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Personal Details
	Child’s name:
	

	Date of birth:
	

	Diagnosis:
	

	Date of Diagnosis:
	

	Home address:
	

	

	

	Email Address:
	

	Home telephone number:
	

	Mothers name:
	

	Mother’s contact number:
	

	Mother’s mobile number:
	

	Fathers name:
	

	Father’s contact number:
	

	Father’s mobile number:
	

	Carer’s name(s):
	

	Emergency contact name:
	

	Emergency contact number:
	

	Who will collect the child?
	

	Number of children in family:
	

	Name of siblings, pets and other information we can use to make your child

feel at home?

	

	

	Method of referral:
	

	Epilepsy:
	

	Medication:
	

	Allergies:
	

	Any other medication:
	

	For treatment of:
	


History of Pregnancy
	Place of birth:
	

	Length of pregnancy:
	

	Length of Labour:
	

	Birth Weight:
	

	Birth Details:
	

	
	

	
	

	
	

	
	

	

	Breathing Problems:
	

	Oxygen? If so, how long?
	

	Special care? If so, how long?
	

	Tube feeding:
	

	Seizures:
	

	Medication at birth:
	

	MRI test:
	

	MRI results (please give dates):
	

	CAT scan:
	

	CAT results (please give dates):
	

	Discharge details (age, state of 

health, remarks from doctors):
	

	

	

	Name of Health Visitor:
	

	Additional Birth Comments:
	

	


General Health
	General Health
	

	Vaccinations/immunisations:
	

	Early childhood illnesses:
	

	Child’s present condition

	Height:
	

	Weight:
	

	Head circumference:
	

	Head Microcephaly:
	

	Head Macrocephaly:
	

	Head Hydrocephalus (shunt):
	

	Contractures/ dislocations:
	

	Latest hip X-ray and know problems:
	

	Operations:
	


Vision
	Date of last test:
	

	Test Location:
	

	Test outcome:
	


Hearing
	Date of last test:
	

	Test Location:
	

	Test outcome:
	


         Education
	Playgroup/ CDC Group etc:
	

	Nursery School:
	

	School:
	

	Details of attendance at other centres for specific reason e.g. 

cranial osteopathy, aromatherapy, reflexology, homeopathy etc:

	

	


Current Treatments

	Physiotherapy
	

	Name:
	

	Address:
	

	Frequency:
	

	Place of treatment:
	

	Duration of session:
	

	Speech & Language Therapy
	

	Name:
	

	Address:
	

	Frequency:
	

	Place of treatment:
	

	Duration of session:
	

	Occupational Therapy
	

	Name:
	

	Address:
	

	Frequency:
	

	Place of treatment:
	

	Duration of session:
	

	Social Worker
	

	Name:
	

	GP/Paediatrician
	

	Name:
	

	Address:
	


Special Aids
	Piedro boots, AFOs, gaiters, 

arm splint, brace etc.
	

	Special chair:
	

	Standing frame:
	

	Walker, sticks etc:
	

	Wheelchair:
	

	Other:
	


Motor Development
	Muscle tone:
	

	Can the child sit:
	

	Can the child sit up/lie down independently:
	

	Can the child move around 

independently (how):
	

	Fine motor development 

(manipulation):
	

	Hand preference:
	


Communication

	How does the child communicate?
	

	If the child communicates using 

words, how would you describe their vocabulary and clarity?
	

	If the child uses communication aids, please describe them:
	


Eating / Drinking
	Does your child have any problems 

with chewing/swallowing/dribbling?
	

	Any problems with eating e.g. tongue thrust, bite reflex, lip closure etc.
	

	Can the child eat/drink 

Independently by:
	

	Any special feeding equipment?
	

	Any special drinking equipment?
	

	Any problems with drinking?
	

	Special diet?
	


Learning Abilities
	Awareness e.g. of other people, activities?
	

	Interest in toys, books etc.             Favourites and dislikes?                
	

	Attention/ Concentration:
	

	Response:
	


Behaviour
	How would you describe the 

child’s general behaviour?
	

	Is it age appropriate?
	

	Do they fixate on any one

object?
	

	Does the child regularly express

any strong emotions?
	


Sleeping
	Any problems:
	

	Does the child sleep alone?
	

	Sleep routine:
	

	
	

	Recognition of meaning of 

bedtime:
	


Dressing / Undressing

	Does the child participate in dressing/undressing?
	

	Shoes, socks, AFO’s:
	

	Tops:
	

	Trousers:
	

	Buttons:
	

	Zips:
	

	Poppers:
	


Pottying / Toileting
	Does your child use the 

toilet/potty?
	

	Independently?
	

	Can they look after their

toileting needs independently ?
	


Declaration

	Confirm Name:
	

	Confirm Date:
	


Medicine Cupboard
	The contents of the Medicine cupboard are listed below; this medication may be administered if an accident occurs.

Please indicate your permission by ticking the appropriate boxes



	
	Yes
	No
	Reason

	Plasters
	
	
	

	Triangular bandages
	
	
	

	Cotton wool pads
	
	
	

	Savlon antiseptic liquid
	
	
	

	Safety pins
	
	
	

	Hypoallergenic surgical tape
	
	
	

	Lint dressing
	
	
	

	Sterile eye pads
	
	
	

	Sterile wound dressing
	
	
	

	Feverscan
	
	
	

	Resusciade
	
	
	

	Cling film
	
	
	

	Optrex eye drops
	
	
	

	Optrex eye lotion with bath
	
	
	

	Autan bite ease spray
	
	
	

	Stretch bandage
	
	
	

	I give permission for the above medication to be administered to the above named child, with the exception of those items checked NO.



	Name of child
	

	Name of signatory
	

	Relationship to child
	

	Signature
	

	Date
	


AFO Agreement

	Understanding that in the Conductive Education Centre my child’s learning is active and facilitated by the conductors I give permission to take off AFO’s as follows:


	For the whole session
	  □  Yes     □  No

	For specific activities 
	  □  Yes     □  No

	When standing and walking
	  □  Yes     □  No

	When sitting
	  □  Yes     □  No

	My child has to wear AFO’s all the time in which case I understand that he/she will not be able to participate in certain tasks and activities during the session.                                                                              □  Yes



	Name of child
	

	Name of signatory
	

	Relationship to child
	

	Signature
	

	Date
	

	

	Conductors Signature
	


Hips

	To my best knowledge ________________________________________’s hips are in place and functioning satisfactorily. 

I give permission for my child, ____________________________________, to be involved in all task series and activities which are potentially important facilitators in his/her learning process.

If there are any movements which of you are aware of being harmful or painful to your child therefore should not be carried out, please list and give details.



	Comments:

	

	

	

	

	

	

	Name of child
	

	Name of signatory
	

	Relationship to child
	

	Signature
	

	Date
	

	

	Conductors Signature
	


Photographic Permission Form
	Throughout the sessions we would like to photograph and maybe video your child.  The photographs are displayed in your child’s development file and can be viewed at any time.

We would also like to use these materials for teaching, educational and promotional purposes including on the website – www.meganbakerhouse.org.uk 

To enable us to photograph or video your child it is good practice to seek the permission of the parents or careers.  We would appreciate it if you could sign this form and return it to us.

I give permission for my child to be photographed and filmed at Megan Baker House for the following purposes:

	
	Please tick

	Progress reports and children’s files – 

often shared with school and other professionals
	

	Teaching / training materials
	

	Newsletter
	

	Website
	

	Other promotional materials – 

leaflets, posters, fundraising presentations etc
	

	

	Comments:

	

	

	

	Name of child
	

	Name of signatory
	

	Relationship to child
	

	Signature
	

	Date
	

	

	Conductors signature
	

	Date
	


Thank you

Medical Record
	Name Of Child:

	Name / address / tel of GP / paediatrician



	Medication:



	Allergies:



	Illnesses / operations:
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