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Welcome to O’Neill Chiropractic! We look forward to working with you toward your health and wellness goals.  Before we begin, please take a few moments to complete the following information . . .
Child’s Name___________________________________ 

Parent/Guardian’s Name _________________________

Address_______________________________________

City ___________________ State____ ZIP __________ 

Home Phone _______________________

Please describe any health concerns we should discuss today: ________________________________________________________________________________________________________________________________________________________________________________________________
Date of Child’s Birth _________________  
Mother’s Health: 

________ lbs. gained through pregnancy.

Any unique nutritional needs/habits? ________________________________________________________________ ______________________________________________________________________________________________

Any physically or emotionally traumatic events during pregnancy? ________________________________________________________________________________________________________________________________________________________________________________________________
Any prenatal testing completed? 
      Ultrasound(s)           Amniocentesis            Other ______________________
Labor/Delivery:  

How long was your labor? ______________ hrs.
C-section? 
   Yes
       No

Baby position:       normal         breech            transverse    

Any medical intervention? (anesthesia, forceps, vacuum, etc.):

_______________________________________________________________________________________________

_______________________________________________________________________________________________
Feeding Habits:        Breastfed            Bottle-fed with __________________________________



  __________ times fed per day
Sleeping:  ____________ hours/day   _____________ hours awake between naps
Any unusual events at this stage in life? (injuries, accidents, surgeries, illnesses) ________________________________________________________________________________________________

________________________________________________________________________________________________
Infancy:  

Child’s current length _____________________ weight ________________________ (approx.)

Milestones:    
holds head up

sits up

crawls

walks



able to feed self
speaks
Common Newborn/Infant Complaints. Please check all that apply and describe any details possible:

  
Colic
____________________________________________________________________________________


Reflux ____________________________________________________________________________________


Excessive Gassiness _________________________________________________________________________


Difficulty Sleeping __________________________________________________________________________


Irritability with Feeding ______________________________________________________________________


Postural Problems __________________________________________________________________________
Thank you for your time . . .we will be with you shortly!

Financial Policy
T. Patrick O'Neill, D.C.

Kevin Morreale, D.C.
616 Potomac Ave

Buffalo, NY  14222 

(716) 884-4450

Our office is committed to providing all patients with the highest quality chiropractic care.  The following policies are in place to ensure that we can continue to do so into the future.
PAYMENT OPTIONS
Cash, Personal Checks, Visa/Mastercard/Discover/AmEx, some Flex Spending/HSA cards

FINANCIAL RESPONSIBILITY
Patients are expected to pay in full for services received, at the time of service.  The parent or guardian authorizing treatment for a child (under 18 years of age) at our office is responsible for payment of all charges related to that treatment.

INSURANCE
We are not a participating provider with any private insurance companies.  Receipts may be provided for those patients seeking reimbursement of fees from their insurance plans.
INITIAL VISIT
To reserve an initial visit appointment, $95 pre-payment is required.  If this appointment is missed, rescheduled or canceled with less than 24 hours notice, this fee will be non-refundable.

RETURNED CHECK FEE
A $35 service charge will be applied to your account for any returned check.

CANCELED/MISSED APPOINTMENTS
Appointments that are missed, rescheduled or canceled with less than 48 hours of notice are subject to a fee of $45.

I have read and understand the financial policies of O'Neill Chiropractic & Wellness, and by signing below I agree to comply with these terms accordingly.

____________________________________________

                            name (please print)
_________________________________

  ________________
                                       signature



                                  date
