
 
CAMBERLEY CHIROPRACTIC CLINIC LTD 

 

Children’s Questionnaire for under 12 years 
 

Name 
 ………………………………………………………………………………………… 
 
Address
 ………………………………………………………………………………………… 
 
……………………………………………………………   Postcode ………………………….. 
 
Date of Birth …………………………      Age ……………… 
  
 
 
Birth:    1st  child   Birth Weight…………………… 
    2nd child   Full Term Yes  
    3rd child     No  
 
Breast fed   Yes    How long? ……………………… 
    No   
 
Gas & Air   Yes    
    No   
 
Forceps   Yes   
    No   
 
Caesarian Section  Yes    Reason 
……………………………… 
    No   
 
Emergency Caesarian Yes               Reason ……………………….. 
    No   
 
Ventouse   Yes   
    No   
 
Back Pain in Pregnancy Before   
    During   
    After        
 
 



 
 
Had Colic   Yes   
    No   
 
Antibiotics Taken  1x    2x   3x  
 
Ear Infections    Yes   
    No   
 
Bed Wetter   Yes   
    No    
 
Asthma   Yes   Ventolin  Becotide  
    No   
 
 
 
 
Family History of Scoliosis  Yes   
     No   
 
Poor School Performance  Yes   
     No   
 
Moves bowels every day  Yes   
     No   
 
Aggressive    Yes   
     No   
 
Drinks Water  < 2 glasses per day   
   3-5 glasses per day    
   + 5 glasses per day   
 
Fizzy drinks    Yes   
     No   
 
Eats Vegetables   Poor   
     Good   
     Excellent  
 
 
 
 
 



 
 
Vaccinated   Yes  
  Reactions……………………………………..  
 

No ……………………………………… 
 
 
Fractures   Yes   

No  
 
What part of the body………………………………………. 

 
Accidents ( falls, car, bike, stairs etc ) …………………………………………………………… 
    
……………………………………………………………………………………………………… 
 
Any concerns you have about your child        …………………………………………………… 
 
……………………………………………………………………………………………………… 
 
……………………………………………………………………………………………………… 
 
……………………………………………………………………………………………………… 
 
 
 
Parent / Guardian consent for spinal check ……………………………………………………  
 
    
Date ………………………………………… 


