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Paediatric (0-3 years) New Patient / Update
Confidential Patient Information -  

Confidential New Patient Information

Title: _____ Name: ________________________________________  D.O.B  (D/M/Y)     /     /     /

Home Address: _____________________________________ City: ___________________  Postcode: _______

Phone Home:_______________ Work:_______________ Mob:_____________ Fax: ________

E-mail address:________________________________________________ 
Parents Names: ________________________________​​​​​​​​​​​​​​​​​__________________________________________

How did you hear of this practice? _______________________________________________________________

Medical Practitioner’s (GP)  Name:  ____________________________________ Phone: ___________________
Next of Kin/Emergency Contact:_______________________ Relationship:  _____________  Ph.. ____________



REASON FOR VISIT:    _________________________________________________________________
________________________________________________________________________________________

________________________________________________________________________________________
​​​​​​​​​​What caused your child’s present condition?  ___________________________________________________

How long has he/she had this condition?  ______________________________________________________
Does it re-occur?     Yes       No   When and how often?___________________________________________
When does it seem worse?      Morning       Evening      During the night      Other: ______________________
Aggravating factors: _______________________________________________________________________
Relieving factors:__________________________________________________________________________
Has he/she had any previous treatment for this condition?     Yes     No   When: ________________________
Who provided treatment?     Chiropractor      Paediatrician      General practitioner      Other:_______________
DURING PREGNANCY:
Age of mother at child’s birth: ________  Duration of pregnancy: _______weeks    Duration of labour: _______

Did you experience any of the following during your pregnancy? 

     Morning sickness                             Pre-eclampsia                        Anemia

     Gestational diabetes
                   Seizure                                   Heart problems


     Gestational hypertension
    Back Pain
                        Abnormal bleeding

Complications during pregnancy: ______________________________________________________________
_________________________________________________________________________________________
During pregnancy did you:         Smoke         Consume alcohol     If so hor frequently and amount:___________
Medication / Drugs: ________________________________________________________________________
_________________________________________________________________________________________
Type of delivery:       Vaginal
       Caesarean        Epidural         Breech        Vacuum Extraction        Forceps 
       Induced       
        Posterior           Home             Other: _____________________________
BIRTH / HEALTH DETAILS: 
Did the child need to be respirated:        Yes         No
Weight at Birth: ________    Length at Birth: __________          APGAR Score:  1min: _______  5min:________ 
Complications during birth: _____________________________________________________________________
____________________________________________________________________________________________
Feeding mode: 
           Breast Fed?              Yes       No 
       If yes to what age: ________________ 

           Formula Fed?           Yes       No 
       If yes to what age: ________________   

           Complemented?       Yes       No 
       If yes to what age: ________________
Does / did your child have any feeding difficulties?: _______________________________________________
Does your child have any known food allergies?:_________________________________________________

At what age was your child able to:

Hold head up: ________          Roll over: __________  Cross crawl: __________ Sit unassisted: ___________ 

Stand unassisted: _________  Walk unassisted: _________

 Please tick any of the following conditions your child has suffered from in the past / or is currently suffering.
      Allergies 

      Asthma                  

      Autism                                          

      Bedwetting                

      Chest infection   

      Colic 
      Constipation    

   Diabetes
                               

   Diarrhoea                               

   Digestive disorders                 

   Ear infections

 
   Fatigue

   Fever / Sweats 

   Hayfever / Sinus                   

 Hyperactivity/Behavioural   

 Problems 

 Heart conditions   
 Learning difficulties

 Neck pain / stiffness
 Reflux 


 Sleeping difficulty

Other medical conditions: ___________________________________________________________________
Trauma / fall / accidents: ____________________________________________________________________

Hospitalised / Surgery:______________________________________________________________________

Fractures / Dislocations:_____________________________________________________________________
Past / current medication:____________________________________________________________________

How many does of Antibiotics has your child taken?:

Past 6 months: _____________    Total in his / her lifetime: ______________
Is there any other information that we should know about? If yes, please specify: 

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________
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The information I have provided as the Parent / Guardian is correct and complete.

If you have any questions related to the treatment your child is about to receive, please speak with the chiropractor.

You can choose other alternatives to this treatment, which might include; chiropractic without manual adjustment, no treatment, medicine, physical medicine, physiotherapy, acupuncture or massage. 

I have discussed the above information with the Chiropractor and understand the risk. I give my consent to treatment, which may include spinal adjustment. The information I have provided is correct and complete.
 In signing this document I agree to indemnify the Provider of this service and its employees, agents and representatives from claims made against them in the event that my child reacts to the treatment provided.

Chiropractic and other techniques used at this clinic are well recognized as being extremely safe health care interventions for people of all ages. However, as with all health care disciplines there is a risk of complications. This may include soreness; muscle, bone or joint injury, and worsening of symptoms. If I have any concerns I will discuss them prior to treatment or during the course of a treatment program if any new concerns arise.

Patient’s Signature (or Legal Guardian):_____________________________________________________ 

Print Full Name: ____________________________________________ Date:   ______________________    
Practitioner Signature: ______________________________________  Date:   ______________________
Practitioner Initials:





Treatment Date:         /      / 
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