
Chi ld ’s  Height :                        cm Chi ld ’s  Weight :                       kg

Who may we thank for  referr ing you to th is  pract ice?

Post  Code

Home Address

Previous Chiropractor  Name

Doctor ’s  Name

Suburb

Dr Address

Date of  Last  Vis i t

Today’s  Date:

Phone:

H O W  C A N  W E  H E L P  Y O U

How does the problem affect  your  chi ld ’s  funct ion and dai ly  act iv it ies?

Unit 1/46 Burns Bay Rd,
Lane Cove, NSW, 2066

9428 4033

W E L C O M E  T O  O U R  P R A C T I C E

Chi ld ’s  Name

Date of  Birth

What are your  chief  concerns,  i f  any,  with your  chi ld ’s  health?

Date of  onset :

C H I L D  H I S T O R Y  Q U E S T I O N N A I R E

Parent(s)/Guardian(s)  Name(s) :

L ist  any other  care that  your  chi ld  has undergone with regards to th is  complaint ,  inc luding
medicat ion:

The onset  was: Sudden Gradual Associated with an event  

Durat ion of  problem/episode: Minutes Hours Days Months Years

In it iat ing Factors :

Aggravat ing Factors :

Rel ieving Factors :

Pr ior  occurrence or  episodes?

Other  health concerns?

Emai l  Address



H I S T O R Y  O F  B I R T H

Hospita l/Birth ing Centre: Home Medical Midwife

Durat ion of  Gestat ion: Weeks

Was the birth  ass isted? Yes No

If  yes ,  how? Forceps Vacuum Caesarean Induced Labour

Were medicat ions g iven to the mother  at  b irth? Yes No

If  yes ,  what?

Durat ion of  b irth :

Were there any compl icat ions dur ing birth?

APGARs: Birth Weight : Birth Length:

G R O W T H  &  D E V E L O P M E N T

Was the infant  a lert  and responsive with in  12hrs  of  the del ivery? Yes No

If  no,  expla in :

At  what  age did the chi ld :

Fol low an object

Sit  a lone

Teethe

Respond to sound

Hold up head

Crawl

Vocal ize

Walk

Do the chi ld ’s  s leeping patterns seem normal? Yes No

Any health problems on the mother ’s/father ’s  s ide of  the fami ly? e .g .  cancer ,  d iabetes

Does the chi ld ’s  s ib l ings have any health problems? Yes No

If  yes ,  descr ibe:

C H E M I C A L  S T R E S S O R S

The fol lowing informat ion is  very important  because many of  the problems that
chiropractors  work with  are caused by stressors

During the pregnancy,  d id the mother :

Yes NoSmoke Drink a lcohol

Take supplements/vitamins Yes No Take drugs

Yes No

Yes No

If  yes ,  what?

Become i l l Yes No If  yes ,  what?

Receive u ltrasounds Yes No If  yes ,  how many?

Receive invasive procedures Yes No i .e  amniocentes is ,  CVS

Was your  chi ld  breast  fed? Yes No For how long?

At what  age was: Formula introduced:

Cow’s  mi lk :

Brand:

Sol id  Foods:

Was the birth  vaginal? Yes No



T R A U M A T I C  S T R E S S O R S

Did any of  the fol lowing occur  dur ing or  after  b irth? (please t ick) :

Bruises

Stuck in  b irth  canal

Respiratory Depress ion

Odd shaped head

Fast/excessively  long birth

Cord around neck

Other :

Any fa l ls/accidents  dur ing pregnancy? Yes No

Has the chi ld  had any major  fa l ls  s ince birth? Yes No

If  yes ,  d id the chi ld  need st i tches or  cause a  fracture? Please descr ibe:

Any hospita l isat ions? Yes No If  yes ,  p lease expla in :

Does your  chi ld  p lay sports? Yes No

If  yes ,  how many hours  per  week? Age chi ld  began:

Weight  of  school  backpack? kg

Approximately  how many hours  does your  chi ld  spend at  p lay per  week? hours

Did your  chi ld  receive vaccinat ions? Yes No

If  yes ,  which ones?

Did your  chi ld  react  to them? Yes No

Has your  chi ld  had ant ib iot ics? Yes No

If  yes ,  why?

How many courses?

Any pets  at  home? Yes No Any smokers  at  home? Yes No

P S Y C H O L O G I C A L  S T R E S S O R S

Any diff icult ies  with lactat ion? Yes No

Any problems with bonding? Yes No

Does your  chi ld  have diff iculty  self  regulat ing? Yes No

If  yes ,  what?

Does your  chi ld  have diff icult ies  s leeping? e .g .  n ight  terrors ,  s leep walk ing Yes No

Did your  chi ld  go to daycare? Yes No

If  yes ,  from what  age?

Average number of  hours  of  TV/Computer  per  week? Hours



Headaches

Neck Pain

Back Pain

Sinus Pain

Growing Pain

Joint  Pain

Arm/Leg Pain

P A T I E N T  I N F O R M A T I O N  &  I N F O R M E D  C O N S E N T

Al l  pract it ioners  who adjust  the spine are now required to warn of  mater ia l  r isks  perta in ing to
spinal  adjustments .  In  extremely rare c i rcumstances ( less  that  1  in  2  mi l l ion)  some spinal
adjustments of  the neck may damage a b lood vessel  and give r ise to stroke-l ike symptoms.
Whi lst  th is  has never  occurred in  th is  pract ice we are st i l l  required to warn.  Other  very s l ight  r isks
with care inc lude muscle stra ins  and sprains  and disk  in jur ies .  With these inc idents  fu l l  recovery is
expected.  Test  with or  without  x-rays wi l l  be performed to further  minimise r isk .

“The best  evidence indicates that  cerv ica l  manipulat ion for  neck pain  is  much safer  than the use
of medicat ion (non-steroidal  ant i- inf lammatory drugs)  by as  much as  a  factor  of  severa l  hundred
t imes”  -  Dabbs and Laurett i ,  JMPT,  Oct  1995.

Date:Chiropractor ’s  S ignature:

Parent/Guardian Signature:

Pr int  Name:

T I C K  T H E  B O X E S  B E L O W  I F  Y O U R  C H I L D  H A S  E V E R
E X P E R I E N C E D / I S  E X P E R I E N C I N G  T H E  F O L L O W I N G

Const ipat ion/ Diarrhoea

Loss of  Appet ite

Travel  S ickness

Visual  Disorders

Learning Diff icult ies

Digest ive Disorders

Asthma

Chronic  Colds

Fevers

Earaches/ Infect ions

Seizures

Al lergies

Recurrent  Tonsi l l i t is

Recurrent  Chest  Infect ion

Recurrent  Stomach Aches

Hyperact iv ity

Constant  Fat igue

Poor Co-ordinat ion

Bed Wett ing

Scol ios isHip Problems

I  hereby authorize and consent to the chiropractic  evaluation and care of  my chi ld.  


