Medical History

Child’s name










Date                 


Parent or guardian’s name













Address





City



State          Zip Code



Phone Numbers (H)




 (W)/(C)



 Date of Birth  


Child’s age:



Referred By



 Email 






What is your reason for referral?












Are there any areas of tension/pain you have noticed or suspected?




































     Does the baby cry excessively when he is laying on his back?









How does the baby respond to tummy time?
























      How often are you practicing tummy time?











Does baby seem to have any head turning preferences?










Where (and in what position does baby nap/sleep?

























List any previous therapy and provider’s name (chiropractic, OT, PT, etc):






















Please describe mother’s labor and birth:


























Were there any complications during the pregnancy or unusual conditions that would have affected the birth?
















 Were there any labor complications?










































Cesarean?   Yes     No   Were drugs used?


       What gestational week was the baby born?


Name of pediatrician:
Town/city:


Is the child seeing any specialists?   Yes     No   If yes, whom and for what?














Has the child had any recent traumas or surgeries?    Yes     No    If yes, please describe


List all major surgeries














List and explain all medications













Describe any allergies or skin sensitivities











Are immunizations current?


Any recurrent illnesses?























Is the child currently sick?   Yes     No    If yes, with what and has your child seen a physician?




















Does your child have any:

Congenital defects or chronic health issues?


























Physical limitations?














Vision problems?





Hearing problems?






Dental problems?





Speech problems?






Troubles with sleep?














Gastrointestinal issues?














Troubles breastfeeding or eating solid foods?









































Developmental delays?





























Circle all of the following conditions that your child has had (and if so, at what age?):

Chronic colds

Tonsillitis

High fevers

Enlarged glands

Thyroid

Bleeding/Bruising

Heart trouble

Rheumatic fever Diphtheria

Chicken pox

Measles

Pneumonia

Whooping cough

Tuberculosis

Croup

Seizures

Encephalitis

Meningitis

Mumps

Asthma

Sinusitis

Tongue-tie

Torticollis

Plagiocephaly

Brachiocephaly

Cranial molding


Airway issues

Stridor

Laryngomalacia

Hip dysplasia

Sacral dimple

Tethered cord Rectus Diastasis

Congenital defect

Other

Please explain in detail:








































































 

Do you have any additional concerns about the baby’s health that you haven’t mentioned above?




















I understand that massage practitioners do not diagnose illness, disease or any physical or mental disorder; nor do they prescribe medical treatment, pharmaceuticals or perform spinal manipulations of any kind. 

I acknowledge that massage is not a substitute for medical examination or diagnosis and that it is recommended that my child sees a pediatrician or the appropriate specialist for these services.

You are authorized and directed, without further approval, to provide massage therapy for my child



I have stated all medical conditions of which I am aware and will update the massage therapist of any changes in my child’s health status.
  I understand that if I choose not to disclose any health information, I hereby waive, release and discharge any claims or suits against Sara Riley arising out of any injuries, losses or damages related to this treatment.

Signature








   
Date





PHOTOGRAPH RELEASE 

I agree to allow Sara Riley, LMT to take photographs of my child to be used for educational purposes within the Ankyloglossia Bodyworkers group, TummyTime!™ Professionals, or Cranial Nerve Dysfunction & Oral Restrictions In The Precrawling Baby.  These are private multidisciplinary forums populated by lactation consultants, bodyworkers, craniosacral therapists, chiropractors, occupational therapists, physical therapists, RNs, and osteopaths.  These groups are profound resources.  Many of these professionals are the foremost specialists in their field.  The groups’ policies regarding case studies are strict: photographs will NOT be duplicated or used by any member of the group.  

Signature of Parent





   

Date





Print name of Parent





   

Date





I agree to allow Sara Riley, LMT to take photographs of my child to be used in public educational or promotional material regarding ankyloglossia. 
Signature of Parent





   

Date





Print name of Parent





   

Date





I agree to allow Sara Riley, LMT to take photographs of my child to be used on www.sararileylmt.com
Signature of Parent





   

Date





Print name of Parent





   

Date





Thank you but I’d prefer NO PHOTOGRAPHS be taken and shared. 

Signature of Parent





   

Date





Print name of Parent





   

Date




