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CHILD HEALTH HISTORY FORM

It’s fantastic that you have decided to have your child’s spine & nervous system checked by a Paediatric Chiropractor. Your child’s spine is critically important & if not correctly aligned due to imbalance it may interfere with proper growth & development. We understand that many parents can be anxious about bringing their child to a Chiropractor for the first time so please ask lots of questions! 

	Child’s Name:
	

	Address:
	
	Suburb, Postcode
	

	Mother’s Name:
	
	Father’s Name:
	

	Best Contact Number:
	
	Child’s DOB & Age
	



Reason for consulting our practice: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Previous Chiropractic Care? Y / N 	If yes, with whom & why? ___________________________________
How long was care received? _______________   Last Check-up ________________________________

CIRCLE APPROPRIATELY:
Birth Place: Home / Birth Centre / Hospital
Type: Natural / C-section
[bookmark: _GoBack]Procedures: Forceps / Vacuum Extraction / Other: please specify: ________________________________
Was delivery long: Y / N 		Was delivery difficult? Y / N			Labor Induced? Y / N
Epidural? Y / N 			Pain Medication? Y / N
Was baby breech/in utero-constraint? Y / N
Was baby breast fed? Y / N 		Duration_______________
Which sports does/did your child participate in?
None / Soccer / Football / Gymnastics / Cheerleading / Karate / Basketball / Dance
Other(s) _____________________________________________________________________________________

National Safety Council states that approximately 54% of infants fall head first from a high place (bed, changing table, etc) during the first year of life.  List any other falls or accidents _____________________________________________________________________________________
_____________________________________________________________________________________

Circle any of the following conditions your child has suffered from:
	Ear Infections
	Scoliosis
	Seizures
	Chronic Colds/Flu’s

	Asthma & Allergies
	Digestive Problems
	Learning Difficulties
	Headaches & Migraines

	ADD / ADHD
	Recurring Fevers
	Back Pain
	Neck Pain

	Constipation
	Bed Wetting
	Colic
	Asymmetrical movement

	Other:



List date and year of any surgeries or hospitalizations __________________________________________________________________________________________________________________________________________________________________________

MEDICATION
How many rounds of antibiotics/vaccinations has your child taken? ________________________________
Past & Present prescription drugs? _________________________________________________________
Over the counter medications (past 6 months)? _______________________________________________


AUTHORISATION FOR CARE OF A MINOR

We are firmly committed to safety and efficacy at Vitality Chiropractic Australia. Spinal manipulation is a complex clinical skill and will only be performed by a suitably qualified professional or student under clinical supervision. We endeavour, through professional conferences, journals and continuing education to maintain the highest standards of care. In any clinical or medical procedure that deals with people there are inherent risks. Complications of spinal manipulation when performed correctly and appropriately are extremely low in comparison to any other form of treatment. There is a possibility (figures suggest one chance in two million) that spinal manipulation of the cervical spine (neck) may be associated with damage (major or minor) to the blood supply of the brain (stroke). As an indication of comparative risk there is an accepted figure of sudden death under general anaesthesia of one in ten thousand; death caused by prescription anti-inflammatory drugs is 3,300 times more likely than spinal manipulation. Other risks associated with spinal manipulation may relate more specifically to your condition or aggravation to the spinal structures themselves such as the bones, ribs, discs, ligaments or nerves. The purpose of our physical examination is to assess your condition with these things in mind so that we may choose the most appropriate technique for you. We believe that our expertise and experience enable us to provide the safest possible care. However, we would ask your co-operation in keeping us fully informed of your symptoms, past illnesses and any changes in your medical history including medications. If you have any queries or concerns please feel free to discuss these with us at any time. I have read and understood the above, and that I may choose to have no treatment or alternate treatment for my condition. I hereby consent to chiropractic treatment at Vitality Chiropractic Australia. I understand that I may withdraw my consent at any stage. I have had the opportunity to discuss this consent form and proposed treatment with the chiropractor. Furthermore, x-rays may be taken to better assess your condition. The proposed diagnostic imaging procedure has been explained to me in full and I have had the opportunity to ask questions.

OUR PRIVACY COMMITMENT: All information provided to Vitality Chiropractic Australia is confidential and will only be used by and available to your practitioner. As part of our commitment to your wellbeing, we consider it important to keep your General Practitioner informed of your care and treatment at this clinic. We may therefore send an explanatory note or report to your GP.

Name (please print) …………………………       Signature ………………………… 	   Date ………………..      Doctor signature ……………...
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