Craniosacral Baby health history form

Maria Esposito BSc (Hons) 


Please answer the following questions as thoroughly as possible. Doing so will help provide a comprehensive picture of your health. Your personal details will be kept for my own information only, nothing will be shared with any other company and everything will be kept safely stored. 

Date…………………Referred by………………………………..MOTHER NAME/ADULT NAME

Name of child……………………………………/D.O.B…….…
-------------------------------------------------
Address………………………………………………

Mobile N………………………………….
…………………………………post code…………..

Doctors Name………………………………

Home number……………………………………….


Address……………………………………

Tel.

Email:……………………………………………………….. …………………………………………………… Opt-in to my 

monthly nutrinews email by ticking here         You can unsubscribe from it at any time after your first one
	Reasons for coming
Weight at birth
Length at birth

Head circumference at birth

Mother medication/supplement:

	Labour history/birth:
Duration of birth:
Nature of birth:
Presentation:

Home or hospital or water:

Caesarean section elective or emergency:

Forceps/ ventouse or both:

Medication:

Cutting time of umbilical cord:

Immediate after care :
Baby Sleeping pattern: night time 
Day time sleeping 

Feeding pattern 
How many times the baby has pooed in a day:
 Does the baby have colic or bring his/her knees up after 10 to 30 minutes of feeding
Does the baby have reflux

	Pregnancy history: intra uterine patterns 
Problems during pregnancy
Accidents - illnesses
Easy or difficult
	Is the baby breastfed or bottle fed?
If bottle fed state the main reason

	Family histories eg. (allergies, health disorders)
Mother

Father

Siblings: how many?
Any history of allergies or milk or lactose intolerance
	If mother or father smoke how many per day:
Any additional information:


Baby symptoms. Please tick or describe:

Sleep pattern: 

Feeding pattern:

Sucking reflex:

Breathing pattern:

Lying preference

Neck retraction

Colic

Crying and screaming

Family history if any pathologies or allergies or others 
Pathologies

Medication

Vaccinations
We declare that all the information given above are true and we understand that all the information about our treatments are confidential. We understand that this is not a medical treatment and that in case of serious problem we will contact our GP for further tests and check- up. 

NAME IN PRINTING AND SIGNATURE of one of the parents

---------------------------------------------------------------------------------------------------------------------------

Observation by the therapist 

Grip / sucking reflex

Neck rotation

Hips and sacrum movements 

Asymmetries of movement and behaviour

Eyes

Baby emotional state

Mother emotional state 
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