NEW PATIENT FORM
Name

Date of birth

Address

Occupation
Employer

State

Postcode

Phone (M)

Email
Referred by

(H)
Where did you hear about Christian Lutz Osteopathy?
(ie referral from family/friend, referral from practitioner/doctor, advertisement, social media, walk in, website or other)

What is the main purpose of your visit today?

Have you been to an Osteopath previously? □ yes □ no
If so, what for?

Do you have any existing medical conditions?

List any injuries, accidents, operations;

List any medications or supplements you are currently taking;

Do you suffer or have suffered from any of the following?
High or low blood pressure
Stroke
Headaches, migraines
Cancer

□ yes
□ yes
□ yes
□ yes

□ no
□ no
□ no
□ no

Breathing difficulty
Skin conditions
Allergies
Digestive problems

□ yes □ no

Are you pregnant?

□ yes
□ yes
□ yes
□ yes

□ no
□ no
□ no
□ no

Further details

Do you smoke?

List your sports, exercise activities;

GP Name:
GP Address/Suburb:

GP Phone:

□ yes □ no

PATIENT INFORMATION (0 - 2years)
What is your reason for attending the clinic?
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Have you seen any other health care practitioners for these problems?

□ yes

□ no

If so, whom?____________________________. When was your child last seen & what were the results of treatment?
_________________________________________________________________________________________________
Is your child under the care of any other health care practitioners? ____________________________________________
_________________________________________________________________________________________________
Length of pregnancy: ________________________________________________________________________________
Please tick the relevant:
□ Hospital Birth

□ Home Birth

□ Vaginal Delivery

□ Caesarean

□ Epidural Induction

□ Forceps/Vacuum

□ Breech Position

□ Jaundice

□ Meconium

□ Antibiotics (Mother/Baby)

Did the child get stuck in the birth canal? ___________________. If yes, please explain: ________________________
________________________________________________________________________________________________
Did the child have any bruising after birth? ___________________. If yes, please explain: ______________________
________________________________________________________________________________________________
Please explain any other events/complications during pregnancy or birth: ______________________________________
________________________________________________________________________________________________
Natural or Assisted Conception (e.g. IVF)? ______________________________________________________________
Please describe the mother’s health during pregnancy, and if any of the following occurred/was used/was a factor
(Nausea, Over the Counter Medicines, Alcohol Consumption, Prescription Medicines, Bleeding, Physical / Emotional
Trauma, Recreational Drugs, Depression, Supplements, Diabetes, Smoking, Exercise, Stress, Illness, Other): ________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
Please describe the child’s health in the first month, and if any of the following occurred and how often (Coughing /
Wheezing, Frequent Infections, Ear Infections, Colic, Reflux / Vomiting, Constipation / Diarrhoea, Heart Murmur, Anaemia,
Eczema, Thrush, Epilepsy / Seizures):_________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
Describe your child’s appetite (and any known food allergies): ______________________________________________
________________________________________________________________________________________________
Has the child had any of the following and if so, please state the time: (Chicken Pox, Measles, Whooping Cough,
Pneumonia, Rubella, Other): _________________________________________________________________________
________________________________________________________________________________________________
Please tick the relevant in regards to immunisations:
□ Vaccinations to Schedule

□ Selective Vaccination

□ Conscientious Objector

Please describe your child’s sleep patterns: _____________________________________________________________
Day sleeps: _____________________________________ Night sleeps: ______________________________________

