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CHIROPRACTIC




CONFIDENTIAL PATIENT INTRODUCTION

For children, new born to 16 years

Please note should chiropractic treatment be required you will be advised by 
your doctor.

Child’s Full Name 









D.O.B. 





Age 





Parents Full Names 

Mother 










Father 











Address 

















Postcode:



Contact Numbers

Residential 




Mother’s Mobile 




Work





Father’s Mobile 




Work





Other Children’s Names






D.O.B. 



Age 








D.O.B. 



Age 








D.O.B. 



Age 








D.O.B. 



Age 



How did you hear about our clinic?

What concerns do you have regarding your child’s health?

Birth

Was your child delivered:

Normally
Y/N

Chemically Induced
Y/N

Breech

Y/N

Suction/Vacuum
Y/N
Posterior
Y/N

Premature

Y/N

At Term
Y/N

Caesarean

Y/N

Late

Y/N

Forceps

Y/N

Other 











Birth Weight 




             Apgar Scores
             

 
What was the duration of the labour? 


hours


What was the duration of the “pushing”? 


mins/hours

Do you believe the birth was traumatic for your child?
Y/N

Was your child’s head mis-shapen at birth?


Y/N

Were there any delivery complications?


Y/N

Details 











Birth to 6 Months

Was your child breast fed?

Y/N
For how long? 




Was your child formula fed?

Y/N
For how long? 
     Type 


Did your child suffer from colic?
Y/N
If yes was it:   Mild   Moderate   Severe

Did your child suffer with reflux?
Y/N
If yes was it:   Mild   Moderate   Severe

Would you say your child slept: 
Very Poor      Poor      Average      Well      Very Well

Other Issues
Please circle any of the following your child has experienced


Headache



Allergies


Neck Pain



Back Pain


Constipation/Diarrhoea

Ear aches/ Infections


Sinus Pain



Recurrent Tonsillitis


Bedwetting



Recurrent Chest Infections


Growing Pains



Hyperactivity


Loss of Appetite


Poor Sleeping Habits


Visual Disorders


Constant Fatigue


Arm/ Leg Pain



Poor Co-ordination


Learning Difficulties


Recurrent Stomach Aches


Digestive Disorders


Scoliosis


Fever




Convulsions


Joint Pain



Asthma


Travel Sickness



Night Terrors


Seizures



Chronic Colds


Recurring Fevers


Hip Problems


Other 











Medical History

How long did your child crawl for? 

 Months

Is your child accident prone?   Y/N
 Has your child had any significant falls?Y/N

Describe any falls or accidents your child has had.
Has your child ever been involved in a motor vehicle accident?  

Y/N

Is your child on medication?






Y/N

Vaccination history 










Has your child had any diseases/illnesses?




Y/N

Has your child ever been hospitalised or had surgery?


Y/N

If yes please describe 









Has your child ever had any broken bones, fractures or sprain injuries? 
Y/N

If yes please describe 









Has your child ever been assessed for the presence of scoliosis?

Y/N

Has your child had a learning disorder?




Y/N

How often has your child taken antibiotics? 
Last 6 months 



 Lifetime 


How many doses of other prescription medication has you child taken?

Last 6 months 



 Lifetime 


Previous Chiropractic Care



Has your child had previous chiropractic care?



Y/N

Reason for care 










Date of last care 


    Name of Chiropractor 



Location of clinic 





Were x-rays taken? 
Y/N

How would you describe the care received?
 Excellent     Good
Fair 
Poor

