
Optimal Wellness Redefined 
Drs. Ian and Larisa Scott, DC 
 

7560 Red Bug Lake Rd. Suite 1080, Oviedo, FL 
2765 Rebecca Lane, Suite #D, Orange City, FL 

P: (407) 901-7704         F: (407) 288-8582 

 

Child’s Name: _________________________________________       Date of Birth: _____________      

Age: _________     Parent/Guardian Name:_________________________________________________ 

Address: ____________________________________________________________________________ 
                    Street      

 

____________________________________________________________________________________________________                                                    

City                                  State                                              Zip 

 

Home #: ____________________   Work #: ____________________   Cell #: ____________________ 

Email address: _______________________________________________________________________ 

Emergency Contact: ___________________________________________________________________ 

    Name          Relationship                    Phone # 

Appointment Reminder:    Email ☐       Text ☐              Appointment Card ☐ 

Has your child been adjusted by a Chiropractor before?      Yes ☐ No ☐ 

What was the reason for the visit? ________________________________________________________ 

Doctor’s Name/Location: _________________________________ Date of last visit: _______________ 

Who can we thank for sending you to us? __________________________________________________ 

CHILD’S COMPLAINT 

 

Describe Reason for Today’s Visit: _______________________________________________________ 

____________________________________________________________________________________ 

When did you first notice it? __________________________ What caused it? ____________________ 

How is the condition now?   ☐Better     ☐Worse       ☐Same       ☐Comes and goes   

When does it occur? _______________________________________ How often? _________________ 

How long does it last? ______________________________ Does it travel? ______________________ 

What makes it worse? _________________________________________________________________ 

What makes it better? __________________________________________________________________ 



 

 

 

CHILD’S COMPLAINT (cont’d) 

The condition interferes with:       School ☐       Sleep ☐     Daily Routine ☐         Other Activities ☐  

          Describe:  ______________________________________________________________________ 

Have you had this condition before?      Yes ☐ No ☐ When? _____________________________ 

Have you seen another doctor for this?   Yes ☐ No ☐ When? _____________________________ 

Doctor’s Name: _________________________________ Phone #: _____________________________ 

Type of Treatment/ Results: _____________________________________________________________ 

____________________________________________________________________________________ 

GENERAL HISTORY 

Were there any complications during pregnancy or delivery?      Yes ☐ No ☐ 

 Describe: _____________________________________________________________________ 

____________________________________________________________________________________ 

How was the child delivered?      Home Birth ☐     Hospital ☐         Midwife ☐ 

Induced ☐        Forceps ☐        Vacuum ☐        C-Section ☐        Doctor twisted/pulled ☐ 

Are there any genetic diseases or birth defects?      Yes ☐      No ☐ 

____________________________________________________________________________________ 

Please list your child’s accidents, falls, injuries, and illnesses: (include dates) _____________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

Has your child had any surgeries or been hospitalized?        Yes ☐         No ☐      

 

When and for what? ___________________________________________________________________ 

____________________________________________________________________________________ 



 

 

 

What activities/sports does your child participate in? _________________________________________ 

____________________________________________________________________________________

____________________________________________________________________________________ 

FEEDING HISTORY 

Was your child breast fed?         Yes ☐      No ☐       How long? ________________________ 

Did your child have a “preferred” side?    Yes ☐      No ☐       Which? __________________________ 

Was your child formula fed?      Yes ☐      No ☐       How long? ________________________ 

When did your child start eating solid foods? ___________       Drinking milk? ____________________ 

Does your child have any food allergies/intolerances?      Yes ☐      No ☐ 

 Describe: _____________________________________________________________________ 

____________________________________________________________________________________ 

Does your child have any digestive problems?      Yes ☐      No ☐      Describe: ___________________ 

____________________________________________________________________________________ 

VACCINE HISTORY 

Has your child been vaccinated?      Yes ☐      No ☐ Please list: (include dates) ______________ 

____________________________________________________________________________________

____________________________________________________________________________________ 

 

Health is affected by your nervous system, but it is also affected by your environment, the foods you eat, and your 

lifestyle activities and habits.  Chiropractic care is an important addition to a healthier lifestyle. 

 

I understand the above information and guarantee this form was completed correctly to the best of my knowledge.  I 

also understand it is my responsibility to inform this office of any changes in my child’s medical status. 

 

Parent/Guardian Name: _____________________________________________ Relationship: ___________________ 

 

Guardian’s Signature: _________________________________________________ Date: _______________________ 



 

 

 

Please place a check mark beside any milestone that your child was DELAYED in achieving. 

 

 

 

 

 

 

 

 

 

 

 

 

GROSS MOTOR SKILLS 

AGE SKILL 

4 wks Able to hold head up from table momentarily 

3 mths Head & shoulder cab be supported by forearms 

4 mths Can be pulled into sitting position by hands 

6 mths Sits unsupported in upright position 

6 mths Head & shoulders can be supported by arms 

6 mths Rolls from face down to face up 

9 mths Crawls 

9 mths Stands holding on to furniture 

11 mths Walks with someone holding onto one hand 

12 mths Walks unassisted 

2 yrs Runs 

2 yrs Negotiates stairs – 2 feet on each step 

3 yrs Climbs stairs - one foot on each step 

4 yrs Walks down stairs – one foot on each step 

4 yrs Hops on one foot 

FINE MOTOR SKILLS 

AGE SKILL 

Birth Primitive grasp reflex 

4 mths Holds and shakes rattle placed in hand 

5 mths Grasps objects independently 

6 mths Moves an object from one hand to the other 

6 mths Self-feeding, can hold and eat a cookie 

6 mths Checks objects by placing in mouth 

12 mths Picks up object with thumb and index finger 

15 mths Turns 2-3 pages of a book at a time 

18 mths Turns pages of a book one at a time 

24 mths Builds a tower containing at least 5 blocks 

4 years Builds a tower containing at least 10 blocks 

COMMUNICATION SKILLS 

AGE SKILL 

7 wks Makes cooing sounds 

3 mths Laughs 

5 mths Uses one syllable words such as “da” 

8 mths Uses 2 syllable words such as “dada” 

12 mths Uses 2-3 word vocabulary 

24 mths Uses 2-3 word phrases 

SOCIAL SKILLS 

  AGE SKILL 

2 mths Smiles 

3 mths Reaches for familiar objects 

4 mths Plays with hands 

6 mths Plays with feet 

9 mths Clearly shows joy and pleasure 

12 mths Feeds self with fingers 

15 mths Plays peek-a-boo 

18 mths Understands yes and no 



 

 

Informed Consent to Chiropractic Treatment and Medical Photography 
The nature of chiropractic treatment:  The doctor will use his/her hands or a mechanical device in order to move your joints.  You may 

feel a “click” or “pop”, such as the noise when a knuckle is “cracked”, and you may feel movement of the joint.  Various ancillary procedures, 

such as hot or cold packs, electric muscle stimulation, therapeutic ultrasound or dry hydrotherapy may also be used. 

Possible Risks:  As with any health care procedure, complications are possible following a chiropractic manipulation.  Complications could 

include fractures of bone, muscular strain, ligamentous sprain, dislocations of joints, or injury to intervertebral discs, nerves or spinal cord.  

Cerebrovascular injury or stroke could occur upon severe injury to arteries of the neck.  A minority of patients may notice stiffness or soreness 

after the first few days of treatment.  The ancillary procedures could produce skin irritation, burns or minor complications. 

Probability of risks occurring:  The risks of complications due to chiropractic treatment have been described as “rare”, about as often as 

complications are seen from the taking of a single aspirin tablet.  The risk of cerebrovascular injury or stroke, has been estimated at one in 

one million to one in twenty million, and can be even further reduced by screening procedures.  The probability of adverse reaction due to 

ancillary procedures is also considered “rare”. 

Other treatment options which could be considered may include the following: 

● Over-the-counter analgesics.  The risks of these medications include irritation to stomach, liver and kidneys, and other side effects 

in a significant number of cases. 

● Medical care, typically anti-inflammatory drugs, tranquilizers, and analgesics.  Risks of these drugs include a multitude of 

undesirable side effects and patient dependence in a significant number of cases. 

● Hospitalization in conjunction with medical care adds risk of exposure to virulent communicable disease in a significant number 

of cases. 

● Surgery in conjunction with medical care adds the risks of adverse reaction to anesthesia, as well as an extended convalescent 

period in a significant number of cases. 

 

Risks of remaining untreated:  Delay of treatment allows formation of adhesions, scar tissue and other degenerative changes.  These 

changes can further reduce skeletal mobility, and induce chronic pain cycles.  It is quite probable that delay of treatment will complicate the 

condition and make future rehabilitation more difficult. 

Unusual risks:  I have had the following unusual risks of my case explained to me. 

I have read the explanation above of chiropractic treatment.  I have had the opportunity to have any questions answered to my 

satisfaction.   I have fully evaluated the risks and benefits of undergoing treatment.  I have freely decided to undergo the 

recommended treatment, and herby give my full consent to treatment. 

 

Consent for Medical Imaging 

I consent for medical imaging (photo, video, and/or audio) to be made of me or my child (or for person whom I am legal guardian). I 

understand that the information may be used in my medical record, for purposes of medical teaching at Optimal Wellness Redefined. By 

consenting to this medical photography I understand that I will not receive payment from any party. Refusal to consent to photographs, video, 

and/or audio recording will in no way affect the medical care I will receive. If I have any questions or wish to withdraw my consent in the 

future I may contact the staff at Optimal Wellness Redefined. 

 

HIPAA Privacy Practices 

I acknowledge that I have received and /or have been given the opportunity to review this Chiropractic Office’s Notice of HIPAA Privacy 

Practices for protected health information. 

 

Print Patient’s Name ______________________________________ 

 

Patient’s Signature ________________________________________   Date__________________ 

 

Consent to Treat a Minor: (Minor’s Printed Name) _____________________________   

 

Guardian / Spouse’s Signature Authorizing Care __________________________ Date______________ 

 


