PATIENT INFORMATION

Patient Name DOB: /__/
Address: City:

State: Zip: Home Phone:

Responsible Party: DOB: /]
Address: City:

State: Zip: Home Phone: Cell:
Social Security #: - - Relation to Patient:

Employer: Phone #:
Responsible Party’s Spouse: DOB:
Social Security #: - - Cell:

Employer: Phone #:
Insurance Company: Policy #:
Address of Ins. Co.: City:
State: Zip: Phone #:

Emergency Contact Information

Name: Relation:

Address: City:

State: Zip: Phone #:










15. List all doctors seen routinely:

16. Current Medications:

17. Has child had any seizures? Under what conditions did seizures occur?

18. Was medication prescribed?

19. Is your child followed by any specialists? Please list:

V Developmental History

20. Has your child ever had therapy? ‘When?
Where?

21. Reason for therapy at that tume?
Goals achieved? Yes/No

22_ What language is spoken at home?

23. When did child say his/her first word? Use 2-word phrases? Use sentences?

24. Dnd speech/language ever seem to stop for a period of ime?
Describe:

25. How well can the child be understood by immediate family?

26. How well can the child be understood by others?

27. Circle the one your child uses most often: Sentences Phrases One or Two words Sounds Gestures

28. Do you question your child’s ability to understand directions and conversations?
Why?

29. Does your child hesitate “get stuck”, repeat or stutter on sounds or words?
If so describe:

How often?

30. Can your child read? What age did reading begin?

31. Does your child’s voice sound hoarse? Low-pitched? Nasal?

32. Do you think your child hears adequately? Do you think that his/her hearing changes from day
to day?




33. Has your child’s hearing been checked recently? What were the results?

Note the ages when the following occurred:

Hold head erect Crawl

Follow objects with eyes Feed self with spoon
Roll over from back to stomach Sit unsupported

Reach for objects Stand alone

Dress self Walk alone

Toilet trained

VI School Age History

Preschool: Age level/Teacher:

School: Grade: Teacher:

35. Describe your child’s typical grades:

36. What concerns do you have or the schools have regarding:
School Performance:

Attention/Concentration:

Work Habits;

Behavior:

37. What Concerns has the teacher reported?

38. Does your child receive special education services at school? Services received?
Last IEP date?

VII Associated Services

Intelligence testing Date Where
Results

Neurologic testing Date Where
Results

Physical Therapy Evaluation Date Where

Results






