
Pre-consult Form

Demographics

Child name and DOB:___________________Child’s age:________________ Sex: Male / Female
Caregiver’s Name:_________________________DOB:_______Occupation:_________________
Medicare Number:___________________Exp:_______Child’s ref #______Parent’s ref #_______
Partner’s name:___________________________________Occupation:____________________
Address:_______________________________________________________________________
Best contact phone number/s:______________________________________________________
Other children? Ages?____________________________________________________________
Who is your child’s usual GP? 
Name of Dr:____________________________________________________________________
Name of practice:________________________________________________________________
Phone:_______________________________Fax:______________________________________
How did you hear about us?_______________________________________________________
Sleep Issue
What is the main sleep issue you and your child are having? Briefly outline?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What time do you generally put your child to bed?_______________________________________
What time do they wake up in the morning?___________________________________________
Do you have a bedtime routine? If so what is it? ____________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________
Generally how often does your child wake overnight? How do you help them to get them back to sleep?
____________________________________________________________________________________________________________________________________________________________
Does your child have feeds overnight? E.g. breastfeed, EBM, formula? 
____________________________________________________________________________________________________________________________________________________________
Where does your child sleep? E.g. bed/cot, your room/own room, in your bed?
____________________________________________________________________________________________________________________________________________________________
Have you tried some strategies already to help your child sleep? You may have had these recommended by another health professional or read about them in a book. Please briefly describe what you have tried, who recommended them and how well they worked?
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________
Does your child have daytime naps? If so how many and for how long? Do you have a nap time routine? What is it?
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________
Does your child use a dummy or comforter?
______________________________________________________________________________
Does your child snore or seem to have trouble breathing overnight?
____________________________________________________________________________________________________________________________________________________________

Child’s Health
Were there any problems during your pregnancy with your child? If so briefly describe.___________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Birth history? Any complications?
[bookmark: _GoBack]_____________________________________________________________________________
Has your child had any medical problems? If so briefly describe.
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Has your child had any operations/surgery? If so what and when?
______________________________________________________________________________
______________________________________________________________________________
Child allergies?
______________________________________________________________________________
Child medication?
____________________________________________________________________________________________________________________________________________________________
Are your child’s immunisations up to date?
______________________________________________________________________________
Do you have concerns about your child’s development? E.g. speech, motor?
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What does your child eat? E.g. breast/EBM/formula - number of feeds/24 hours, solids - number of meals/snacks?________________________________________________________________________________________________________________________________________________

Have there been any concerns about your child’s growth?
____________________________________________________________________________________________________________________________________________________________
Do you have any concerns regarding your child’s wet (urine) and dirty (poo) nappies? Or about toileting (in older children)?
____________________________________________________________________________________________________________________________________________________________

Caregiver’s Mental Health

Do you have a past history of depression, anxiety or other psychiatric illness? If so can you briefly describe when and how it was treated?
____________________________________________________________________________________________________________________________________________________________
Are your GP details the same as your child’s? If not please list.
Name of Dr:____________________________________________________________________
Name of practice:________________________________________________________________
Phone:_______________________________Fax:______________________________________









