Leaf Chiropractic: A Creating Wellness Center

Scoliosis and Subluxation Screening form

Child’s name ___________________________________________________________

Age _____                          Date of Birth __________                              Gender M / F     

Home Address____________________________  City ________ State ___ Zip _______

Phone Number ______________________ School ______________________________
Does your child currently have any symptoms, or have they been diagnosed with a condition by another healthcare professional?  Y / N (if yes please explain) ___________
________________________________________________________________________
I hereby authorize the staff at Leaf Chiropractic: A Creating Wellness Center to examine the child mentioned above for any spinal conditions which may hinder their health and wellbeing.  
Printed Name _____________________________________ Date _________________

Signature_________________________________________ Date _________________
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Recommendations:

· All findings are negative for scoliosis and subluxation.  No further testing is recommended

· Findings are positive for possible subluxation but negative for scoliosis.  Follow-up with Spinal Thermography and Muscle EMG are recommended. 

· Findings are positive for possible scoliosis but negative for subluxation.  Follow-up with spinal x-rays are recommended. 

· Findings are positive for possible subluxation and scoliosis.  Follow-up with Spinal Thermography, Muscle EMG, and spinal x-ray are recommended.

Signature ________________________________________   Date _________________

