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Welcome to healTHY self centre for kids

Child’s  name:_____________________________________________________________________
Address:__________________________________________________________________________
--------------------------------------------------------------------------------------------------------------------------------------
Parent’s Ph. Numbers:    Home______________________  Work_____________________________
		     Mobile (For SMS reminders) ___________________________________________
		     Email_____________________________________________________________________________
Child’s Date of Birth:_________________________________________________________________
Whom may we thank for referring you to us:______________________________________________
Healthfund:________________________   GP Name:______________________________________

Circle modalities previously used:
	Acupuncture		Chiropractic		Counselling/Psychologist
	Homeopathy		Herbalism		Massage
	Naturopathy		Physiotherapy		Reflexology                Podiatry



Privacy Act 1988 (Commonwealth)
This centre complies with the above act; information provided by you is collected with a view to helping you with your health concerns.   It will never be disclosed to any third parties or organisations without your permission, other than required by our professional advisors (eg. Insurers- with your consent) or as required by law.
Therefore we require, by law, and would appreciate your permission to:
1.   Contact you, either by post, fax, email, telephone, mobile or otherwise.   To keep you abreast of news, developments and activities in our centre, you will be placed on our contact list.   This may include sending you newsletters, news items, notifications of changes to our practice hours and procedures, informing you of other therapies offered in this centre and any upcoming events, activities, etc.   Additionally, we may contact you in relation to your care.
2. Share your health information with other practitioners within this centre (healTHY self).   This may avoid unnecessary duplication of paperwork and help achieve superior results when utilising our integrated therapies to reach your health goals.

Parent’s Signature_______________________________________________Date____/____/______

General
What concerns do you have regarding your child’s health?____________________________________
_________________________________________________________________________________
When did this begin?_________________________________________________________________
Have you received a diagnosis for this?__________________________________________________
Is your child currently receiving treatment elsewhere for this?__________________________________

Mother’s pregnancy:   Did you (please tick)
	Have difficulties conceiving?			Any miscarriages?
	Smoke or drink?				Any emotional upsets?
	Exercise?					Have a healthy diet?
	Have any falls?					Take any medication?
	Have any accidents?				Suffer morning sickness?
Was the child conceived using IVF?___________________________________
How many ultrasounds were taken during the pregnancy?_________________
Was there any other forms of testing done during this time? ________________________________

Birth Details
Was your child delivered normally?   Yes /  No      	Please tick below
Posterior			Breach				Induced
Forceps				Suction/Vacuum		Caesarean
Premature			Term				Late

Were any drugs used in the birth?   Yes / No
Was the birth difficult or long?   Yes / No
Do you believe the birth was traumatic for your child?   Yes / No
Agpar Scores____________________
Was your child’s head bruised or misshapen?   Yes / No
Were there any complications?________________________________________________________
__________________________________________________________________________________


Feeding History / Diet
Is / was your child
	Breastfed?   Yes / No		How long?________________
	Right and left evenly   Yes / No		
	Formula fed?   Yes / No		From what age?____________	How long?______________
Is / was your baby “colicky”?   Yes / No   	Mild_______Mod_______Severe_______
Did / does your baby have reflux?   Yes / No			Silent reflux?   Yes / No
Did / does your baby use his/her bowels daily?   Yes / No	Easily?   Yes / No
(If ) When were solids introduced?______________________________________________________
Did / does your child suffer from food intolerances / allergies?   Yes / No
If yes, please give details______________________________________________________________
Rate your child’s eating habits?
0________________________________5____________________________________________10
Poor                                                                Fair                                                                                 Excellent
Why?_____________________________________________________________________________
In a typical day, what is eaten for
Breakfast__________________________________________________________________________
Lunch_____________________________________________________________________________
Dinner____________________________________________________________________________
Snacks____________________________________________________________________________
Amount of water drunk?__________________Any other liquids ingested?______________________
Child’s favourite food?____________________Cravings?____________________________________
If relevant does the child exercise physically everyday?   Yes / No


Developmental History
How did/does your baby sleep?   Poor_______Fair_______Good_______Excellent_______
Did/does your child snore?   Yes / No
Are/were you, concerned about the shape of your baby’s head?   Yes / No
Was/is your baby a happy and settled baby?   Yes / No

Did/has your child met the expected milestones at the appropriate time?   Yes / No
If not, give details___________________________________________________________________
When did your child
Roll?_____________________	Sit?_______________________
Crawl?___________________	Walk?____________________
Did they have an all fours crawl pattern?   Yes / No
If no, give details____________________________________________________________________
At what age were they toilet trained?     Day_______________ Night__________________________

Behavioural History
Are you concerned about your child’s behaviour?   Yes / No
Please, give details___________________________________________________________________
Has your child been diagnosed with any learning / behavioural disorder?   Yes / No
If yes, please give details______________________________________________________________
Does your child cope well in their childcare/preschool/school environment?   Yes / No
Medical History
Has your child:      (please give details if you answer yes to questions below)
Had any accidents/ significant falls/motor vehicle accidents?   Yes / No
__________________________________________________________________________________
Ever been taken to hospital?   Yes / No __________________________________________________
Ever seen a medical specialist?   Yes / No_________________________________________________
Ever undergone surgery?   Yes / No_____________________________________________________
Had the full vaccination schedule?   Yes / No______________________________________________
Had any adverse reaction to vaccination?   Yes / No________________________________________
Ever had X/Rays?   Yes / No____________________________________________________________
Ever had previous chiropractic care?   Yes / No____________________________________________
Ever had prescribed antibiotics?   Yes / No ____________________________________________
Please list all other medications/herbal preparations/vitamins/minerals/homeopathics that your child is, or has taken_________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
Is there a history of scoliosis (spinal curvature) in your family?  Yes / No
How would you describe your child’s health?__________________________________________


Has your child ever experienced:   (Please tick)
Constipation		Diarrhoea		Hyperactivity		Attention difficulties
Ear aches		Ear infections		Asthma			Panic attacks
Allergies		Poor appetite		Headaches		Social difficulties
Sinus			Growing pains		Convulsions		Recurrent colds/flu
Bedwetting		Joint problems		Fatigue			Co-ordination probs.
Tonsillitis		Chest infection		Scoliosis		Back or neck pain
Braces			Dental work		Eczema			Rashes
Pimples			Fevers			Nose bleeds		Ulcers
Fainting			Cough			Vomiting		Abuse
Bullying					


Family Medical History (tick appropriate)
Diabetes		Cancer	High blood pressure	Heart Disease		Stroke
Seizures		Allergies	Mental illness		Thyroid disease	Migraines
Kidney disease	Arthritis	Anaemia	              Other_______________________


Thankyou for taking the time to fill in this form.

