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PATIENT INFORMATION 

BACKGROUND
Questionnaires assist therapists to gather valuable information about a child’s history and functioning in the home and community environments.  This information is used to interpret test results and observations during evaluation.  Please fill out the questionnaire as completely as possible.  Additional written comments are welcome.  If you have questions about any of the questionnaire items, contact Therapedia and your question will be directed to the appropriate therapist.  Thank you.

Child’s name________________________________ Date of Birth __________________
Number of children in family and ages_____________________________________________

Who lives at home?_______________________________________________________

School__________________________  Teacher______________________  Grade_____

Reason for seeking evaluation and/or therapy__________________________________________

__________________________________________________________________

Has your child received previous evaluation and/or therapy?_________  If so, where and describe____________ __________________________________________________________________

How does your child get around in their environment (crawls, walks, w/c etc)__________________________

Does your child have any adaptive equipment/items used to assist your child?________________________________________ __________________________________________________________________

When did you first notice your child’s difficulties, and how were they apparent to you?_____________________

____________________________________________________________________________________________________________________________________

DEVELOPMENTAL HISTORY

Prenatal History
Mother’s age at birth of child __________                       Father’s age at birth of child_________

Were there any complications during pregnancy such as illness, Rh negative, German measles?  If yes, please describe________ __________________________________________________________________

Did mother take any medication during pregnancy?_______ If yes, please list_______________________

__________________________________________________________________

Birth History

	(  )  Full term
(  )  Premature
	If premature, give:

Month_____________

Weight_____________
	(  )  Vaginal birth
(  )  Cesarean birth

	Was labor:

(  )  prolonged
(  )  short
(  )  within normal range
APGAR score, if known________
	Were forceps used?_____

Medication during delivery: _____________________

_____________________

Time in NICU?_____________

Time on ventilator/oxygen_______

_____________________
	Were there other complications such as:

(  )  breathing difficulty
(  )  jaundice
(  )  tube fed
(  )  feeding difficulty
(  )  incubation

(  )  transfusion
(  )  congenital defects
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Was your child breast-fed? __________   If yes, how many weeks/months?_________

Did your child have difficulty breast feeding?_____  If yes, explain______________________________

Did your child have difficulty using the bottle?____  If yes, explain______________________________

Medical History
Has your child had any of the following? If yes, give dates.

Meningitis_​​​​__________        High temperatures ____________        Seizures_______________                                    Ear infections__________ ________________________________________________   Allergies: (  ) latex   (  )food - specify________________   (  ) other – specify________________  

Physical Injuries (describe and date)_______________________________________________

__________________________________________________________________

Surgeries/Medical Procedures (describe and date)________________________________________

__________________________________________________________________

Hospitalizations (describe and date)_______________________________________________

__________________________________________________________________

Medical diagnoses such as diabetes, epilepsy, heart trouble, autism, ADHD___________________________

Is your child currently on medication?______   Please list and state for which problem___________________ __________________________________________________________________

Is your child currently on supplements, holistic care, over the counter medications, etc?________________________________

______________________________________________________________________________________________________
Has your child had a hearing test?______ Results______________________________________

Does your child wear glasses?_____  Has he/she had an eye exam?_____ Results____________________
Does your child wet the bed after 3 years of age?_______________________________________________________________

Does your child have trouble learning urinary control?___________________________________________________________

Does your child have trouble learning bowel control?____________________________________________________________
Other medical history_______________________________________________________

__________________________________________________________________

Developmental History

Give ages as near as possible:  

Rolled over________;    walked________;   sat alone________;    

crawled on hands and knees____________;   crawled- other type (age/describe)_______/_____________;    
talked (simple words)________;    talked (sentences)_______________
Does your child use verbal communication to express wants/needs?    ______sometimes      _____always     _____often   _____rarely   ______never

Does your child seek out others in order to initiate communication or interaction?   _____sometimes    _____always  

  _____often    _____rarely    _____never

Does your child become frustrated when speech is difficult to understand or when unable to communicate?   _____sometimes   _____always   _____often   _____rarely    _____never
Check behaviors which describe your child as an infant:

(  )  cried a lot, fussy, irritable         
(  )  like being held
(  )  tense when held
(  )  good, non-demanding
(  )  drooled excessively
(  )  very active 

(  )  alert
(  )  resisted being held
(  )  good sleep patterns
(  )  quiet or passive
(  )  floppy when held
(  )  irregular sleep patterns
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School Performance

Please describe your child’s:

Relationship with teacher_____________________________________________________

__________________________________________________________________

Relationship with classmates___________________________________________________

__________________________________________________________________

Areas of academic difficulty___________________________________________________

__________________________________________________________________

Areas of most success or enjoyment_______________________________________________

__________________________________________________________________

Does your child require adaptation in the classroom (describe)?_________________________________

__________________________________________________________________

Parental concern

Please use the following space to share with us any other concerns/information that you feel we should know.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________
_______________________________________     _________________________

Signature of Parent






  Date
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