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Confidential Pediatric History 
This information needs to be completed before we are able to schedule an evaluation for your child. This information will be used to select the therapist best suited to address your child’s needs as well as to help determine the duration of the appointment.
Child’s Name:_________________________       Gender: ____________________
Date of Birth:__________________________      Grade: _____________________
School:_______________________________      Teacher:____________________
Referred by:_________________________________________________________
Child’s Primary Care Physician:
Name:_______________________________        Phone: _____________________
Address:____________________________________________________________
Permission to send evaluation report to physician?       ⁭Yes          ⁭No

Other Health Care Providers:

Name: ____________________Profession: _______________Phone: _______________

Name: ____________________Profession: _______________Phone: _______________

Name: ____________________Profession: _______________Phone: _______________
Contact Information:

Mother’s  Name:________________________________________________

Address: ______________________________________________________

Daytime Phone: ______________________ Alt. Phone:__________________
Email: ____________________________
Father’s  Name:________________________________________________


Address: ______________________________________________________

Daytime Phone: ______________________ Alt. Phone:__________________
Email: ____________________________
Primary Concerns: 
⁭ Expressive Language

⁭ Comprehension of Language



⁭ Articulation of Sounds

⁭ Grammatical Development

⁭ Fluency/Stuttering


⁭ Voice Quality

⁭ Social Communication Skills
⁭ Play Skills

⁭ Swallowing/feeding 

⁭ Global Delays

⁭ Auditory Processing

⁭ General Learning 

⁭ Early Literacy Development
⁭ Reading and related skills
⁭ Grammatical Development

⁭ Written Language/Spelling


Please list any specific questions or concerns you would like addressed during this evaluation:
Is your child aware of, or frustrated by, his/her speech/language difficulties? ⁭Yes   ⁭No
Description:

Family History

Siblings:





Age
Sex         Handedness    
_____________________________

___
___
      L  /  R

_____________________________

___
___
      L  /  R

_____________________________

___
___
      L  /  R

_____________________________

___
___
      L  /  R

Marital Status of Parents: ⁭married   ⁭divorced   ⁭separated   ⁭Other: _____________
Mother’s Education:  ⁭ Less than high school

                                      ⁭High School or GED

                                      ⁭College Degree: ___________________________

                                      ⁭Graduate Degree: __________________________
Current Occupation: ____________________________________________

Handedness:   L / R
Father’s Education:   ⁭ Less than high school

                                      ⁭High School or GED

                                      ⁭College Degree: ___________________________

                                      ⁭Graduate Degree: __________________________

Current Occupation: ____________________________________________

Handedness:   L / R
Is there any family history of speech, language or learning problems in your immediate of extended family? If yes, please describe and include familial relationship to your child.

Is there a language other than English spoken in the home or at school? ⁭Yes  ⁭No
Specify:
If yes, what language would you consider to be your child’s dominant language?
Have there been any recent moves or recent changes that you feel could be affecting your child in any way? 
Birth/Developmental History

Is your child adopted?  ⁭Yes     ⁭ No

If yes, please indicate the age you assumed care of your child: _____________________

Please indicate country of child’s origin: ______________________________________
Please indicate any extenuating circumstances we should be aware of:
Length of pregnancy:  __________
Please describe any complications during pregnancy or delivery:

Did your child meet all early developmental milestones in a timely manner? 







Yes

No

Unsure?
Rolling over (3-4 months)

___

___

___
Sitting up alone (5-7 months)               ___

___

___
Babbling (5-7 months)


___

___

___
Crawling (8-10 months)


___

___

___
Walking (11-14 months)

   
___

___

___
First solid foods (9-12 months)

___

___

___
First words (1 year)


___

___

___
Combine words (2 years)

___

___

___
Other:_______________
Is there any history of feeding or swallowing problems? ⁭Yes    ⁭No
Description:
Does your child seem to be overly sensitive to sensory experiences?
⁭ Auditory:____________________________________________________

⁭ Visual:_______________________________________________________

⁭ Tactile:_______________________________________________________

⁭ Movement:____________________________________________________

⁭ Taste:________________________________________________________

⁭ Smell:________________________________________________________

⁭ Visual:_______________________________________________________

Has your child ever been treated for sensory processing difficulties? ⁭Yes
      ⁭No
Description:
Please identify any specific concerns your pediatrician has had regarding your child’s overall development:
Has your child ever received any assessments or treatment in the past for developmental issues? (Speech, Occupational, or Physical Therapy) ⁭Yes    ⁭No
Description:

Behavior/Social Development
Do you have any concerns with your child’s play behavior or social interaction? ⁭Yes
⁭No
Description:
Behavioral Characteristics of your Child:
⁭cooperative



⁭restless

⁭attentive



⁭poor eye contact

⁭willing to try new activities

⁭easily distracted/short attention
⁭prefers to play alone


⁭aggressive

⁭separation difficulties

⁭withdrawn

⁭easily frustrated/impulsive

⁭stubborn

⁭easy going/flexible


⁭social/outgoing
⁭immature for age


⁭mature for age
⁭Other:__________________________________________________________
What do you consider to be your child’s primary strengths?
Please describe some of your child’s favorite activities, toys, or interests:
Please describe any school/daycare experience, including frequency and duration of school day:
Did your child experience any difficulties adjusting to a school routine?

Does your child receive any additional services or programming at school? ⁭Yes    ⁭No

Description:
Medical History
Has your child had any of the following?
⁭recurrent ear infections
⁭allergies


⁭sleep disturbances

⁭adenoidectomy

⁭tonsillectomy

⁭PE tubes

⁭thumb/finger sucking
⁭concussion


⁭head injury

⁭seizures


⁭vision problems

⁭serious illness/injury
⁭high fever


⁭respiratory problems
⁭other: ​​​________________
Please list specific allergies: 

Has your child ever been diagnosed with:

⁭ADD



⁭ADHD


⁭Anxiety Disorder

⁭Mood Disorder

⁭Autism Spectrum Disorder
⁭Cognitive Delay

⁭Failure to Thrive

⁭Pervasive Developmental Disorder

⁭Learning Disabilities: ________________________________________________

⁭Genetic Disorder: ___________________________________________________

⁭Other: ____________________________________________________________
Please list any current medications your child is taking:
Medication: ______________________
Purpose: _______________________

Medication: ______________________
Purpose: _______________________

Medication: ______________________
Purpose: _______________________

Please list dates of most recent hearing and/or vision testing and results:

Hearing:__________________________________________________

Vision:___________________________________________________
Please describe any history of vision or hearing problems:
Are there any medical precautions the therapist should be aware of when working with your child?

Is your child in good general health at the present time?       ⁭ Yes
   ⁭ No

Is there any additional information you think we should know about your child?

*Please attach prior assessments, IEP’s, academic records etc.
Name of person completing form: ________________________ Date: _____________
Office Use:


Therapist: _______________


DOE:  ____________


DOB: ____________ 


CA: ______________
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