Client  Information

Name_________________________________Phone_____________Date of Birth__

Address______________________________City___________State______Zip_____

Referred by____________________________________________________________

Emergency Contact__________________________________Phone______________

Why are you seeking therapy for your child today?

Behavioral Problems______________________________________________________

Headaches and Migraines__________________________________________________

ADD/ADHD____________________________________________________________

Developmental Delays__________________________________________________________________

Other___________________________________________________________________

________________________________________________________________________

Are there any other issues that you feel are affecting your child’s health, such as nutrition? ______________________________________________________________

________________________________________________________________________

What are the stressors you see in your child’s life?_____________________________

________________________________________________________________________

What changes would you like to see with CranioSacral Therapy?________________

________________________________________________________________________

