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CLOUD PEAK
CHIROPRACTIC

& WELLNESS




Adolescent Patient Information 
Ages 13 – 17 Years
Today’s Date ______________________

Full Name ____________________________________   Likes to be called ____________________________
Date of Birth ______________     Age _______     Gender __________________

Mailing Address ____________________________________________________________________________

City/State/Zip ______________________________________________________________________________

Patient Cell Phone ________________________________     Home Phone _____________________________
Preferred Phone for Appointment Reminders _____________________________ 

Insurance _________________________________     Policy Holder __________________________________

Patient’s Mother or Guardian__________________________________________________________________

Address (□ same as above) _____________________________________________________________
Cell Phone (□ same as above) _______________________ Work Phone _________________________
Email Address _______________________________________

Patient’s Father or Guardian___________________________________________________________________

Address (□ same as above) _____________________________________________________________ 

Cell Phone (□ same as above) _______________________ Work Phone _________________________
Email Address _______________________________________________________

List Sibling’s Names & Age  ______________________________

______________________________




______________________________
______________________________

What is the reason for your visit? ____________________________________________________________

Primary Care Doctor: ____________________________________
Medication Allergies: ________________________

____________________________

Any Other Allergies:  ________________________

____________________________

Has the patient seen a chiropractor before? ___________   Name ____________________________________

List any accidents/surgeries/significant medical events:____________________________________________ ________________________________________________________________________________________
List all prescription and over the counter medications and vitamins currently or recently taken: _____________________
________________________
______________________
List sports or activities participated in, current and past: _______________________________________

_________________________________________________________________________________________

Average hours of nightly sleep: ________________ 
Sleep quality? □ Good □ Fair □ Poor
Any concerns about eating habits? _____________________________________________________________

Any other concerns? ________________________________________________________________________

Has patient received vaccinations?  Yes
No
Vaccinations Up to Date?  Yes
No


Is the patient regularly around anyone who smokes?  Yes
No
Cloud Peak Chiropractic, P.C. ● 618 Coburn Ave, Worland, WY  82401 ● (307) 347-3500443 Big Horn Street, Thermopolis, WY 82443 ● (307) 864-4044

Patient Name: ____________________________________
DOB: ________________
Patient’s Health History: 




Past
Present

Headaches

□
□
Ear Problems

□
□
Sleeping Disorder
□
□
Breathing Problems
□
□
Fatigue


□
□
Irritability

□
□

Hyperactivity

□
□
Frequent Colds
□
□
Bloody Noses

□
□
Meningitis

□
□

Past
Present


Diarrhea 


□
□
Constipation


□
□
Digestive Problems

□
□

Acid reflux


□
□

Colic



□
□
Rashes



□
□
Allergies


□
□
Milk/Lactose Intolerance
□
□
Bedwetting


□
□
Scoliosis


□
□
Learning Disability

□
□

Family Medical History: Please check anything that applies to the patient’s siblings, parents, or grandparents:

· Allergy/Asthma/Eczema

· Cancer

· Diabetes

· Heart Problems

· High Blood Pressure

· Autoimmune Disease

· Kidney Disease

· Liver Disease

· Mental Illness

· Scoliosis

Life Choices: 



Daily   

Weekly   
Occasionally   

Never
Alcohol
□

□

□


□
                             Illicit Drugs
□

□

□


□


           Tobacco
□

□

□


□
           Caffeine
□

□

□


□
      Diet Food Products
□

□

□


□
       Soft Drinks
□

□

□


□
     Energy Products/Stimulants
□

□

□


□
 Preprocessed/Packaged Foods
□

□

□


□
         
         High Stress Level
□

□

□


□
    Water
□

□

□


□
          Fresh/Homemade Foods
□

□

□


□
Exercise
□

□

□


□
Female Patients Only





Yes

No
         Are you pregnant, or have you had any signs of pregnancy?
□

□
             Do you experience painful or very heavy periods? 
            □

□
 Do you have irregular cycles?   
□

□
Cloud Peak Chiropractic, P.C. ● 618 Coburn Ave, Worland, WY  82401 ● (307) 347-3500
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Patient Name: ____________________________________
DOB: ________________

Consent Form

I hereby request and authorize the providers at Cloud Peak Chiropractic, P.C., to administer care as they deem necessary to my dependent minor child.  This authorization also extends to include diagnostic imaging, laboratory and other testing at the doctor’s discretion. I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself.  I understand and agree that all services rendered to my child are charged directly to me and that I am personally responsible for payment at the time services are rendered.  
To the best of my knowledge, all of the preceding information is complete, true and correct.  If any of the information changes I will notify CPCW prior to my next appointment.  This includes, but isn’t limited to, address, phone, insurance, medications or any other information included on this form.  I understand that providing incorrect or incomplete information has the potential to be hazardous to the patient’s health or delay payment from my insurance company.

As of today’s date, I have the legal right to select and authorize health care service for the minor child named above. 

If applicable, under the terms and conditions of my divorce, separation, or other legal authorization, the consent of a spouse, former spouse, or other parent is not required.  If my authority to so select and authorize this care should be revoked or modified in any way, I will immediately notify this office.

Today’s Date:  __________________________ 
Name of Child: ______________________________     Relationship to Child: ______________________
Signature of Parent/Guardian: ________________________________________________
Please Print Name: ______________________________________________________
Relationship to Child: __________________________________

Staff Witness: ______________________________________________________________
Cloud Peak Chiropractic, P.C. ● 618 Coburn Ave, Worland, WY  82401 ● (307) 347-3500

443 Big Horn Street, Thermopolis, WY 82443 ● (307) 864-4044

Acknowledgement of Receipt of Notice of Privacy Practices
This form will be retained in your medical record.
NOTICE TO PATIENT
​​​​​​​
We are required to provide you with a copy of our Notice of Privacy Practices, which states how we may use and/or disclose your health information. Please sign this form to acknowledge receipt of the Notice.
Patient Name:





Date of Birth:





I acknowledge that I have received and had the opportunity to review the Notice of Privacy Practices on the date below on behalf of Cloud Peak Chiropractic, P.C.

I understand that the Notice describes the uses and disclosures of my protected health information by Cloud Peak Chiropractic, P.C. and informs me of my rights with respect to my protected health information.
	
	
	

	Patient’s Signature or that of Legal Representative
	
	Printed Name of Patient or that of Legal Representative

	
	
	

	Today’s Date
	
	If Legal Representative, Indicate Relationship


FOR OFFICE USE ONLY

​​​​​​​
We have made every effort to obtain written acknowledgment of receipt of our Notice of Privacy from this patient but it could not be obtained because:


The patient refused to sign.


Due to an emergency situation it was not possible to obtain an acknowledgement


Communications barriers prohibited obtaining the acknowledgement


Other (please specify):












	
	
	

	Employee Name
	
	Today’s Date
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