THE CHIROPRACTIC SOURCE, PC

DYSLEXIA, AUTISM SPECTRUM DISORDER/AD/HD

CONFIDENTIAL PATIENT INFORMATION

(Please Print)

Date:  ____________________     E-Mail Address ____________________________________

Full Name:  ___________________________________________________________________

Name of Parent or Guardian:  _____________________________________________________

Address:
 

   
 City_____________________ State ________ Zip Code _________________

Telephone Number (       )_____________  Cell Phone Number (     ) _________________
 

Social Security No.____--____--____ 

Birthdate: _______________        

Name and address of Nearest Relative:



                                                                          (Not living with you)

How did you hear about our office?


List Chiropractors you have seen before:

1.  Name: _____________________________________________________________________

     When:


      

2.  Name:______________________________________________________________________

    When _______________________________________________________________________

List Medical Doctors consulted within the past year:

1.  Name:  __________________________    Address:  


     When:  ____________________      Reason for visit?  


2.  Name:  ____________________________Address:  _________________________________

     When: _____________________    Reason for visit?    _______________________________

All Current Medications ________________________________________________________

______________________________________________________________________________

    List your child’s developmental       Date parent 1st    Date Diagnosed          Is disorder getting

    disorder according to severity        noticed symptom                                         better or worse?

1.____________________________________________________________________________

2.____________________________________________________________________________

3.____________________________________________________________________________

1. Specific goals you as a parent want to see:

Improve ______________________________________________________________________

Behaviors you do not want to see anymore___________________________________________

_____________________________________________________________________________

2. Have any other family members been diagnosed with Autism Spectrum Disorders, ADD, ADHD, or Dyslexia?

Yes _____
No _____
If yes, please list relationship ____________________________________

3. Have any other family members been diagnosed with Autoimmune Disease, Rheumatoid Arthritis, Lupus, Scleroderma, MS, ALS, Thyroid Disease, Autoimmune Diabetes, Grave’s, other? 

_____ Yes
_____No
If yes, please list relationship ____________________________________

PLEASE COMPLETE BACK SIDE OF PAGE

4. Mom’s Health During Pregnancy

Was mom overweight?  Yes _____
No _____  If yes, weight ___________________________

Was mom sick?  Yes _____
No _____
Name illness _______________________________

How many births has the mother had? _______________________________________________

How many miscarriages? _________________________________________________________

Did mom use fertility drugs?  Yes _____
No_____

Health of siblings _______________________________________________________________


Maternal stress during pregnancy:  divorce? Yes ____ No ____; car accident? Yes ____ No ____; 

physical trauma? Yes ____ No ____; broken bones? Yes ____ No _____; if yes, explain ____________________________________________________________________________________

death in family? Yes ____ No ____; job loss? Yes ____ No ____ 

Mom’s exposure to toxins ( example: mold, pesticides)  Yes _____ No _____ if yes, explain ____________________________________________________________________________________

Known infection(s) mom had during pregnancy


Yeast?  _____; bacterial? _____; viral? _____

Did mom drink alcohol during pregnancy? Yes ____ No ____; smoke? Yes ____ No ____; drink coffee? Yes ____ No ____; excessive bleeding? Yes ____ No ____; vomiting? Yes ____ No ____

5. Birthing Process

What type of delivery? _________________________________________________________________

Any birth trauma? Yes _____
No _____ if yes, explain ________________________________________________________________________________________________________________________________________________________________________

Was delivery induced? Yes _____ No _____
 Natural? Yes _____ No _____ Epidural? Yes ___ No ____

APGAR score __________ at one minute
___________ at 5 minutes

6. Infant toxic exposure 

Mold in house? Yes _____ No _____; pesticide? Yes_____ No _____; other ______________________

7. Infections

Name all infections first two years of child’s life:

________________________Age of onset _____;
__________________________ Age of onset ____

_______________________
Age of onset _____;
__________________________ Age of onset ____

_______________________
Age of onset _____;
__________________________ Age of onset ____


Is child on antibiotics now?  Yes _____ No _____


At what age did child first start antibiotics? ______  What age was the first illness? _________________

8. Please list ALL surgeries and child’s age at time of surgery: 

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

9. Motor Development

Child’s age when first held head up ____; rolled over ____; sat up ​​​​​​​____; crawled ____; walked ______

Did child display any “cute” or out of the ordinary behavior when learning to crawl or walk? 

Yes _____ No _____   if yes, explain ________________________________________________________________________________________________________________________________________________________________________

Age potty trained: _______ age stopped wetting bed: _____ age of first words “mama”, “dada” _______

Age child spoke 2 to 3 words together _________

Has child lost language? Yes _____ No _____; if yes, what age and how far did they regress? ____________________________________________________________________________________

How many words was your child using in a sentence before regression? __________________________

Has child lost eye contact? Yes ________ No _______; if yes, at what age: _______________________

How long did mother breast feed?  Months _________  Never __________

Age child started bottle-feeding? ______; formula? Yes ____ No ____; soy based? Yes ____ No _____

casein based? Yes _____ No _____

Age cow’s milk was introduced ______________; age wheat & grains were introduced? ___________

10. Vaccine Response

Seizures? Yes _____ No _____ When did seizures start? __________ How long did they last? ________

Bowel symptoms? Yes _____ No_____, if yes, explain _______________________________________

Swelling at injection site? Yes _____ No _____     Fever? Yes _____ No _____

11. Current Diet

What is your child eating now?  Look back over past  3 days and be as accurate as possible.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Does your child refuse to eat certain foods? Yes ____ No____; which foods? _____________________


___________________________________________________________________________________


List all sweets that your child eats: _______________________________________________________

____________________________________________________________________________________


How many glasses of milk does your child drink per day? _____________________________________


How much cheese consumption per day? ________ Slices of bread per day? ______________________


How many sodas per day? _________ How many glasses of sweet tea? __________________________


How many glasses of fruit juice? ________ How many sports drinks per day? _____________________


Does your child eat salty food or crave salty food? Yes _____ No _____


Fast food meals per day? ______ Meat intake per day? _______ ounces; What type? _______________


Veggies per day? ____________

12. GI Tract

How many bowel movements per day? ______ Is your child constipated? Yes ____ No ______

Bloating? Yes _____ No _____  Dark circles under eyes? Yes ___ No ___

Is your child’s behavioral symptoms worse during ____damp; ___hot; ___misty; ___moldy; ____other

weather?

Does your child wake up at night laughing or giggling? Yes ____ No ____

Does your child put pressure on stomach? Yes ____ No _____

Name of person responsible for payment: ____________________________________________

Do you have insurance that covers Chiropractic care?     Yes _____    No  _____

Names of Insurance Company: ________________________Policy No.____________________

PLEASE COMPLETE BACK SIDE OF PAGE

I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself.  Furthermore, I understand that The Chiropractic Source may prepare any necessary reports and forms to assist me in making collection from the insurance company and that any amount authorized to be paid directly to The Chiropractic Source will be credited to my account on receipt.  However, I clearly understand and agree that all services rendered 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 and treatment, any fees for professional services rendered me will be immediately due and payable.  I understand that I am responsible for all attorney fees or collection fees related to the collection of my account.  I agree to pay interest at the rate of 1.5% per month (18% per annum) on any unpaid balance.  

Patient's Signature _____________________________________________ Date ____________

Guardian or Spouse’s Signature ___________________________________Date ____________

Information taken by ____________________________________________Date ____________

The Economic Impact of Attention-Deficit/Hyperactivity disorder in Children and Adolescents

( William E. Pelham, PhD1, E. Michael Foster, PhD2 and Jessica A. Robb, BA1

( 1Department of Psychology, Center for Children and Families, State University of New York at Buffalo, Buffalo, NY and 2School of Public Health, University of North Carolina, Chapel Hill, NC.

( Abstract

( Using a cost of illness (COI) framework, this article examines the economic impact of attention-deficit/hyperactivity disorder (ADHD) in childhoo and adolescence.  Our review of published literature identified 13 studies, most conducted on existing databases by using diagnostic and medical procedure codes and focused on health care costs.  Two were longitudinal studies of identified children with ADHD followed into adolescence.  Costs were examined for ADHD treatment-related and other health care costs (all but 1 study addressed some aspect of health care), education (special education, 2 studies, disciplinary costs; 1 study), parental work loss (2 studies), and juvenile justice (2 studies).

Based on this small and as yet incomplete evidence base, we estimated annual COI of ADHD in children and adolescents at $14,576 per individual (2005 dollars).  Given the variability of estimates across studies on which that number is based, a reasonable range is between $12,005 and $17,458 per individual.  Using a prevalence rate of 5%, a conservative estimate of the annual societal COI for ADHD in childhood and adolescence is $42.5 billion, with a range between $36 billion and $52.4 billion.  Estimates are preliminary because the literature is incomplete; many future researches on COI of ADHD are provided.

Study: Autism costs strain family finances

National survey shows impact of caring for a child with chronic disorder.

