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PEDIATRIC
THERAPY




Background Information

Date: ____________________

Child’s Name:  ______________________________________
Sex:  ____________________

Address:  __________________________________________
DOB: ___________________

     __________________________________________
SS#: ____________________


     __________________________________________


Home Telephone:  _________________________
Cell Phone:  _________________________

Parent/Guardian’s Name:  _________________________________________________________

Address: (If different than child)  ___________________________________________________________
Telephone: (If different than child) ______________________
E-Mail: ________________________

Employment:  ___________________________________________________________________
    

Work Telephone:  ___________________________________
SS#: ____________________

Parent/Guardian’s Name: _________________________________________________________

Address: (If not same as above) ___________________________________________________________
Telephone: (If different than child) ______________________
E-Mail: ________________________

Employment: ___________________________________________________________________


Work Telephone: __________________________________
_
SS#:  ___________________

Parent and Sibling Information

Name




      Age
      Significant Medical or Developmental Problems

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Name of School:  ________________________________________________________________

Address:  ______________________________________________________________________

Telephone:  _________________________________
Teacher:  ___________________________

Child’s Primary Physician:
_________________________________________________________  

Address:  ______________________________________________________________________

Telephone:  ______________________________
Referral Source:  _____________________

Reason for Referral/Diagnosis:  _____________________________________________________

Insurance Company: _____________________________________________________________   

Policy #:  ________________________________
Insured’s DOB:  ______________________

Milestones (Age of Accomplishment)
Rolled over  _________________________
Sat alone  ________________________________

Crawled  ____________________________
Walked independently  ______________________

Social smiling  ________________________
Responded to sound  _______________________


Said first word  ________________________
Combined two words  _______________________

Began eating table foods  _______________

Fed Self:  with fingers  __________________
with spoon  _______________________________

What are your child’s sleeping patterns? ______________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

What are your child’s favorite toys?  _________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

What Are Your Primary Concerns?

Child Related




Family Related
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Birth History

Pregnancy  _______________________________________________________________

Labor  ___________________________________________________________________

Delivery  _________________________________________________________________

Birth Weight  _________________________________________

What hospital?  ____________________________________________________________

Current Health Status  ___________________________________________________________

Seizures  _________________________________________________________________

Medications  ______________________________________________________________

Allergies  _________________________________________________________________

List Serious Illnesses  ___________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Hospitalizations  (Date and Reason)

1. ______________________________________________________________________

2. ______________________________________________________________________

3. ______________________________________________________________________

Evaluation by other professionals  (Name, address, and date)

Neurologist  _______________________________________________________________



_________________________________________________________________________

Orthopedist  _______________________________________________________________

_________________________________________________________________________

Ophthalmologist  ___________________________________________________________

_________________________________________________________________________

Psychologist  ______________________________________________________________

_________________________________________________________________________

Geneticist  ________________________________________________________________

_________________________________________________________________________

Therapist(s) _______________________________________________________________

_________________________________________________________________________

Other  ___________________________________________________________________

_________________________________________________________________________
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