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Medical History Form
Personal Information:
	Child’s Name:
	

	Child’s DOB:
	

	Child’s Gender:
	


	Mother’s Name:
	

	Marital Status:
	

	Address:
	

	Home Phone:
	

	Cell Phone:
	

	Email address:   
	

	Employer:
	

	Position:
	


	Father’s Name:
	

	Marital Status:
	

	Address:
	

	Home Phone:
	

	Cell Phone:
	

	Email address:   
	

	Employer:
	

	Position:
	


Other family members in the home (list ages and relationship):

	Name:
	Age:
	Relationship:

	
	
	

	
	
	

	
	
	

	
	
	


Insurance Information:

	Primary Insurance Company:
	

	ID or Policy #:
	

	Group #:  
	

	Address of Insurance Company:
	

	Phone number of insurance Company:
	

	Name of Policy Holder:
	

	SS # of Policy Holder:  
	

	DOB of Policy Holder:
	

	Address of Policy Holder 

(if different from patient)
	


	Secondary Insurance Company:
	

	ID or Policy #:
	

	Group #:  
	

	Address of Insurance Company:
	

	Phone number of insurance Company:
	

	Name of Policy Holder:
	

	SS # of Policy Holder:  
	

	DOB of Policy Holder:
	

	Address of Policy Holder 

(if different from patient)
	


Reason for Referral:
	Referred by:
	

	Reason for visit:
	

	When was problem first noticed:
	

	By whom:
	

	Previous diagnosis:
	

	Previous evaluations:   
	


	What are your child’s strengths?


	

	What are your concerns about your child?
	

	What are your goals for therapy?
	


Medical Contacts:
	Name of Pediatrician:
	



	Names of Specialists your child has or currently sees:
	Type of Specialty

	
	

	
	

	
	

	
	


Pregnancy History:    Check any of the following that apply:
	During the pregnancy, 
Did the child’s mother…
	     √
	When?
	Explanation

	Drink alcoholic beverages?
	
	
	

	Smoke?
	
	
	

	Take medications or drugs?
	
	
	

	Use drugs?
	
	
	

	Have high blood pressure?
	
	
	

	Have toxemia?
	
	
	

	Have spotting or bleeding?
	
	
	

	Have any severe accidents?
	
	
	

	Have any x-rays taken?
	
	
	

	Have unusual strain?
	
	
	

	Have prescribed bed rest?
	
	
	

	Have unusual emotional strain?
	
	
	

	Have other illnesses/medical problems?
	
	
	


Birth History:    
	Birth hospital:
	

	Birth weight:
	

	Gestational age at birth?
	

	Length of stay in hospital:  
	

	Type of birth (place x in box):
	Vaginal
	
	C-section
	
	Breech
	

	Multiple birth (twin/triplet):
	

	Was labor induced?
	

	Were forceps or vacuum used?
	

	Did mother have complications?
	

	Did baby need medical assistance to start breathing?  
	

	What means were used?
	

	How long until normal breathing was established? 
	


Check any of the following that applied during the first month of life:

	Cyanosis (blue)
	
	Convulsions/seizures
	
	Congenital Anomaly
	

	Jaundice 
	
	Infection
	
	Diarrhea
	

	Injury
	
	Jitteriness
	
	Anemia
	

	Floppy
	
	Trembling
	
	Colic
	

	Failure to thrive
	
	Stiff
	
	Heart Problems
	

	Excessive crying
	
	Feeding difficulties
	
	Other Syndrome
	

	Skin rash
	
	Poor suck/swallow
	
	Allergies
	


Family History:

	Family history of…
	√
	Relationship
	Explanation

	Learning Disorders
	
	
	

	Emotional Disorders
	
	
	

	Genetic Disorders
	
	
	

	Attention Disorders
	
	
	

	Speech Disorders
	
	
	

	Substance Abuse
	
	
	


Childhood Medical History:
	Check any that apply:
	√
	Age
	Explanation

	Convulsions/seizures
	
	
	

	Meningitis
	
	
	

	Encephalitis
	
	
	

	Injury to head
	
	
	

	Fainting spells
	
	
	

	measles
	
	
	

	Chronic illnesses
	
	
	

	Constipation
	
	
	

	Reflux
	
	
	

	Allergies
	
	
	

	Chronic cough
	
	
	

	Asthma
	
	
	

	Heart disorders
	
	
	

	Stomach/intestinal disorders
	
	
	

	Reactions to immunizations
	
	
	

	Ear infections-chronic/tubes?
	
	
	

	Hearing exam/difficulties
	
	
	

	Vision exam/ difficulties
	
	
	

	Difficulty Sleeping
	
	
	

	Difficulty eating
	
	
	

	Hospitalizations
	
	
	

	Is your child currently taking any medications?
	
	
	

	Is your child toilet trained?
	
	
	


	Please explain any other medical conditions that your child has received treatment for?
	


Motor Development:

List the age that your child achieved this skill:

	
	Age
	Comment
	
	Age
	Comment

	Smiled
	
	
	Undressed self
	
	

	Followed with eyes
	
	
	Dressed self
	
	

	Reached for objects
	
	
	Used buttons and snaps
	
	

	Rolled over
	
	
	Used zippers
	
	

	Sat without support
	
	
	Tied shoes
	
	

	Crawled on belly
	
	
	Skipped
	
	

	Crawled on hands & knees
	
	
	Rode tricycle 
	
	

	Pulled to stand
	
	
	Rode bicycle 
	
	

	Stood without support
	
	
	Used spoon and fork
	
	

	Walked alone
	
	
	Used writing tools
	
	

	Used to bathroom alone
	
	
	Used scissors
	
	


Speech and Language Development:
Check any of the following that apply:

	My child communicates by…
	√
	
	√

	Gestures
	
	Single words
	

	Eye gaze
	
	Phrases
	

	Crying
	
	Conversation
	

	Sign language
	
	Augmentative Device
	


	Can you understand your child’s speech?  
	

	Can others understand your child’s speech?  
	

	Does your child stutter?  
	

	How many words does your child say?
	

	Can your child follow directions?  
	

	Can your child answer simple questions?
	

	Primary Language Spoken At Home:
	


Sleep:

	What time does your child typically wake up?
	

	What time does your child to bed?  
	
	What time does your child nap?
	

	Does your child have difficulty falling asleep?
	

	Does your child have difficulty staying asleep?
	

	How often does your child wake up at night?
	

	What position does your child prefer to sleep?
	

	Is your child a restless sleeper?
	

	Does your child snore?  Every night?
	


Eating/Swallowing/Elimination:

	What does your child typically eat for breakfast?
	

	What does your child typically eat for lunch?
	

	What does your child typically eat for dinner?
	

	How much does your child drink in a day?
	

	What type of liquids does your child drink?
	

	What type of cup does your child drink from?
	

	How does your child eat (spoon-fed, tube-fed, fingers, fork spoon, adaptive equipment) ?
	

	Does your child have a good appetite?  
	

	Is your child a picky eater?  
	

	Does your child choke or gag frequently?  
	

	Does your child drool?  
	

	Does your child dislike any tastes, textures or temperatures?  
	

	Does your child suck his thumb/ fingers?  
	

	Does your child use a pacifier?  
	

	Has your child had a swallow study or upper GI?  
	

	How frequent are your child’s bowel movements?  
	

	Does your child suffer from constipation/diarrhea?
	

	What is the consistency of your child’s bowel movements?  
	


Academic/Education:
	School:
	
	Grade:
	

	District:
	
	Teacher:
	


Academic/Education Concerns:

	Check any that apply:
	√
	Explanation

	Poor handwriting, letter formation
	
	

	Poor memory, short-term/long-term
	
	

	Right-left confusion, directionality problems
	
	

	Hand dominance established
	
	

	Late letter recognition
	
	

	Poor word recognition skills
	
	

	Poor reading comprehension
	
	

	Difficulty getting ideas on paper
	
	

	Problems with math
	
	

	Difficulty with word problems or calculations
	
	

	Procrastinates
	
	

	Forgets assignments/materials
	
	

	Poor attention and concentration
	
	

	Trouble keeping materials organized
	
	

	Classified for special education/ type
	
	

	Repeated a grade/ which one?
	
	

	Poor physical coordination
	
	


	Who usually disciplines your child?
	

	What methods are used:
	

	Do parents agree on method of discipline?
	


⁭
Social/Emotional Behavioral Concerns:
	Check any that apply:
	√
	Explanation

	Has temper tantrums
	
	

	Bites nails
	
	

	Has nightmares
	
	

	Is unusually active, fidgety
	
	

	Is unusually inactive. unproductive
	
	

	Has difficulty making friends
	
	

	Is inattentive 
	
	

	Is impulsive
	
	

	Is distractible
	
	

	Has anxiety/ separation anxiety/panic attacks
	
	

	Has headaches, stomach aches, nausea
	
	

	Cries easily
	
	

	Is self conscious/easily embarrassed
	
	

	Avoids peer interactions 
	
	

	Has chronic motor or vocal tics
	
	

	Wets bed or soils bed 
	
	

	Has difficulty with transitions
	
	

	Resists change in environment
	
	

	Does not enjoy fun activities
	
	

	Difficult to discipline
	
	

	Is socially inappropriate
	
	

	Gets upset easily
	
	

	Has poor personal hygiene
	
	

	Is destructive
	
	

	Shows physical violence against persons/property
	
	

	Has self injurious behaviors
	
	


	If there is any specific information which has not been requested on this form that you think would help us in understanding your child’s problems, please include here: 


	Once the written evaluation is completed, a copy will be sent to you and your child’s pediatrician.  Please indicate the names and addresses of any other specialists that you would like your child’s evaluation mailed to:

	Specialist Name:
	Address:

	
	

	
	

	
	


	Your Name:
	

	Relationship to child:
	

	Your signature:
	
	Date:
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