The Healthpraxis — Faversham Chiropractic Child Patient Consent and Intake Form

Parent / Person with Parental Responsibility

| confirm that | have parental responsibility for the child named below, or that | have legal authority to
consent to their examination and treatment.

Consent for Examination and Treatment

| understand that my child will first receive an age-appropriate history and examination. Any
recommended treatment will be explained before it is carried out.

Treatment may include observation, postural or movement assessment, gentle chiropractic
techniques, mobilisation where appropriate, soft tissue techniques, rehabilitation exercises,
movement advice, breathing strategies and lifestyle education.

Following examination or treatment, some children may experience temporary soreness, stiffness or
tiredness. These effects are usually mild and resolve within 24—-48 hours. Serious complications are
rare. Any material risks relevant to my child's individual circumstances will be discussed before
treatment.

The chiropractor may recommend referral to my child's GP or another suitably qualified healthcare
professional where appropriate.

| understand that | may ask questions at any time, decline any examination or treatment, or withdraw
consent without affecting my child's future care.

| understand that my child will be involved in discussions about their care in a way that is appropriate
for their age and understanding. Treatment will only proceed if my child is comfortable and willing to
participate, unless immediate treatment is clinically necessary.

Digital Assessment Consent

| consent to my child participating in a thermography, or movement assessment where clinically
appropriate. Information will be processed in accordance with UK data protection legislation and the
clinic Privacy Notice.

Declaration

| confirm that the information provided is true and complete to the best of my knowledge. | have had
the opportunity to ask questions and consent to my child receiving care.

Parent/Guardian Signature:

Printed Name:

Date:




The Healthpraxis - Faversham Chiropractic

PATIENT INFORMATION

Patient Name
Address

City

Home Phone
Mobile Phone

Email

Age Birthday
IN CASE OF EMERGENCY, CONTACT
Name
Relationship

Contact Number

State

HOW CAN WE HELP YOUR CHILD?

O Wellness Checkup  Q Other:

If your child is already experiencing a symptom, please describe it:

Has your child been treated on an emergency basis? Q Yes

Please describe:

PREGNANCY HISTORY

Mother’s Name
Mother’s Occupation
Mother’s Phone

Mother’s Email

Father’s Name
Father’s Occupation
Father’s Phone
Father’s Email

Who may we thank for referring you?

Did you experience any complications during your pregnancy? (check all that apply)

O Back/Other Pain

Q Pre-Term Q Fatigue

BIRTH HISTORY

Type of birth (check all that apply):
Q Hospital Q Birth Center
O Cesarean

Problems during labor / delivery?

Q Antibiotics
Q Respiratory Distress

O Gestational Diabetes

O Scheduled/Induced

Q Congenital Anomalies

0O Extended Hospitalization

Q Swelling

Q Home
Q Epidural

Q Pre/Eclampsia

Q Failure to Thrive
Q Other

Q StrepB
Q Other (please describe)

Q Normal / Vaginal

Q Jaundice

O Nauseau/Vomitting

Q Breech

Q Meconium



The Healthpraxis - Faversham Chiropractic

GROWTH & DEVELOPMENT

Infant feeding: Q Breast Q Bottle Q Formula

Number of hours of sleep each night: Quality of sleep:

At what age did the child:

Respond to sound: Crawl: Hold head up:

Stand: Sit unsupported: Walk unsupported:

CHILDHOOD DISEASES, ILLNESSES & VACCINATIONS

Has your child had (check all that apply)?:
Q Chicken Pox Q Measles Q Rubeola
Q Mumps Q Rubella Q Pertussis/Whooping Cough

Has your child ever suffered from (check all that apply)?:

Q Allergies Q Broken Bones Q Digestive Issues Q Hypertension Q Orthopedic Problems
Q Anemia Q Chronic Ear Aches AP IpRB KRR Q Jeuvenile Q Paralysis

O Arm Problems Q Colds/Flu O Dizziness i L S —

Q Asthma Q Colic Q Fainting Q Joint Problems Q Ruptures/Hernias

Q Back Aches Q Convulsions/Seizures Q Headaches Q Leg Problems Q Sinus Trouble

Q Bed Wetting Q Delayed Speech Q Heart Trouble O Neck Problems Q Tuberculosis

Q Behavioral Problems Q Diabetes Q Hyperactivity Q Neuritis Q Walking Problems
Have you vaccinated your child?

Q No Q Yes Q As scheduled Q Delayed Schedule

ALLERGIES, MEDICATIONS, SURGERIES & FAMILY HISTORY

ALLERGIES (list) MEDICATIONS (list)

SURGERIES (list) FAMILY HISTORY (list)

SIBLINGS

How many children do you have? Number of pregnancies:

Children’s’ Ages: Are you currently pregnant? O No  Q Yes, I'm due:

Childrens’ health concerns: Health concerns regarding this pregnancy?



