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Date:__________________
Confidential Child New Client History
Welcome to Neurohealth Chiropractic. To enable us to assist your child take a few minutes to answer all the following questions as accurately as you can and bring along with you to your child’s consultation.  

We respect your privacy. This information is only for review by our Chiropractors
Name:



(Title) 

 (First name)


(Surname)
Address: 

____________________________________________________PCode:___________Email:___________________________________DOB:____________Age:_________
Phone: (H)__________________(W)________________(M)____________________
□ Male
□ Female

Mother’s Name ________________________    Father’s Name___________________
How did you find out about the clinic? 
□ Yellow Pages
□ Flyer
   □ Advertisement         □ Neurohealth Website
     □ Other Website  
□ Window Signage
              □ Other
□ Referral 
Referrer’s Name_____________________________________________
Do you have health Insurance?  
Y  /  N
Company: ___________________________
Doctor’s Name: ___________________________ 
Last Visit: ___________________________
Loss of Wellness 
Give reasons for seeking Care:

· _____________________________________________________________________
· _____________________________________________________________________
· _____________________________________________________________________
Please rate your child’s overall health /10: _____
Where would you like it to be /10?_____
When and how did this problem start? ________________________________________
____________________________________________________________________________
Is it getting: better / worse / more frequent / other? ____________________________
Is the problem worse at any time of the day?  AM  /  PM  

If your child has pain please rate it on a scale of 1 (least) to 10 (severe) __________________
Does your child have any other health issues?
___________________________________________________________________________

___________________________________________________________________________
List any current Medications:____________________________________________________
List any current Supplements: ___________________________________________________

List any past surgeries and dates: ________________________________________________
List any past accidents and dates: ________________________________________________
____________________________________________________________________________

Do you think your child’s food or drink intake could be toxic or deficient in any way?   Y  /  N
Do your child participate in sport?  Y  /  N     How many times a week? _____   
For how long? __________
Family History
Did or does anyone in your family suffer from:
Diabetes / Cancer / Stroke / Heart problems / Nerve disorders / Arthritis / Spinal Curvature
Other ______________________________________________________________________
Was your child’s birth:  natural / caesarean / forceps / induced / premature / long/difficult delivery

Did your child experience any abnormal childhood development?___________________________
____________________________________________________________________________

Prenatal History

What was your child’s birth weight? ​​​​​​​​​​​​​​___________kg

What was your child birth length?_____________cm

What was your child’s APGAR scores? __________ and _____________

Feeding History
If you answer yes to a question please provide details.
Was your child breastfed?  Y / N   

If yes for _________ months

Was your child formula fed?  Y/ N   

If yes for _________ months

At what age was your baby introduced to solids? _________ months

At what age was your baby introduced to cows milk? _______months or Never (lactose intolerant) 
Is your child allergic or intolerant to any food? Y/ N
​​​​​​​​​​​​​​​​​​____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Developmental History

Did your child crawl?  Y / N   

If yes, from ___________ months of age

Does your child respond to sound?   Y/ N
Does our child respond to visual stimuli? Y/ N
Does your child stand unassisted?  Y/ N  
If yes, from ___________ months of age
Is your child able to sit up?  Y / N  

If yes, from ___________ months of age
Childhood Diseases
Has your child had chicken Pox?  Y / N  

If yes,  ___________ months of age
Has your child had german measles?  Y / N  
If yes,  ___________ months of age
Has your child had rubella?  Y / N  

If yes,  ___________ months of age
Has your child had whooping cough? Y / N  
If yes,  ___________ months of age
Has your child had any other childhood illnesses?

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Child’s current health
Has you child taken antibiotics over the last 6 months?  Y/ N If yes ________ courses over the last 6 months

Has your child taken other prescription medication over the last 6 months?  Y/ N If yes ________ courses over the last 6 months

Does your child wear a heel or shoe orthotic? Y/ N

Does your child sleep well?  Y/ N

What position does your child sleep in?  Stomach / side / back / all of the above
Has your child had any pathology tests, x-rays, CT scans, MRIs or other tests related to this problem?  Yes / No  If yes -please give details test performed, year and result
____________________________________________________________________________

____________________________________________________________________________

Chiropractic History

Has your child ever been to a chiropractor?    Y / N

If yes, Chiropractors Name: _________________________________ Last Visit: ___________

Reason for Care: _____________________________________________________________

Are other members of your family receiving chiropractic care?  ________________________
Loss of Whole Body Health

Please tick the box alongside any of the following symptoms your child has experienced over the last 6 months?

· Ear infections

· Asthma

· Colic

· Allergies

· Bed wetting

· Digestive problems

· Recurring fevers

· Temper tantrums

· Back pains

· Jaw pain or clicking

· Difficulty swallowing

· Ankle pains

· Blurred vision

· Cramps in hands

· Cramps in feet

· Cold hands or feet

· Swelling of ankles

· Nausea

· Headaches

· Difficulty urinating

· Seizures

· Groin pain

· Neck Pain 

· Arm/Shoulder Pain

· Back Pain

· Hip/leg Pain

· Chest Pain

· Abdominal Pain

· Pelvic pain

· Heart Burn

· Discoloured urine
· Irritability

· Weak ankles

· Los of balance

· Shoulder pain/ clicking

· Stiffness

· Constipation

· Diarrhoea

· Kidney pain

· Pins and needles
· Poor posture

· Loss of appetite

· Weight gain

· Weight loss

· Fainting episode

· Chronic colds

· Skin disorders

· Diabetes
· Insomnia

· Chronic worry/ anxiety

· Concentration difficulties

· General Fatigue

· Morning Fatigue

· Anaemia

· Poor Memory

· Hot Flushes
· Eye/hearing problems

What level of stress is your child experiencing on a scale of 1 to 10 (1 being minimal): ____________
Sport/Exercise:_______________________________________________________________
Hobbies: ____________________________________________________________________
Health Objectives

How would you like us to handle your child’s treatment? (please tick)
· Temporary Symptomatic Relief

· Temporary Symptomatic Relief + Care to allow healing to take place.

· Temporary Symptomatic Relief + Care to allow healing to take place +

Wellness care to help prevent the problem recurring in the future. 

Please tick the following if you:

· Would like to have optimal health for your child.

· Would like your family to have optimal health.

· Other friends in the community to experience optimal health.

Please list any particular concerns you may have regarding your child’s care.
· _______________________________________________________________________________
· ________________________________________________________________
· ______________________________________________________________







[image: image2.jpg]


Neurohealth Chiropractic

17/ 33-35 Kentwell Road, Allambie NSW 2100

P: (02) 9905 9099 E: admin@neurohealthchiro.com.au
www.neurohealthchiro.com.au


