
Infant Craniosacral Therapy

Name: ___________________________________________	Date: _________________________
Baby’s Name, Age & Gender:________________________________________________________
Baby’s Birth Date: ____________________________ Baby’s Due Date: _____________________
Place of Delivery: ____________________________ Hours in Labor: ______________________
Any issues during your pregnancy? (emotional trauma, infections or other complications)
_________________________________________________________________________________
Did your baby remain in one spot toward the end of your pregnancy? _____________________
Circle:		Vaginal  |  Cesarean  |  Forceps  |  Vacuum  |  
		Excessive suction  |  Intubation  |  Resuscitation  |  Surgery
Do you know in what position your baby was delivered? _________________________________
How was your baby after delivery? (look and demeanor) ________________________________
How is your baby’s disposition? ______________________________________________________
How does your baby sleep? (position, longest stretch) __________________________________
Does your baby like “tummy time”? __________________________________________________
How is your baby’s digestion/elimination? ____________________________________________
Excessive spit-up or reflux issues? ___________________________________________________
How is feeding going? ______________________________________________________________
How is your baby’s weight gain? _____________________________________________________
Does your baby prefer one feeding position or one breast over the other? __________________
Does your baby favor turning his/her head to one side over the other? ____________________
What is your main concern for today’s treatment? ______________________________________

