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NEW PATIENT PEDIATRIC APPLICATION FORM 

Dear Parents, 

 

Congratulations on taking this very important step towards improving your child’s health 
potential. We are honored that you have placed your trust in our practice to help care for your 
child. Our doctors have had the privilege to serve many children and families. We have worked 
closely with local Pediatricians and are happy to reach out to yours, upon request, to explain 
what we find as well as our treatment plan. The Michaux Family Chiropractic concept offers 
you more…  

Michaux Family Chiropractic creates amazing individual health which in turn impacts the 
whole family allowing them to achieve their goals with joy, love, faith and enthusiasm. 
Michaux Family Chiropractic offers a collaboration of multiple healing techniques that 
produces a greater level of health.  

The following information will help discover your child’s specific needs and allow us to fully 
address the root cause of their condition. We work as a team, using many different healing 
techniques to help you add life to all of their years.  

Our New Patient process typically takes two visits. Your child’s first visit allows us to 
thoroughly listen to your needs and concerns and carefully evaluate your child’s spine and 
nervous system. We offer on-site x-ray technology, and only perform x-rays on children if they 
are medically necessary. We are sensitive about x-ray testing. Your child’s follow up 
consultation will be one of the most important visits your child will have here at Michaux 
Family Chiropractic as we will outline for you and your family your child’s results and 
recommended action plan. Your child may also begin their care here on their second visit. We 
value you and your desire to gain optimal health. We promise to take the time to listen to you 
and your child and make this experience an enjoyable one.  

 

 

Welcome to the MFC Family! 
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PEDIATRIC APPLICATION 

Today’s Date:  __________________ 

FULL LEGAL NAME (Last, First, Middle Initial): _____________________________________________________  

Date of Birth: __________  Social Security #: _______________________   Age: __________ Gender: M  /  F 

Mother’s Name: _______________________  Father’s Name: ________________________ # of siblings: ____ 

Street Address / Apt No: ________________________________________________________________ 

City: _______________ State: ______________ Zip Code + 4: _________________________ 

Phone Numbers:  (Home) _________________________________________________ 

(Cell) ____________________________________     (Work) ____________________________________ 

Which phone number would you prefer we contact you on? □ Home     □ Cell     □ Work 

E-mail Address: ________________________________________________________________ 

Occupation: _____________________________ Employer/Current School: ___________________________ 

Preferred Language:  □ English       □ Spanish:       □ Other: _________________________ 

Smoking Status: □ Every Day Smoker      □ Sometimes Smoker     □ Former Smoker     □ Never Smoker 

How Did You Hear About Our Office?: 

□ Insurance     □ Newsleader     □ Disney Ad     □ Commercial     □ Walk / Drive By     □ Facebook 

□ Family: ______________________ □ Friend: ____________________  □ Website: _________________ 

□ Event: _________________  □ Attorney Referral: ______________________  □ Other: _______________ 
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Dear Parent, 

It is a pleasure to welcome you to our family of happy and healthy Chiropractic patients. Please let us know if 
there is any way we can make you and your family feel more comfortable. To help serve your child better, 
please complete the following information in order for us to focus on discovering the cause of your child’s 
health concerns.  

The human body is designed to be healthy. The primary system on the body which coordinates health is the 
Central Nervous System. The healthy function of every cell, every system, and every organ is dependent upon 
the integrity of the Central Nervous System. The bones of the skull and the vertebrae of the spine, house and 
protect the Central Nervous System. From the birth process until the present, events have occurred in your 
child’s life which may have caused interference and damage to this delicate system. Physical, emotional and 
chemical stresses, which our common in our contemporary lifestyles, can result in misalignment and damage 
to the spinal column. This interference is called Vertebral Subluxation Complex.  

This form will help reveal the causes of the Vertebral Subluxation which interfere with the optimal function of 
your child’s nervous system and therefore impair your child’s health potential.  

Child’s Name: _________________________________ Date of Birth: _______________ Sex:  Male/Female 

Names of Parents/Guardians: _________________________________________________________________ 

VERTEBRAL SUBLUXATION ASSESSMENT 

1. Purpose for contacting us? _____________________________________________________________ 

2. Other Doctors seen for this condition (please include Doctor’s name and prior treatments): 

____________________________________________________________________________________ 

3. Any other health problems? _____________________________________________________________ 

4. Check any of the following conditions that your child has suffered from:  

       
Colic                   Night sweats                            Seizures                         Tantrums                      Headaches                           

             Allergies                    Asthma                                     Bed wetting                  Poor digestion              Fevers 

             Ear Infections           Learning disorders                 ADD/ADHD                    Repeated infections/colds 

5. Family History: _______________________________________________________________________ 

6. Previous Chiropractor’s Name: _______________________  Date of last visit: ____________________ 

Reason for care: ______________________________________________________________________ 

7. Name of Pediatrician: ______________________________   Date of last visit: ____________________ 

Reason for care: ______________________________________________________________________ 
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PRENATAL AND PAST HEALTH HISTORY 

1. Name of Obstetrician/Midwife: _________________________________________________________ 

2. Experts around the world agree, intervention during the birth process may cause neurological trauma, 

damage and even death. According to the World Health Organization, children in twenty-two other 

countries have a greater survival rate than in the United States.  

a. Did the child’s mother have an ultrasound during this pregnancy?       Yes        No   How many? ____ 

b. Place of Birth:         Home                 Hospital                     Birthing Center 

c. Type of Birth:          Vaginal               Induced Labor         Planned C-Section          Emergency C-Section 

d. Medications during pregnancy: _______________________________________________________ 

e. Medications during delivery: _________________________________________________________ 

f. Alcohol/Tobacco use during pregnancy?        Yes            No 

g. What position did the mother deliver in? _______________________________________________ 

h. Birth Trauma:        Twisting            Pulling           Vacuum Extraction           Forceps 

i. Newborn Trauma (medical procedures): ________________________________________________ 

3. Repeated studies are informing us that breast feeding develops strong and healthy immune, 

neurological and digestive systems.  

a. Was your child breast fed?         Yes            No   How long? __________________________________ 

b. Was your decision supported by your health care provider?      Yes            No    

c. Was your child formula fed?         Yes            No   How long? _________________________________ 

d. Introduced to solids at ______ months 

e. Food/Juice Allergies or Intolerances?         Yes            No   Please list: __________________________ 

4. According to the National Safety Counsel, approximately 50% of infants have fallen onto their heads in 

their first years of life. Another study revealed that 250,000 children are injured at playgrounds 

annually. Can you recall such jolts, falls or traumas to your child? _______________________________ 

____________________________________________________________________________________ 

5. Which of the following high impact sports does your child play? ________________________________ 

6. Has your child even been in a car accident?        Yes            No   Describe _________________________ 

7. Has your child ever been seen on an emergency basis?         Yes        No   Describe __________________ 
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8. Prior Surgeries: _______________________________________________________________________ 

9. Other than five hours per day sitting in a classroom, does your child spend prolonged time sitting? 

Yes         No        If Yes:       In front of a computer         Television/Video Games 

10. How would you rate your child’s diet? ____________________________________________________ 

11. Number of doses of Antibiotics your child has taken: 

a. During the past 6 months: __________________ 

b. During his/her lifetime: ____________________ 

12. Number of doses of other prescription or OTC medications your child has taken:  

a. During the past 6 months: __________________ 

b. During his/her lifetime: ____________________ 

c. List: _____________________________________________________________________________ 

13. The child’s immune system, like all other developing systems of the body, is both intricate and delicate. 

It strives for a state of homeostasis and balance in the body. Long term effects from interfering with 

this process with artificial vaccinations are being uncovered. Were you adequately informed of the 

risks of vaccinating your child?      Yes       No    

Did your child experience any behavioral, emotional or physical changes after any vaccination? 

     Yes       No     Please describe: _________________________________________________________ 

14. Chronic postures from either the parent or your child can be an indicator of stress on your child’s 

nervous system.  

a. Do you, now or in the past, hold your child on only one hip or arm?  

b. If the crib was along a wall, was the child placed in opposite sides of bed to prevent chronic one-

sided head rotation to see his/her parents?       Yes          No 

c. Have you noticed any head tilting that was more dominant on one side (while in a car seat, 

changing diapers, or laying down)?       Yes         No   Describe: ______________________________ 
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Medication Information: Please list any medications that you are currently taking or provide us with a list of 

current medications. □ Not Currently Prescribed Any Medications           □ See Attached List of Medications 

Name of Medication: Reason for 

taking this 

medication? 

Dosage Information: What form of 

medication is this? 

How often do you 

take this 

medication? 

     

     

     

     

     

     

 
Any medication allergies?:        Yes        No     If yes, please list them: ___________________________________ 

Primary Insurance Information: Insurance Company Name: _________________________ 

Member/ Subscriber ID #: _____________________________________ Group #: ______________________ 

Phone Number: ________________________ Are you the primary insured on this policy?   Yes / No 

If you are not the primary insured, please provide the following information: 

Name of Guarantor: _______________________________ Guarantor’s Date of Birth: ___________________ 

Relationship of Patient to the Guarantor: ________________________________________________________ 

Secondary Insurance Information:  Insurance Company Name: _________________________ 

Member/ Subscriber ID #: _____________________________________ Group #: ______________________ 

Phone Number: ________________________ Are you the primary insured on this policy?   Yes / No 

If you are not the primary insured, please provide the following information: 

Name of Guarantor: ______________________________ Guarantor’s Date of Birth: ___________________ 

Relationship of Patient to the Guarantor: ________________________________________________________ 
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TERMS OF ACCEPTANCE AND CONSENT FOR CARE 

THIS DOCUMENT CONSTITUTES INFORMED CONSENT FOR CHIROPRACTIC CARE 

 Our office has one goal, to aid the patient in achieving optimal health as quickly and safely as possible, 

through the removal of interference in the body’s ability to heal. We do this through safe and gentle 

chiropractic care. 

 We will attempt to identify and diagnose any ailments that the patient may have that may be 

corrected through chiropractic care, massage therapy, and/or active or passive rehabilitation techniques. If 

any condition or disease that is out of our scope of practice is found to be present, we will refer the patient to 

an appropriate physician to diagnose and/or treat that condition. 

 Our primary focus is the detection and correction of vertebral subluxation. This is the misalignment of 

one or more spinal bones that can cause interference to the nervous system. Any interference to the nervous 

system may or may not cause a variety of differing symptoms. Again, our focus is to correct the cause of the 

interference, not the symptoms themselves. 

 Vertebral subluxations are brought on by physical, chemical, and/or emotional stress or trauma. 

Through specific chiropractic adjustments, we reduce and/or correct these subluxations. It is also important to 

note that the sooner we are able to treat a patient’s subluxation and the associated degenerative processes, 

the faster and more completely the patient’s body can respond and heal. It may be necessary to perform an 

examination of the patient each time a new injury or trauma occurs, and often additional x-rays and/or 

imaging may be medically necessary to maintain the utmost safety when dealing with the patient’s body. The 

risks of chiropractic care, massage therapy, and active or passive rehabilitation are minimal when dealing with 

a licensed professional; however, if you have concerns about these risks, please discuss them with the doctor 

prior to the examination and/or treatment session. 

 I have read and fully understand the statements and terms listed above. I hereby give consent to 

MICHAUX FAMILY CHIROPRACTIC to evaluate me to determine my condition and treat me for such condition. I 

also understand that I may, at anytime, discontinue care with the examination, x-rays, and/or any treatment 

or therapies if I choose. 

 

______________________________________ _______________________________________ __________________ 
Print Patient Name Patient / Legal Guardian Signature Date 
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PATIENT CONSENT FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION 

I hereby give my consent for MICHAUX FAMILY CHIROPRACTIC (hereinafter referred to as the 

PRACTICE) to use and disclose protect health information (PHI) about me to carry out treatment, payment, 

and healthcare operations (TPO). The PRACTICE’s Notice of Privacy Practices provides a more complete 

description of such uses and disclosures. 

I have the right to review the Notice of Privacy Practices prior to signing this consent. The PRACTICE 

reserves the right to revise its Notice of Privacy Practices at any time. A revised Notice of Privacy Practices may 

be obtained by forwarding a written request to: 

Dr. Kurtis D. Michaux, D.C., Privacy Officer, 4347 South US Highway 27, Clermont, FL 34711 

 With this consent, the PRACTICE may call my home or other alternative locations and leave a voicemail 

message or speak to me in person in reference to any items that may assist the PRACTICE in carrying out TPO, 

such as appointment reminders, insurance questions, and any calls pertaining to my clinical care, including but 

not limited to, laboratory and imaging results. 

 With this consent, the PRACTICE may mail to my home or alternative locations any items that assist the 

PRACTICE in carrying out TPO such as appointment reminder cards and patient statements as long as they are 

marked PERSONAL AND CONFIDENTIAL. 

 With this consent, the PRACTICE may e-mail to my home or alternative locations any items that assist 

the PRACTICE in carrying out TPO such as appointment reminders, updates to office hours, or patient 

statements. I have the right to request that the PRACTICE restrict how it uses or discloses my PHI to carry out 

TPO. However, the PRACTICE is not required to agree to my requested restrictions. If the PRACTICE does agree 

to my restrictions it is bound to this agreement. 

 By signing below, I am consenting to the PRACTICE’s use and disclosure of my PHI to carry out TPO. I 

may revoke my consent in writing, except to the extent that the PRACTICE has already made disclosures in 

reliance upon my prior consent. 

 If I do not sign this consent, or later revoke it, the PRACTICE may decline to provide treatment to me. 

 

______________________________________ _______________________________________ __________________ 
Print Patient Name Patient / Legal Guardian Signature Date 
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ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRATICES 

 I acknowledge that I was provided a copy of the Notice of Privacy Practices and that I have read them 

or declined the opportunity to read them and understand the Notice of Privacy Practices. I understand that 

this form will be placed in my patient chart and maintained for six years. 

 

______________________________________ _______________________________________ __________________ 
Print Patient Name Patient / Legal Guardian Signature Date 

 

OFFICE POLICIES 

 It is our office policy that any patient and/or insurance company that makes a payment up front or in 

advance of services being provided is entitled to an administrative discount. 

 The fee paid for the medically necessary x-rays taken upon examination is for analysis only.  The film 

itself is the property of this office as per Florida State Statue 460.413. Once the films are used for treatment 

purposes, they cannot be released. Films can be duplicated for additional treatment purposes, however, there 

will be a charge for this and a request must be submitted in writing. 

 If you have a co-insurance, copayment, deductible, or any other out-of-pocket responsibility due at the 

time of service, what will be your primary method of payment? 

□ Cash / Check         □ CareCredit         □ Credit Card         □ Attorney Settlement / Letter of Protection 

 I understand and agree that health insurance and accident insurance policies are an agreement 

between an insurance carrier and myself. Furthermore, I understand that MICHAUX FAMILY CHIROPRACTIC 

will prepare any necessary reports and forms to assist in making collections from my insurance company and 

that any amount authorized to be paid directly to MICHAUX FAMILY CHIROPRACTIC will be credited to my 

account upon receipt. However, I clearly understand and agree that all services rendered to me are charged 

directly to me and that I am personally responsible for payment. 

 I also understand that if I suspend or terminate my care at MICHAUX FAMILY CHIROPRACTIC, any 

outstanding charges for professional services rendered to me will be immediately due and payable. I agree 

that I will be responsible for all attorney and legal fees if legal action becomes necessary to collect this 

amount. 

______________________________________ _______________________________________ __________________ 
Print Patient Name Patient / Legal Guardian Signature Date 
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CORRECTION 

Today we are becoming more aware of how technological lifestyles and practices expose our children’s 

nervous system to continuous stresses. These result in vertebral subluxations. Current scientific research is 

showing the direct relationship between the function of the central nervous system and the immune system 

function. The integrity of the central nervous system is therefore imperative to a healthy immune system in 

your growing child. Today, your child has the opportunity to have a spinal analysis by a Doctor of Chiropractic; 

the only health care provider qualified to locate, analyze and correct the vertebral subluxation. A chiropractic 

adjustment is the beginning of greater health and well-being for your child.  

 

 

 

AUTHORIZATION TO TREAT A MINOR 

I, _________________________________ hereby authorize Dr. Kurtis Michuax and whoever he may designate 

as their representative to administer chiropractic care, as he may deem necessary to my child 

_____________________________________________________.  

 

______________________________________ _______________________________________ __________________ 

Print Patient Name Patient / Legal Guardian Signature Date 
 

______________________________________ _______________________________________ __________________ 

Witness Name Witness Signature Date 
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     COMMUNICATION INFORMATION 

Emergency Contact: ______________________________ Relationship: _______________________________ 

Street Address / Apt No.: _____________________________________________________________________ 

City: __________________ State: _________________ Zip Code +4: _______________________________ 

Phone Number: ________________________________ 

**Please note that your emergency contact should also be listed below as being authorized to receive healthcare 

information on your behalf.** 

 
In the event that we would need to communicate your healthcare and/or financial information, to whom may we do so? 

Please list the name of the person to which we can release the information, as well as, which information you would like 

be to released to them. 

Spouse: ___________________________ □ Healthcare □ Financial 

Parent: ____________________________ □ Healthcare □ Financial 

Child: _____________________________ □ Healthcare □ Financial 

Other: _____________________________ □ Healthcare □ Financial 

May we leave voicemail messages regarding your PHI on an answering device? Yes / No 

PRIMARY CARE PHYSICIAN / SPECIALIST INFORMATION 
Please list the name of your primary care physician/specialist, if you have one: __________________________________ 
 

Street Address / Suite No.: ____________________________________________________________________ 

City: __________________ State: _________________ Zip Code +4: _______________________________ 

Phone Number: ___________________________ Fax Number: ____________________________________ 

It is our intention to communicate with your primary care physician/specialist to coordinate with them on the care 
provided at MICHAUX FAMILY CHIROPRACTIC. This is in an effort to maintain the highest quality of care for you and your 
family. Please check one of the boxes below to indicate your preference in regards to this communication. 

□ You are welcome to communicate with my primary care physician and/or other treating physicians. 

□ I would prefer that you DO NOT communicate with my primary care physician and/or other treating physicians unless 

it is medically necessary. 
 

I have read and fully understand the above statements. 

______________________________________ _______________________________________ __________________ 
Print Patient Name Patient / Legal Guardian Signature Date 
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RECORDS RELEASE AUTHORIZATION 

Print Patient Name: __________________________________________  Patient Date of Birth: ____________________ 
 
Patient Social Security Number: ____________________________  Date of Injury / Illness: ________________________ 
 
 
To Doctor and / or Hospital: 
 
Clinic / Hospital Name: _______________________________________________________________________________ 
 
Doctor’s Name: _____________________________________________________________________________________ 
 
Facility’s Address: ___________________________________________________________________________________ 
 
__________________________________________________________________________________________________ 
 
Phone Number: ___________________________________ Fax Number: _____________________________________ 
 
I hereby authorize and request the release of my protected health information to: 
 

Michaux Family Chiropractic 
4347 South US Highway 27 

Clermont, FL 34711 
Phone: 352-243-7300 Fax: 352-243-7355 
www.MichauxFamilyChiropractic.com 

 
 
I would like the following information released to Michaux Family Chiropractic: 
 

□ History and Records Pertaining to Illness / Treatment During Time Period From: ______________ To: _____________ 

□ Imaging Reports (X-rays, CT Scans, MRIs, ext.)     □ Lab Reports     □ Actual Images (Films or CD) 

□ ALL RECORDS IN YOUR POSSESION 

 
 
______________________________________ _______________________________________ __________________ 
Print Patient Name Patient / Legal Guardian Signature Date 
 
______________________________________ _______________________________________ __________________ 
Print Witness Name Witness Signature Date 

 
This records request is effective from the above listed date for one year or until __________________ and can 
be revoked upon request. 

http://www.michauxfamilychiropractic.com/

