ADMIN USE:

O Details entered
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O W. Email
O R.SMS
CHILD’S NAME M/F D.O.B.
ADDRESS SUBURB & POSTCODE
GUARDIAN 1. NAME: RELATIONSHIP
GUARDIAN 2. NAME: RELATIONSHIP
Guardian Phone: HOME MOBILE WORK

Guardian Email Address:

NAMES & AGES OF SIBLINGS:

PRIVATE HEALTH FUND: MEDICARE NUMBER:

GENERAL PRACTITIONER:

GP ADDRESS & PHONE NUMBER:

Who can we thank for referring you to Health Space?

GENERAL HEALTH HISTORY—If the mother or child has had any of the following, please circle Yes or No.

PRENATAL (CONCEPTION TO BIRTH) NEONATAL

While pregnant with your child, did the child’s mother: Immediately after the birth/during infancy, did any of the following occur?
Have a sedentary lifestyle Yes No Need for the child to be respirated Yes No
Smoke or drink alcohol Yes No Need for the child to be kept in a humidicrib Yes No
Have a poor diet Yes No Administered any medications Yes No
Have any falls or injuries Yes No Other significant accidents Yes No
Suffer from high blood pressure Yes No Difficulty feeding / latching / sucking Yes No
Suffer any other illness Yes No Head banging or rocking Yes No
Take any prescribed medications Yes No Recurrent childhood sicknesses Yes No
Have Proteinuria Yes No Surgery Yes No
Have X-rays/ultrasounds Yes No Failure to grow / gain weight Yes No
Duration of pregnancy in weeks ..........cccoceeviirieeninenne Show any unusual movements Yes No
Age of mother at time of birth ... Has disrupted sleep patterns Yes No
Any previous miscarriages/stillbirths? ...........c..cccocee.. Had speech or language difficulties Yes No
PERINATAL (BIRTH) o Breast-fed o Bottle Fed—Formula Type: ......ccoeiriiiniiniieneceeeeeeeee

During the birth did any of the following occur? . ) )
Any of the following childhood ilinesses:

Premature delivery Yes No
o Measles o Rubella o Mumps o Chicken Pox
Long or difficult delivery Yes No
Any allergies / SENSItIVItIES .........cviiiiiiiiiee e
Forceps or Vacuum extraction Yes No
Caesarean section Yes No OTHER

Please circle any other relevant conditions below:
Breach or other unusual presentations Yes No

Teeth Eyes Hearing Coughs/Colds
Use of drugs during labour Yes No
Headache Backache Gas Bloating

Induced labour Yes No

. Constipation Diarrhoea Hard Stools Loose Stools
Length of time in labour—Stage 1:........ Stage 2:.......
APGAR score at 1min: ... 5 minse........ Poor circulation  Hot/cold hands or feet Reflux Palpitations
Weight at birth ................. Length at birth .............. Difficulty urinating Frequent urinating Skin rashes/conditions
Head CircUmference ..........cc.cceveevecueeeeeeeeeeeeeeeeeeeneeen. Nappy rash Flaking Scalp
VACCINES & IMMUNISATIONS:
Has your child received all the recommended immunisations? o Yes o No o Some
Vaccine names: Age Given:
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In order for the Chiropractor to make a determination on the suitability of my child’s/guardian’s case for care, |
acknowledge and understand that a thorough history, evaluation and examination must be completed. | do hereby
request and consent to the performance of such an evaluation and examination by the Chiropractor | have booked my
child/guardian in with or any party authorised to do so by that person.

| understand | that | am encouraged to discuss with the Doctor of Chiropractic, or with any party authorised to do so by
that Chiropractor, about the nature and purpose of the examination process before it begins. | understand that there may
be remotely associated risks with treatment, as there are with any and all healthcare treatments. In healthcare, the
matter of whether any treatment is appropriate or not is determined by looking at the level of risk and comparing this with
the level of expected benefit. | understand that | may ask the doctor to stop the examination or treatment at any time. |
also understand that by signing this form and giving verbal consent before the treatment that the chiropractor continues
to be obligated for best practices delivered in the child’s interests at all times.

Parent/Guardian Signature ...........ccccoeciieiiiiiiiee e Date ....... T T

Thank you for completing this form. If you have any other information, questions or concerns to add below, please add
notes which can then be discussed with the doctor. We are here to serve you and are happy to explain things as much
as possible so you feel comfortable that your child is receiving the best and most up to date natural health care

available.

Your information is private and confidential, however we may need to correspond with various third parties, including
your GP, specialist or insurance company.

Health Space provides an appointment reminder service by SMS and may also communicate with you by SMS and
email from time to time.

All clients are automatically enrolled in this service. If you do not wish to have this service please indicate below:

O Please do not send me appointment reminders by SMS.
O Please do not send me Health Space updates by email.




