SPINE CORRECTION CENTER
OF THE ROCKIES
o Dr. Michael Farrell, D.C.

o Dr. April Cardwell, D.C.

Pediatric Application Form

Patient Survey

Child’s Name Birth Date M/F
Address

City State Zip
Parent/Guardian Names Phone

How did you hear about us?
Reasons for visit?

Referring Physician: Phone #:
General Physician or Specialist: Phone #:

Health Conditions

Please list all prescription or over the counter medications/antibiotics your child has taken in the last year:

Please check any of the following conditions your child has suffered from:

o Ear Infections o ADD/ADHD o Growing Pains
o Asthma/Allergies o Chronic rash/eczema o Digestive Problems
g Colic g Chronic colds/flu
o Scoliosis o Recurring Fever
o Bed wetting o Temper Tantrums
o Siezures o Headaches/Migraines
Please list any health conditions not mentioned
Please list any medications/surgeries
Please list any traumas (falls, car accidents, etc.)
Pregnancy/Birth

Place of Birth: o0 Homebirth o Birthing Center © Hospital
o Midwife Delivery or o Doctor Delivery

Complications during pregnancy?

Complications during delivery?

Birth Intervention: o Forceps 0 Vacuum Extraction 0 Cesarean Section — Planned or Emergency

Medications During Pregnancy?

Medications During Delivery?
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Is/has your child been involved in any high impact or contact type sports?(i.e. soccer, football, gymnastics, martial arts,
cheerleading, horseback riding) o Yes o No

Doctor’s Notes

In Case of Emergency Call

Name Home Phone
Relationship Cell Phone
Work Phone

Authorization of Care

I authorize and agree to allow the Doctor to work with my child’s spine through the use of spinal adjustments and rehabilitative
exercises for the sole purpose of postural and structural restoration of normal biomechanical and neurological function.

I understand that I am responsible for all fees incurred for the services provided, and agree to ensure full payment of all charges.
The Doctor will not be held responsible for any health conditions or diagnoses which are pre-existing, given by another health
care practitioner, or are not related to the spinal structural conditions diagnosed at this clinic.

I also clearly understand that if my child does not follow the Doctors specific recommendations at this clinic that he/she will not
receive the full benefit from these programs, and that if care is terminated prematurely all fees incurred will be due and payable
at that time.

I authorize the assignment of all insurance benefits be directed to the Doctor for all services rendered.

Print Name (Parent/Guardian) Signature Date
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