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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:__________ DOB:____________         Age:_________         □ Male   □ Female   
Phone:(H)______________(M)________________ Email:______________________
Mother’s Name __________________ Father’s Name___________________
Other children’s names:                  Have they had a previous chiropractic examination?
________________________ DOB:_______________ Age:_______      □ Yes   □ No   

________________________ DOB:_______________ Age:_______      □ Yes   □ No   

________________________ DOB:_______________ Age:_______      □ Yes   □ No   

________________________ DOB:_______________ Age:_______      □ Yes   □ No   

How did you find out about the clinic? 
□ Google
□ Flyer
   □ Advertisement
□ Neurohealth Website
     □ Doctor 
□ Maternal Health Nurse
    □ Window Signage      □ Mother’s Group
□ Referral 
Referrer’s Name_____________________________________________

□ Other

Please specify_____________________________________________
Do you have health Insurance?  
Y  /  N
Company: ___________________________
Doctor’s Name: ___________________________ 
Last Visit: ___________________________
Medical History
Family History
Did or does anyone in your family suffer from:
Diabetes / Cancer / Stroke / Heart problems / Nerve disorders / Arthritis / Spinal Curvature
Other ______________________________________________________________________
Pregnancy

Did you require any medication through your pregnancy? 
Y  /  N
Were there any complications through your pregnancy? 
Y  /  N
____________________________________________________________________________

Birth
The birth of your child can give vital clues as to potential spinal problems.

Home / Hospital delivery
Y  /  N

Drugs during delivery   
Y  /  N
Delivered normally   
Y  /  N

Breech

Y  /  N
Posterior

Y  /  N

Premature

Y  /  N
At term

Y  /  N

Caesarean

Y  /  N
Late

Y  /  N

Forceps

Y  /  N
Chemically induced
Y  /  N

Suction

Y  /  N
Other ______________________________________________________________________

Birth weight? ​​​​​​​​​​​​​​___________kg 
APGAR scores? __________ and __________
How long were you in labour? ____________hours

Do you believe the birth was traumatic for your child?
 Y  /  N
Was your child’s head misshaped at birth?
 Y  /  N
Were there any delivery complications?

 Y  /  N
Other ______________________________________________________________________

____________________________________________________________________________

Birth to Six Months

Was your child breastfed?  
Y  /  N
For how long? _________ months

Were there attachment issues?
Y  /  N
Details: ​​​​​​​​____________________________

Was your child formula fed?
Y  /  N
For how long? _________ months
Did your child suffer with colic?
Y  /  N 
How bad was it?  Mild   Moderate   Severe

Did your child suffer with reflux?
Y  /  N 
How bad was it?  Mild   Moderate   Severe

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

At what age was your baby introduced to cows milk? _________ months or never

Is your child allergic or intolerant to any food? 
Y  /  N
Would you say your child was a:
Very poor sleeper     Poor sleeper     Average sleeper     Good sleeper    Very good sleeper
Developmental History

Is your child able to sit up?  Y / N  
        If yes, from ___________ months of age
Did your child crawl?  Y / N    from ______ months of age        For how long______ months
Is your child accident prone?    Y  /  N       Has your child had any significant falls?   Y  /  N
Please describe any falls or accidents your child has had?

____________________________________________________________________________

____________________________________________________________________________

Has your child had any diseases / illnesses?   Y  /  N
Details ______________________________________________________________________

Has your child ever been hospitalised or had surgery?   Y  /  N
Details ______________________________________________________________________

Childs current health
Has your child ever been assessed for the presence of scoliosis? 
Y  /  N
Has your child taken antibiotics over the last 6 months? Y  /  N 
Has your child taken other prescription medication over the last 6 months?  Y/ N 
What was the medication for? ___________________________________________________
List any current Medications:____________________________________________________

List any current Supplements: ___________________________________________________
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 had previous chiropractic care?    Y / N

If yes, Chiropractors Name: _________________________________ Last Visit: ___________
Reason for Care: _____________________________________________________________

Other problems
What other concerns do you have regarding the health of your child?
____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Please tick any of the following conditions which your child has experienced in the past?

· Ear aches / infections

· Asthma

· Sinus pain
· Allergies

· Bed wetting

· Digestive problems

· Recurring fevers

· Temper tantrums

· Back pains

· Recurrent chest infections
· Night terrors
· Developmental delay
· Visual disorders
· Recurrent tonsillitis
· Growing pains
· Poor social skills
· Recurrent stomach aches
· Convulsions
· Headaches

· Travel sickness
· Seizures

· Neck pain

· Joint Pain 

· Arm / Leg Pain

· Extremely messy eater
· Hip problems
· Constipation

· Diarrhoea

· Loss of appetite

· Chronic colds

· Hyperactivity
· Constant Fatigue

Other: _________________________________________________________________________

School age child:

· Poor co-ordination
· Behavioural issues
· Diagnosis of Autism
· Learning difficulties
· Diagnosed as ADD / ADHD
· Difficulty with reading / writing / spelling
· Poor hand writing
· Delayed verbal communication
· Extreme clumsiness
What does their diet consist of?

· Fruit

· Vegetables

· Meat

· Rice

· Pasta

· Bread

· Fatty Foods

· Chocolate
· Juices
· Soft Drink

· Water How much? _______

Does your child exercise? Y  /  N
How many times a week? _____   
For how long? __________

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. 
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Neurohealth Chiropractic

17/ 33-35 Kentwell Road, Allambie NSW 2100

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


