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In order to maximize the effectiveness and safety of our sessions, I ask that you take the time to fill out this confidential questionnaire carefully and completely.

Parents Names: __________________________________________________ Date:__________
Child Name: ___________________________________Referred by:______________________
Address:______________________________________________________________________
Phone: day_______________eve._____________cell______________email________________

Childs Date of Birth: _______________Age________________ Birth Weight: ______________
If child was born early/premature please indicate how many weeks early: __________________
Name of Pediatrician: _______________________________Phone______________________
May I contact her/him if the need arises? (circle) Yes   No
What brings you here today?(major complaints/symptoms) ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What aggravates the condition?____________________________________________________
Infant/Child Medical History: Please check or circle the conditions that apply and note any additional medical concerns in the space marked Other.

___ Sleep problems ______________________________________________________________________________
___Digestive conditions (colic, gassy, poor absorption, etc.)_____________________________
______________________________________________________________________________
___Headaches _________________________Frequency________________________________
___Skin conditions (rash, warts, eczema, wounds, skin cancer, ect.)_______________________
___Allergies (nuts, foods, plants, trees, environmental, ect.)______________________________
___Ear infections or tubes in ears __________________________________________________
___Lymphatic conditions (swollen glands, lymphoma, lymph edema, etc.)__________________
______________________________________________________________________________
___Circulatory conditions (heart problems, BP, Thermoregulation) ______________________________________________________________________________
______________________________________________________________________________
___Neurological conditions (numbness or tingling anywhere, etc)_________________________
______________________________________________________________________________

___Joint conditions (pain, stiffness, hypermobility, etc.) ________________________________
______________________________________________________________________________
___Bone conditions (fractures, cancer, scoliosis, etc.)___________________________________
______________________________________________________________________________
___Recent injury (sprain, strain, deep bruise, etc.)______________________________________
___Contagious conditions (Flu, HIV, Poison Ivy, Impetigo, Hepatitis, etc.)__________________
​​​​​​​​​​​​​​​​​​​​​​​​______________________________________________________________________________
___Birth Complications (Cerebral Palsy, trauma, other complications, etc.) _________________

______________________________________________________________________________

___Developmental Delays ________________________________________________________

______________________________________________________________________________

___Surgery__________________________________________________________________________________________________________________________________________________
Stress Due to:__________________________________________________________________

_ __________________________________________________________________

___Medications/Herbs_________________________________________________________________________________________________________________________________________
___Other__________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Signature:_______________________________________Date:________________


