Pure Wellness
Children’s New Patient Additional Information

Child’s Name: _______________________________    DOB: ___________________

Parents and/or Legal 

Guardians: __________________________________________________________

Phone: H _______________   W_______________   C_______________

Emergency Contact: ________________________ Relation to Child: _______________  
Phone: ___________________

Child’s Height: _____FT _____IN

Child’s Weight: _______LBS
How would you rate your child’s overall health?
___Excellent     ___Very Good     ___Good     ___Fair     ___Poor
Please indicate the areas of complaint:
__Right/Left  Headaches     __Right/Left   Elbow/Wrist    __Right/Left  Upper Back     __Right/Left  Jaw 

__Right/Left  Neck              __ Right/Left   Arm/Hand      __Right/Left  Mid Back         __Right/Left   Hip

__Right/Left  Shoulder        __Right/Left    Knee               __Right/Left  Low Back         __Right/Left   Leg

__Right/Left  Foot/Ankle    __Other            __No Pain

How would you describe the type of pain?

__Sharp     __Numb     __Achy     __Stiff     __Dull     __Tingly     __Diffuse     __Burning

__Sharp with motion    __Shooting with motion       __Stabbing with motion     __Other:___________________

How long has your child had this problem?  
_____days     _____weeks     _____months     _____years

What aggravates this problem?

__________________________________________________________________________
What alleviates this problem? 

__________________________________________________________________________
How does this affect your child’s physical activities, school, sleep, etc?

__________________________________________________________________________
How often does your child experience this problem?

__Constantly (76-100% of the time)     __Occasionally (26-50% of the time)

__Frequently (51-75% of the time)       __Intermittently (1-25% of the time)
Is your child currently seeing anyone for this problem?

__Yes     __No     If yes, who?______________________________
Do you consider this problem to be severe?
__Yes     __Yes, at times     __No

What concerns you most about your child’s problem?

__________________________________________________________________________
What, if any, medications is your child currently taking?

__________________________________________________________________________
What, if any, medications has your child taken in the past (if not specified above)?

__________________________________________________________________________
What, if any, supplements is your child currently taking?

__________________________________________________________________________
Has your child ever had any major surgical procedures? ___Yes  ___No   If yes, please explain.
__________________________________________________________________________
Has your child ever had any significant trauma?  ___Yes   ___No    If yes, please explain.
__________________________________________________________________________
If anyone in your family has one or more of the following diseases, please check all that apply.

__ Rheumatoid Arthritis     __Cancer     __ Heart Problems     __Lupus     __Diabetes     __ALS

By signing below, I acknowledge the previous information to be true to the best of my knowledge; furthermore, I give consent to care for my child by Dr. Marks of Pure Wellness.
______________________________________                              __________________

             Parent and/or Legal Guardian Signature




     
      Date
