
McCandless Chiropractic 
(816) 914-0349 

www.mccandlesschiro.com 

Name: __________________________________________   Birth Date: ____________________ 
 
Parents: ________________________________________________________________________ 
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Health History 
Hospitalizations (other than birth)  YES  NO      Immunization History: 
If Yes, please list: ________________________       _______________________________________ 
 
Any antibiotics since birth?  YES   NO       At what age did the child crawl? __________ 
If so, how many? _________________________       At what age did the child walk? __________ 
 
Please list sports or leisure activities your child   MOM: 
is involved in:            Any problems during pregnancy?   YES     NO 
_____________________________________           Any problems during delivery?       YES     NO 
_________________________________________ 
_____________________________________        Has your child been exposed to any toxins? 
       YES        NO        Unknown 
Medical Pediatrician: ____________________________________________________________ 
 
Date of last visit: _____________________       Purpose: ____________________________ 

Clinical Information 
What is the nature of today’s visit? _________________________________________________ 
 
How long has this concerned you?  _________________________________________________ 
 
How would you rate your concern over this issue? (1 to 10 scale) _________________________ 
 
Would you consider your child to be developing at a normal rate?   YES     NO 
 
Have you noticed any developmental issues with your child? 
 
 colic     breathing problems     sleep disturbance     allergic reactions     chronic infections 
 
 colds     sore throats     ear infections/aches     fevers     asthma     tonsillitis     allergies 
 
 bed-wetting     infections     pains     falls     stomach-aches     cyanosis     congenital abnormalities 
 
 other: __________________________________________________________________________________ 

Personal Information 

Eating Habits 
Does your child eat a balanced diet?  YES     NO 
 
How much water per day does your child drink? ______________________________________________ 

Parent or Guardian Signature:                                                       Date: 
 
____________________________________________                 _________________________________ 



A note from the doctor 
Dear Parents (Guardian): 
 Welcome and thank you for the opportunity to serve your family’s health needs.  It’s most im-
portant to understand that chiropractic is not a treatment for disease.  Its purpose is to remove spinal 
nerve stress disorder (known clinically as a “subluxation”) - a serious and often painless condition many 
children (and adults) have in their bodies.  Spinal nerve stress disorder can interfere with the proper 
function of the nervous system, can weaken internal organs and organ systems, lower resistance, reduce 
healing potential and set the stage for sickness and disorders of all kinds.  Chiropractic adjustments are 
the primary treatment for this condition. 
 
 When a chiropractic adjustment frees the nervous system from spinal stress syndrome/disorder, 
the healing power of the body can become more pronounced:  the immune system functions more effi-
ciently, resistance to disease increases, and your child’s body can functions more efficiently.  Your child 
may respond more efficiently to internal and external environmental stresses such as germs, changes in 
temperature, humidity, toxins, pollen and all the other stresses with which he/she comes in contact with. 
 
 So although children with diseases are often brought to the chiropractor, the chiropractic adjust-
ment is not treating their diseases, but is instead freeing them of spinal nerve stress disorder, thus permit-
ting their body’s natural healing potential to function at it’s full human potential. 

Dr. Jonah McCandless 
Clinic Director 
Chiropractic Physician 

Patient’s or Guardian Signature: 
 
 
________________________________________________________ 

Date: 
 
 
_________________________ 


