s Name       Date 

 

X _________________________________________       _________________________________     

                    Parent’s Name                           Signature   


