
Name _____________________________________

Address____________________________________________________________________________________________

Phone _____________________________________________

DOB ____/____/____

I N T A K E  F O R M -  B A B Y  A N D  C H I L D

Date _______________

Email_______________________________________________________________________________________________

How did  you hear about us?_______________________________________________________________________

Parents Name/s_____________________________________________________________________________________

By signing this form, I agree and consent to the healing work. 

I understand that with any healing process and bodywork, symptoms can worsen before they get
better. 

I understand this care is designed to assist the body with healing by helping to remove stressors
from the body. I understand that healing takes time and there is no quick immediate fix to my
problem, and health is a process. 

I freely permit my child to undergo the recommended treatment and hereby give my full consent
to treatment.

I understand that any fee for service rendered is due at the time of service and cannot be
deferred to a later date. 
  

Name___________________________________________________________________________________________________

Signature of Guardian/Parent_____________________________________________  Date _____________________

Agreement



I N T A K E  F O R M -  B A B Y  A N D  C H I L D

What is your main concern for your child? Please describe their symptoms

Symptoms in the past 6 months

Has your child had any of these symptoms
in the last 6 months - please circle

Nervousness

Anxiety

Neurological disorders

Lower Back Pain

Hip issues or Groin problems

Knee pain

Digestive Troubles

Constipation

Diarrhoea

Asthma/Allergies

Breathing problems

Headaches

Sleeping disorders 

Ear / Throat Infections

Sinus Problems

Neck Pain 

Milk or lactose intolerance

Other food senstivies 

Blood noses

Loss of hearing 

Colds/Flu

GATEWAYS

Are there any secondary concerns or anything else from this list: 



I N T A K E  F O R M -  B A B Y  A N D  C H I L D

Was it chemically induced?                                   Y            N

Was  a C-Section performed?                               Y            N

Were forceps used?                                                 Y            N 

At the Child’s Birth 

Health History

Are there any other details about the birth you think are useful for us to know about in order to

help?       If yes, please specify

Were there any specific stresses that may have been present in your family at the time of your
childs birth? 

Is your child on medication? What condition is it for?

Has your child ever been injured? Please specify

Has your child experienced any trauma? Please specify

Have there been any stressful events occurred in your childs life? Please specify

If not already mentioned, has your child ever been in a motor vehicle accident?

Please provide details: 

Has your child ever been hospitalised or had surgery?

Any Childhood illnesses? If yes, please list  

Yes / No

Yes / No 

Yes / No 

Yes / No 

Yes / No 

Yes / No 

Yes / No   



I N T A K E  F O R M -  B A B Y  A N D  C H I L D

Any history with colic, reflux or difficulty breathing?  

Have there been any falls? eg falling out of bed, off a bike, down steps etc

Is your child accident prone?

Does your child have a learning disorder?

Does your child show any signs of nervousness, not coping or anxious

behaviour?

Has your child had a spinal curvature (scoliosis) confirmed by an approved

practitioner?

Have you ever had X-rays taken? What was the result?

Yes / No

Yes / No 

Yes / No 

Yes / No 

Yes / No 

Yes / No 

Yes / No  

If you could improve one aspect of your child’s health or behaviour, what would it be? 




