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 Private and Confidential

 Tel: 01840 214849                                                                    

Personal Details

Name:_____________________________________________________________________

Address:___________________________________________________________________

___________________________________________________________________________  

___________________________________________________________________________                                                       

Date of Birth:________________________________________________________________

Telephone No (parents) _______________________________________________________

Mobile Number (parents) ______________________________________________________

E-mail (parents)______________________________________________________________

GP’s name and address/Telephone No (required for legal reasons) ___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Hair & Eye Colour:____________________________________________________________

Complexion;________________Build;____________________________________________ 

Any distinguishing marks; moles; warts?__________________________________________

Religion:____________________________________________________________________


Please delete  Vegetarian:   Yes/No     Vegan: Yes/No  

Past Medical History

Please tick which vaccinations have been given (if known) 

	Diphtheria
	
	Polio
	
	Tetanus
	
	Measles
	
	Mumps
	

	Rubella
	
	BCG (TB)
	
	Meningitis
	
	Typhoid
	
	Hep A
	

	DPT
	
	MMR
	
	Smallpox
	
	Travel Vaccines
	
	Flu
	


Any other:-__________________________________________________________________

Did your child have any adverse effects from them and what were they? ___________________________________________________________________________

___________________________________________________________________________

What childhood diseases has your child had and at what age? 

	Hay fever
	
	Asthma
	
	Eczema
	
	Glandular Fever
	
	Tonsillitis
	
	Thrush
	

	Diabetes
	
	Malaria
	
	Ear Infections
	
	Bronchitis
	
	Cancer
	
	Cystitis
	

	Croup
	
	Chicken Pox
	
	Measles 
	
	Mumps
	
	Meningitis
	
	Cataracts
	


                Please indicate the timing of the child’s first milestones (please tick):
	1st tooth (usually around 8 months


	Early        
	On time
	Delayed

	Walking (usually around 1 year)


	Early        
	On time
	Delayed

	Talking (usually around 1 year)


	Early        
	On time
	Delayed


Any other illnesses:___________________________________________________________

Has your child had any operations/hospital visits i.e.: appendix, tonsils. broken bones,  What age were they?_________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Do they still have any discomfort or re-occurring problem, If so please describe?

___________________________________________________________________________

_______________________________________________________________________

______________________________________________________________________________________________________________________________________________

_______________________________________________________________________

Medical history, if known or cause of death, if deceased.  Please provide any information of family tendencies (e.g. Rheumatism, Blood pressure, Asthma, Allergies, Cancer, Diabetes, Heart disease, Skin disease, Eye problems)

Mother:____________________________________________________________________

Mothers, father: _____________________________________________________________

Mothers, mother:____________________________________________________________

Father: ____________________________________________________________________

Fathers, father:______________________________________________________________ 

Fathers, mother:_____________________________________________________________

Brothers:___________________________________________________________________

Sisters:_____________________________________________________________________

Aunt’s: _____________________________________________________________________

Uncle’s:_____________________________________________________________________

During the child’s pregnancy 

Did any of the following occur, please give details:-

Shock/fright:-_______________________________________________________________

Accident:-__________________________________________________________________

Grief:-_____________________________________________________________________

Did baby have hiccups?_______________________________________________________

Did baby move a lot or still?____________________________________________________

Medication Mother:-_________________________________________________________

What was this for? __________________________________________________________

Birth

Premature/Induced/Caesarean/Assisted birth:-___________________________________

How was baby on arrival ?(respiratory, colour, etc._________________________________

___________________________________________________________________________

Any trauma, e.g. cord round the neck?___________________________________________

___________________________________________________________________________

Current Medical Status

Current Medication & Dose:___________________________________________________

__________________________________________________________________________

__________________________________________________________________________

What is this for?_____________________________________________________________

__________________________________________________________________________

Has your child ever received any complementary medicine before, if so what was it ?

__________________________________________________________________________

__________________________________________________________________________

How did they react and what was the name of the medicine? _______________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________
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