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Pediatric Developmental/Medical History Form

Child’s name: _________________________                           Male/Female
Date of Birth: _________________________                           Address: ____________________
Parent’s Names: _______________________                                          ____________________ Phone: _______________________________

Educational History
EI/School: ___________________________                       Grade: _______________________
Does your child receive any services in school? (i.e. therapy, etc?) _______________________
If yes, please list type of services and weekly amounts received: _________________________
_____________________________________________________________________________

Prenatal History (mother’s health during pregnancy)                              Comments
Did mother have infections, illnesses during pregnancy?     Yes/No _______________________
Unusual stresses during pregnancy?                                      Yes/No _______________________
Any medications taken during pregnancy?                            Yes/No _______________________

Birth History
Full Term			Yes/No                             Birth Weight:______________________
Premature			Yes/No                             # of weeks gestation:________________                                           
Cesarean Section		Yes/No
Forceps Used			Yes/No
Vacuum Assist		Yes/No
Breech				Yes/No
Nuchal Cord			Yes/No
Suction Required		Yes/No
Apgar Scores			One minute:  _____     Five minutes: _____    Ten minutes: _____
Any complications with delivery?  Yes/No
If yes, please explain: ___________________________________________________________
Did the child require any hospitalizations?     Yes/No
If yes, please explain: ___________________________________________________________
_____________________________________________________________________________

Infancy & Early Childhood
Did your child…                                                                                  Comments
Have any feeding/nutritional issues?		Yes/No __________________________________
Trouble with transition to solid foods?	Yes/No __________________________________
Have colic?					Yes/No __________________________________
Have trouble sleeping?			Yes/No __________________________________
Have positions he could not tolerate?		Yes/No __________________________________
Any other concerns:  ____________________________________________________________

Medical History
Pediatrician’s Name: _________________________     Address:  ________________________
Phone #: ___________________________________                    _________________________
Referring Physician (name and address): ____________________________________________
Medical Diagnosis: ___________________________  Onset date: _______________________

Please answer the following:                                                   Comments/Results
[bookmark: _GoBack]Recent Vision Exam			Yes/No             ___________________________________
Wears Glasses				Yes/No             ___________________________________
Recent Hearing Exam			Yes/No             ___________________________________
Hearing Aided				Yes/No             ___________________________________
Immunizations current		Yes/No             ___________________________________
                                                                                    Date of Onset                    Describe
Childhood diseases (ie: chickenpox)	Yes/No	___________		__________________
Surgeries				Yes/No	___________		__________________
Cardiac Problems			Yes/No	___________		__________________
Seizures				Yes/No	___________		__________________
Respiratory Difficulties		Yes/No	___________		__________________
Allergies				Yes/No	___________		__________________
Congenital Abnormalities		Yes/No	___________		__________________
Ear Infections				Yes/No	___________		__________________
Pain Issues				Yes/No	___________		__________________
Current Medications _____________________________________________________________
______________________________________________________________________________
Other precautions:_______________________________________________________________
Has your child ever received previous evaluations or treatment?       Yes/No
If yes, please describe type, professional’s name and dates of service: _____________________
_____________________________________________________________________________

Developmental Milestones				      Approximate Ages
Rolling								__________
Sitting Alone								__________
Crawling								__________
Walking								__________
Ate Solid Foods							__________
Drank from a cup							__________
Said First Word							__________
Spoke in Sentences							__________
Do you have any religious, cultural, or dietary needs that you would like me to be aware of?  
____________________________________________________________________________
What goals would you like your child to achieve?  
____________________________________________________________________________________________________________________________________________________________

__________________________________                            ______________________________
Signature of person completing this form                               Date
__________________________________                            ______________________________
Reviewed by therapist                                                            Date
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