
CHILD HISTORY FORM 
NEW PATIENT/ UPDATING PATIENT 

INFORMATION 

Childs’s FULL Name ________________________________Date of Birth __ __ / __ __ / __ __  
Age ________  
Parents Names ______________________________________________________________
Address ____________________________________________________________________
Email: ______________________________________________________________________
Contact Phone: __________________________  Siblings   Y/ N  ages __________________
Has your child ever received chiropractic care? □Yes □No 
If yes, when was the last visit ______________________
Please tick the purpose of your child’s visit:  
□ Maximising normal growth and development
□ Symptomatic care (Neck Pain/Back Pain etc)   

Present Health Concerns:   
What concerns do you have regarding your child’s health?  
________________________________________________________________________________
________________________________________________________________________________

When did this begin? ______________________  Is it? □ Intermittent   □ Constant 
What makes it worse? ______________________________What makes it better? ______________
Any prior treatment for this concern? ____________________ 

Please tick the following if you child has or has had any of the following?  
□Headaches
□dizziness 
□ fatigue   
□ fevers    
□depression  
□ constipation
□  diarrhoea 
□hyperactivity

□ difficulty with 
concentration
/social or 
learning 

□ behavioural 
problems     

□ seems clumsy

□ Recurrent 
cold/flus

□  Ear infections
□ Tonsillitis 
□Chest 

infections
□Asthma     
□Allergies     

□ growing pains  
□ headaches    
□ back/neck 

pain
□ feeding issues
□ broken 

bones/ 
fractures 

□ bedwetting
□ sleeping issues
□Reflux  
□ colic
□ irritable 

Family Health history 
Please note any health problems that are present in:
Mothers family ___________________________________________________________
Fathers family ____________________________________________________________
Siblings  _________________________________________________________________ 



Birth History 
Please fill in the following information. It may not seem relevant to your current concerns but it’s important 
that we get a full picture of your Child’s health history.
Was your Child born at full term  □Yes  □No 
If not, what gestational age __________ eg 34 weeks 
Birth Weight _____________
Duration of Labour? _____________     
Were there any complications?  □Yes   □No 
If yes, please explain ______________________________
Was labour: □ spontaneous   □ induced 
Interventions used during labour:  □ Forceps   □ Vacuum extraction  □ C-section   □ episiotomy 
Where medications or epidurals given to mother during labour? □Yes   □No _________________
Was any breathing assistance required at birth for your child? □Yes   □No 
Did you note any:
□ Bruising   □ Misshaped head   □ Respiratory issues  □ short or long labour (less than 4 hours longer 
than 12 hours)  □ Cuts  □Marks  □ Fractures (broken bones) □ Dislocations
Is there anything else we need to know about the birth?  eg head shape, breech or other concerns 
_______________________________________________________________________________

Growth and Development 

Gross Motor: At approximately what age did your child?
Roll_________     Sit unassisted______   Crawl  ______   Walk ______ 
Do you consider your child’s Motor skills? □ on track □ ahead □ behind
Does your child have any difficulties with sleep during they day or night? □Yes  □No    
How does your child communicate? □ points □ grunts □ babbles □ one word □ uses sentences

Physical, Chemical and Emotional Stressors 
Is or was your child? □ breast fed □ bottle/formula fed □ other
Any issues with feeding previously or now? □Yes   □No
Has your child had any medications previously or now?□Yes □No If so, what for ________________
Has your child had a course of antibiotics ? □Yes   □No
Did you have any complications in your pregnancy? □Yes   □No If yes please explain_____________    
Are you aware of the impact of nutrition on children’s behaviour (ie gluten, diary etc) ? □Yes   □No      
Has your child had any Fractures (broken bones)? □Yes   □No 
If yes,  when and what_______________
Has your child been hospitalise for any reason? □Yes  □No 
If  yes, when and why ______________________________
Do you have any current concerns for your child’s social, behavioural or emotional skills? □Yes  □No
 
What are your goals for your child’s care? _______________________________________ 



INFORMED CONSENT TO CHIROPRACTIC CARE 

Chiropractic care is recognised as being an effective and safe method of care for many conditions. However, you must 
recognise that there are risks associated with all health care procedures, including assessment and treatment, which you 
should be informed about. 

Please read the following carefully:- 

I acknowledge that I have discussed with the Chiropractor the rare risks associated with my proposed care which include 
but are not limited to muscle and joint soreness or strains, nausea and dizziness, fractures, disc injuries including disc 
encroachments/ruptures, causing nerve irritation and referred symptoms, strokes (or like episodes) and an exacerbation 
and/or aggravation of my underlying condition. Such risks may result in outcomes such as referral, further tests, surgery,

In very rare circumstances, some treatments of the neck may damage a blood vessel and lead to stroke or related 
symptoms (current statistics eg between 1 in 2 million to 1 in 5.85 million -Haldeman, et al. Spine vol 24-8 1999). Other 
possible risks include strain/injury to a ligament or a disc in the neck (current statistics eg less than 1 in 139,000) and the 

low back (current statistics eg 1 in 62,000 Dvorak study in Principles & Practice of Chiropractic, Haldeman 2nd Ed.). For 
some patients especially with bone weakening diseases, a fracture of a bone although rare is possible.” 

Paediatric Chiropractic Care.  I agree to the Chiropractors at Hills Health and Chiropractic delivering chiropractic care 
to minors under my care at my instruction.  I understand that these chiropractors are not paediatricians; but are qualified 
to manage chiropractic care in children.  I am also aware that these same chiropractors are registered health care 
practitioners under the AHPRA (Australian Health Practitioners Regulatory Authority).   The practitioners maintain their 
competencies by continuing professional development.

Consent to Chiropractic Care.  I agree to the Chiropractors at Hills Health and Chiropractic delivering chiropractic 
care to me. I do not expect the chiropractor to be able to anticipate or explain all the risks and complications.  I wish to 
rely on the chiropractor to exercise his/her judgement during the course of procedures which he/she feels at the time, 
based upon the information known, is in my best interests.
I understand that the intent of chiropractic care is to assist me in achieving my fullest potential.  I also understand that 
Chiropractic care may not rely on the presence of symptoms for its application to that region. To the best of my 
knowledge I have provided the Chiropractor with a complete and accurate health history.  I have read the above consent.  
I have had the opportunity to discuss with the chiropractor the nature and purpose of chiropractic adjustments and other 
procedures as well as other concerns.  I understand that results are not guaranteed.  I intend this consent form to cover 
the entire course of my chiropractic care for this and any future presentation.
I hereby request and consent to chiropractic examinations, adjustments and other chiropractic procedures wherever the 
chiropractor determines necessary.  By signing below I agree to chiropractic care.

Signature of Patient:______________________Print Patients name here:__________________________ 
(or parent if under 18 )                

Parents name if applicable:_______________________   Date:___________________________________ 

Chiropractor’s signature:__________________________ Date:__________________________________


