VAN FAMILY CHIROPRACTIC

DR. ERIN VAN VELDHUIZEN

Child History Form

Child’s Name Age Date of Birth - -
Parent/Guardian Names
Address
Street or PO Box City State Zip
Phone (Home) (Work) (Cell)
E-Mail Address Sex M__F__ Height: Weight:

How many siblings?___ Names & Ages of Siblings:
Referred to Dr. Erin by:
Purpose for Visit: Have you seen any other Dr. for this? Y N
Describe Treatment given:
Check any conditions your child has suffered from:

____ Ear Infections ____Scoliosis ____ Seizures
____ Chronic Colds ____ Digestive Problems ____ Caolic
___Asthma ____Allergies _____ADD/ADHD
____Recurring Fevers ___ Bed Wetting ___ Car Accident
_____Sports Injury ____ Growing Pains _____other Pain
Temper Tantrums ____ Difficulty Sleeping ___ Diabetes

Slow Physical Development Slow Mental Development Other
Please list any and all traumas or injuries child has experienced:

Has your child fell head first from a high place?
Please list & describe any surgeries your child has had:
Number of medications or Antibiotics child has taken in the past year: Lifetime:

Please name any and all medications child is taking right now including OTC:

Please describe child’s normal diet on a daily basis:
Does your child do any physical activity? Please describe what type & how often:

Prenatal & Birth History:

Complications during pregnancy? Y N if yes, please describe:

Ultrasounds during pregnancy? Y N if yes, how many & during which month?

Any medications taken before or during delivery?

Alcohol/Cigarettes/Drugs during pregnancy? Y N  Was your baby full-term?

Circle Location of Birth:  Hospital Home  Birthing Center How long was the labor?
Interventions: Epidural? Y N Forceps? Y N Vacuum Extraction? Y N
VBAC? Y N C-Section? Y N  If yes, emergency or planned?

Any complications with delivery?

Has child had vaccines? Y N  Was there any adverse reaction? Y N

Authorization of Chiropractic Care for a Minor
| hereby authorize Dr. Van Veldhuizen at Van Family Chiropractic to administer care to my Son/Daughter as she deems necessary. |
clearly understand and agree and | am personally responsible for payment of all fees charged by this office.

Signature of Parent or Legal Guardian Date

Van Family Chiropractic | 4100 McEwen, Suite 130 | Dallas, TX 75244 | P: (214) 952-3933 | evvdc.com



Metabolic Assessment Form

Name: Age: Sex: Date:

Please list the 5 major health cencerns in your order of importance:

1
2
3.
4
5

-

Please circle the appropriate number “0 - 3” on all questions belew. (I as the least/never to 3 as the most/always,

Categary 1 Category ¥
Feeling thal bowels do not empty completely ... . . a 1 2 3 Greasy or high-fat foods cause distress . .. ... .., 6 1 2 3
Lower abdominal pam relief by passing staolorgas. 0 1 2 3 Lower bowel gas and or bloating
Alternating constipation and diarthea .. ... ... .. 0 1 2 3 several howrs aftercating .. .......... ... ... 0 1 2 3
DA o e s v o v o veem ew e an s on ¢ 1 2 3 Bitter metatlic tasie in mouth,
CORSHPAIION s s ssves o swmnne s s sowonts sssnis oo ¢ 1 2 3 especially inthemoming ... ........... . .... 0 1 2 3
Hard, dry, orsmaliswool . ..... ... ... ... a 1 2 3 Unexplained ttchy slan ... ... .. ... L. BV 0 1 2 3
Coated tongue of “fuzzy” debrison tongue . ... .. ... 01 2 3 ellowisheasttoeyes. ... ... .. ... . ... 0 1 2 3
Pass large amount of foul smeilinggas . ......... .. 6 1 2 3 Stool color alternates from clay colored
More than 3 bowel movements daily . ... ... ..., 01T 2 3 SHAOTTEALBTOME: = snse s oren o s w6 twem o w2 ¢ 1 2 3
Usc laxatives frequently .. ... ... oo il ¢ 1 2 3 Redderned skin, especially palms .. ... ........ ... g &t 2z 3
Dry or flaky skin and/orhair. .. ... ool g v 2 3
Category 11 History of galtbladder attacks orstones .. . ...... ., g 1 2 3
Excessive belching, burping, or bloating . ... ... ... g 1 2 3 Have you had your galibladder removed ... ...... ... Yes DNe
Cas unmediately followingameal ......... ... ... 6 i 2 3
OHENSIVEBTEAE, se won vy sremven 2w o oo i wassson 0 1 2 3 Category VI
Difficult bowel movements ... ..ol ¢ 1 2 3 Crave sweets during theday .. ... ... ... ... .. .. g 1 2 3
Sense of fullness during and after meals . ...... ... 0 1 2 3 Trritable if meals are missed . . ..o oo 6 1 2 3
Difficulty digesting fruits and vegetables; Depend on coffee to keep vourself going or started . 0 1 2 3
undigested fouds found in stools ... ... ... 8 1 I 3 Get lightheaded if meals are missed ... ...... ... ¢ 1 2 3
Eating relieves fatigue .. ... .. ... . oo n.. 60 1 2 3
Category 111 . Feel shaky, jittery, or have tremors .. ...... ... .. D 1 2 3
Stomach pain, burning, or aching 1- 4 Agitated. easily upset, nervous . .. ... ... ... 0 1 2 3
hours aftereating . . ... ¢ 1 2 3 Poor memory/forgetfal ... ... ... 0 1 2 3
Useantacids . .......ooon i o 1 2 3 BINred viS1010: e s e o s 105 2 s a3 e s ks 0 1 2 3
Feel hungry an hour or two aftereating ... ... .. ... 6 ¥ 2 3
Heartburn when lying down or bending forward .... 0 1 2 3 Category VI
Tem;?ora:)' rlief from antacids, food, BT SN MEr el S vomma mmes s s o o 0 1 2 3
milk, carbonated beverages . . ......... ... ¢ 1 2 3 Crave sweets during the day . ... ................ 6 1 2 3
Digestive probiems subside with rest and relaxation. 0 1 2 3 Eating sweets does not relicgs cravings forsugar. .. 0 1 2 3
Heartbumn dus to spicy foods, chocolate, ciirus, Must have sweets aftermeals .. .. ... ..., ... g8 ¥ 2 3
peppers, aleohol, and caffeime ... ¢t 1z 3 Waist girth is equat or larger than hip girth. ..., ... 6 1 2 3
, B SUEntHIIAHEN o wvwwn wmon 2 s an ooie a5 e 01 2 3
Category I¥ L Increased thirst and appetite .. .. ... .. ... ... 0 1 2 3
Roughage and fiber cause constipation............ 0 1 2 3 Difficulty losing weight g 1 2 3
11
indigestion and fullness lasts 2-4
I.lours aftereating.......... REEEEERRERREERRTS D 1 2 3 Category VIII
Pain, tenderness, soreness on left side )
: GOV aslEedhe « o e & vmm s s v w0 6 1 2 3
UTCETIDICATE wor v s o mieue s e e svsiin wie st wte 9 1 2 3
; Cravesalt. ... i 01 2 3
Excessive passageofgas. ... .. ... .l » 1 2 3 . s
, e Slow starter inthe moraing . - .. .. ... oo a . g 1 2 3
Nausea and/or vomiting . .............. .. .. 0 1 2 3 i :
. : Afternoon fabtigue con on suwen s swen sevien o g 1 2 3
Stool undigested, foul smeiling, i : L
> < Dizziness when standing up quickly .. ... _...... .. 9 1 2 3
mucous-like, greasy, or poorly formed ......... g6 1 2 3 A frernoon headaches o 1 2 3
Frequent un.nahon """ e 6 1 2 3 Headaches with exertion orstress. . oo v ie e e s ¢ 1 2 3
Increased thirst and appetite .. ... o oo 9 ¢ 2 3 S g 1 2 3
Difficulty losing weight . ... ... ... ... ... I T O
R e —_—_ Sanprom graups Nsted in this fiver are not intended o be vsed o5 a diagneris of any disease condiion.

SHGEMAFUHOIOEH I0USELNDE For wutridonal purposes ol



Category IX Category XIV (Males oniy)
Gantiot fall Asleepar vumepn v v v gy 5 v pye ¢ 1 2 3 Urinatien difficulty or dribbling . ...... .. ... .. 0 1 2z 3
Perspireieasilyie e sommen s s m s o o w5 0 1 2 3 EreieNEumiation we se woe w sgomues gy s e s w2 ¢ 1 2 3
Under high amounts of stress .. ..., ............. 6 1 2 3 Pain inside of legs orheels . ... . ... ... ..., 6 1 3 3
Weight grain when understress .. ..., ... ..... ¢ i 2 3 Feeling of incomplete bowel evacuation. ......... 6 1 2 3
Wake up tired even after 6 or more hours of sfcep... ¢ 1 2 3 Legnervousnessatnighl.. ... ... ....... ... ¢ 1 z 3
Excessive perspiration or perspiration with
littleornoactivity . ... ... i 0 1 2 3 Category XV {Males only)
Decreaie HHLBII. o o wmme an oo 20 voms o0 v o 0 i1 2 3
Category X Decrease in spontaneous morning erections . ... .. .. a 1 12 3
Tired, stuggish . .. ... . 0 i 2 3 Decrease in fullness of erections .. ... ... ... .. 6 1 2 3
Feel cold — hands, feet, alfover .. ... ... ... ... 0 1 2 3 Difficulty in maintain morping erections .. ... ... .. 0 1 z 3
Requirc excessive amounts of sieep to Spells of mental fatigue . .............. .. ... 6 & 2 3
MU OTPIOPERY s e ssme s sve s o woom s a3 ms ¢ 0 1 2 3 Inability to concentrate . .. ....... ... i 9 1 2 3
Increase in weight gain even with low-caloriediet. .. 0 1 2 3 Episodes of depression. ... ..ovien i ns 0 1 2z 3
Gaimweighteasily ... ... ... ... o ..., g 1 2 3 Muscle SOTENCSS . oo vt e e 6 1 2 3
Difficult, mfrequent bowel movements . ........... 01 2 3 Decrease in physical stamina . ... ............... 0 1 2 3
Bepression, lack of motivation . ... ........... .. 0 1 2 3 Unexplained weight gain ., ... ................. 6 1 2 3
Morning headaches that wear off Increase in fat distribution around chestand hips, .. & 1 2 3
as the day progresses .. ........ ... ool 0 1 2 3 SWealMZ At At s s o sam os spmme on o o e ¢ 1 2 3
Outer third of evebrow thins . ... ... ... .. ... ..., 60 1 2 3 More emotional than inthepast.. ... ............ 0 1 2 3
Thilmi'ng ofhgjr on_scaip, face, or genitals or Category XV1 (Menstruating Females Only)
excessive Al N hall v sy poven o =oy = g 0 ¢t 1 2 3 O : ) !
Dryness of skin andforscalp. . ... .. .. ... ... 0 1 2z 3 youR P e e Yen Do
e b1 2 3 }}hernanng menstrual cyele tlengths . ... ... oo oL Yes No
B Extendcd menstrual cycle, greater than 32 davs . ... .. Yes No
Catepory XI ?’:?nr:l;g i;:rir;?fg! E?]inza;e::ég s 0 Yt;s ; ¢ 3
Bt aliitations . wes o sop o saes o e o5 et 0 4 0 1 2 344ty blood flow . T :
Towiard teMBITE cw: o e wos o 2 s s s i oot o o 1 2 3 y ATt b3 & 3
Heavy blood flow . ... ... oo i, ¢ 1 2 3
Increased pulse cvenmatrest ... oo oo oL, 0 1 2 3 Broast pain and swelling during menses . . A 001 2 3
Nervous and emotional ... Lo oLl ¢ 1 2 3 . . . e N
TEREREHE 55, oo m g ¢ 1 2 3 Pc?v:c pain during MEASES - 4 1 2 3
: Irritable and depressed duning menses .. .. ........ ¢ 1 2 3
MNIBhTSWRAIEE: e on sgpr 2 s oo wam o g tons 0 1 2 3
Difficuliy gaining weight 0 1 2 3 Acnte bpc;_akouts """""""""""""""" 6 1 2 3
E T T T e e e b Facial hairgrowth . .. ... ... ... . ... . .. ... "1 2 3
Category X1 Hair lossfthinning . .. ... o1 2 3
Diminished sex drive. ... y e me e ¢ 12 3 Category XVTI (Mcnopausal Females Only)
Menstrual disl?rders or lack of n@nsiruatmn ........ 0 2 3 How many years have you been menopausal?
Tucreased abilily to eat supars withoutsymptoms . ... 0 1 2 3 Since menopause, do you ever liave uterine bleeding?  Yes Mo
Hotflashes . . ... ... . .. .o i iiiiiann, 0 1 2 3
Category X1 . Mental fogginess ... .............. ... ¢ 1 2 3
Increased sexdrive ... ... il 0 1 2 3 DiSInterest i SEX v s 0 1 2 3
TD]EI:EI}CB}O sugarsteduced . ... ool ¢t 2 3 VOO SWIIES « ++ o e e e e e e ¢ 1 2 3
“Splitting” typeheadaches . ............. ... ..., 01 2 3 DIEPIESSION - « v e e e 6 1 2 3
Painful intercourse . ... ... vl 6o 1 2z 3
Shrinking breasts . ... ... ... .. oo L ¢ 1 2 3
Facial hairgrowth .. . ... ... ... .ol ¢ 1 2 3
AR s s i o s mervaes P TS TR SRR R 5 7 a1 2 3
Increased vaginal pain, dryness or itching .. ..., .. 0 1 2
How many alcoholic beverages do yon consume per week? How many caffeinated beverages do you consume per day?
How many times do you eat out per week? How many times a week do you eat raw nuts or seeds?
How many times a week do you eat fish? How many iimes a weck do you workout?
List the three worst foods you cat during the average week: s o ene o

List the three healthiest foods you eat during the average week:

Do you smoke? If ves, how many times a day: _

Rate your stress levels on a scale of 1-10 during the average week: _

Piease list any medications you currently take and for what conditions:

Please list any natural suppleiments you currently take and for what conditions:

A o G ) Tty Kawrazian
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Terms of Acceptance

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.

Chiropractic has only one goal. It is important that each patient understands both the objective and the method that which
will be used to attain it. This will prevent any confusion or disappointment.

Adjustment: The adjustment is the specific application of forces to facilitate the body’s correction of a vertebral
subluxation. Our Chiropractic method of correction is by specific adjustments to the spine.

Health: The state of optimal physical, mental, and social well-being, not merely the absence of disease or infirmity.

Vertebral Subluxation: A misalignment of one or more of the 24 vertebra in the spinal column which causes alteration
of nerve function and interference to the transmission of mental impulses, resulting in a lessening of the body’s innate
ability to express its maximum health potential.

We do not offer the diagnosis or treatment of any disease. We only offer to diagnose either vertebral subluxation complex
and/or neuro-musculoskeletal conditions. However, if during the course of a chiropractic spinal examination we
encounter unusual finding which are outside the scope of practice for a Doctor of Chiropractic, we will advise you. If you
desire advice, diagnosis, or treatment for those findings, we will recommend that you seek the services of another health
care provider.

Regardless of what the disease is called, we do not offer to treat it. Nor do we offer advice regarding treatments
prescribed by others. OUR ONLY PRACTICE OBJECTIVE is to eliminate major interference to the expression of the
body’s innate wisdom. Our only method is the specific adjustment to correct vertebral subluxation. However, we may
use other procedures to help your body hold those adjustments.

I, have read and fully understand the above statements.
(print name)

All questions regarding the doctor’s objective pertaining to my care in this office have been answered to my
complete satisfaction. Therefore, | accept chiropractic care on this basis.

(signature) (date)

Consent to evaluate and adjust a minor child

I, being the parent or legal guardian of
Have read and fully understand the above terms of acceptance and hereby grant permission for my child to
receive chiropractic care.

For all Female Patients of Child-Bearing capability: Pregnancy Release

This is to certify that to the best of my knowledge | am NOT pregnant and Dr. Van Veldhuizen has my
permission to perform an x-ray evaluation. | have been advised that x-ray can be hazardous to an unborn child.
Date of last menstrual cycle:

(signature) (date)



What aspects of Wellness do you want for yourself? (please check as many as you’d like)

____More Energy

____ Better Concentration

____Improved Digestion

____Easier breathing,
Deeper breaths

__ Better Balance

___Increased zest for Living

Wellness goals for your family:

Better Sleep

Enhanced emotional
Well-being

Improved strength
And endurance

Better sports
performance

Improved Posture

____Freedom from pain

____Reduce/Eliminate Medication use

Greater resistance to Disease

____Better reaction time/reflexes

____Overall Health Improvement




