
PAEDIATRIC INTAKE FORM

Patient Information: Please fill in information as it appears on your Manitoba Health Card
Child’s Name:  D.O.B: (dd/mm/yyyy)
Sex: �  Male    �  Female Age:           Height:   Weight: 
P.H.I.N #:            6 Digit Medical #: 
Name of Parents: 
Address:  City:     Prov:        Postal Code:
Email:  
Home Phone #:           
Dad’s Cell Phone #:           Mom’s Cell Phone #:  
Reason(s) for seeking care: 
Other Doctor(s) seen for this condition? (Circle) Yes / No
If yes, doctor name(s) and prior treatment. 



AUTHORIZATION FOR CARE OF A MINOR

I hereby authorize this office and it’s Doctor(s) of Chiropractic to administer care to my son/daughter as they 
deem necessary. I clearly understand and agree that I am responsible for payment of all fees charged by this 
office. 

 
Parent or Guardian (Print) Signature Date


