Learn Smart – Student History
Name _____________________________________________________________________
DOB _______________  Significant other /  partner______________________________​​_

Children (& ages) ___________________________________________________________

Employment /Occupation ____________________________________________________
Intention for this session  ___________________________________________________

__________________________________________________________________________

Please tick any of the following that you have experienced: 
Overall:

__ Poor coordination and / or balance

__ Poor concentration / focus
__ Poor memory : short and / or long term (please indicate)

__ Problems relating to others __________________________________________________

__ Low self esteem, low self confidence

__ Anxiety _________________________________________________________________

__ Strong dislike of change ____________________________________________________

Birth and developmental details:

__ Premature birth – If yes how many weeks premature? ____________________________

__ Very long labour / very short labour (please indicate)  

__ Caesarean section birth
__ Complications with birth – cord around neck / breech / forceps delivery / other:__________

__ High fevers with fitting

__ Serious illness – If yes please detail : __________________________________________

     _______________________________________________________________________

__ Serious trauma / accident __________________________________________________

     _______________________________________________________________________

__ Didn’t crawl / unusual crawl ________________________________________________

__ Early walker – If yes age? ________________​​​​​​​​​​​_________________________________
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__ Delayed speech __________________________________________________________

__ Hearing problems _________________________________________________________

__ Visual difficulties __________________________________________________________

__ Bedwetting (please indicate concern) __________________________________________

Study concerns: 

__ Stress with reading / reading comprehension

__ Stress with mathematics 

__ Stress with writing tasks

__ Stress with spelling and or grammar

__ Difficulty getting organised 

__ Difficulty with or  wanting to learn Study Skills 

__ Easily distracted 

__ Perfectionist

__Other___________________________________________________________________

__ Did either parent / siblings have difficulties at school – If yes which areas of study ______

     ________________________________________________________________________

Other information: 

__ Diagnosed ADD / ADHD / ASD / OCD / other: ___________________________________

__ Medication, including self prescribed and vitamin and mineral supplements: ___________

__________________________________________________________________________

__ Known allergies or sensitivities to food / environment _____________________________ 

     ________________________________________________________________________

__ Favourite activities____________________________________________________


__Other relevant information ___________________________________________________

     ________________________________________________________________________

     ________________________________________________________________________

NB : The information provided and methods used are designed to be a complimentary health aid are in no way intended as a substitute for the care and treatment of a licensed medical professional. 
Signature_________________________________________Date____________________ 

Thank you! All information received will be used solely for the purpose of this consultation and will remain confidential
