PEDIATRIC DEVELOPMENTAL AND HEALTH HISTORY
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Patient’s Name: ____________________________________   
Birthdate: _____________
( M
( F

   (First)
                    (Middle)
                   (Last)
      Address: ___________________________________________________________________________________


(Street and Number)





(City/Zip Code)

Parent / Guardian Name: ________________________________   Daytime Phone: _______________________
Drivers License: ____________________State of License _____ OR   Last 4 #’s of SSN: __________________
Address: ____________________________________________   Email: _______________________________
Information Provided By: _________________________________   Daytime Phone: _____________________
Relationship to patient/child: __________________   How long have you known this patient/child? __________













          (If not the parent)

Emergency Contact: ____________________   Relationship to patient: _____________   Phone: ____________
Patient’s Doctor: _______________________________   Referring Doctor: _____________________________

Reason for Referral: _________________________________________________________________________
Describe your concerns and what you would like to accomplish with this occupational therapy evaluation and/or treatment?

     What are your child’s special interests? ___________________________________________________________


I. FAMILY HISTORY

List ALL family members (including referred patient/child), their ages, and indicate whether they are presently in the home.

	Relationship
	Name
	Age
	In Home
	Occupation
	Communication Problems

	
	
	
	Yes
	No
	
	

	Mother
	
	
	
	
	

	Father
	
	
	
	
	

	Others:
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Languages spoken in the home (English, Spanish, etc.) __________________________________________________

Medical Family History (Circle any that apply):


Diabetes, Seizure Disorder, Asthma, Allergies, Heart Disease, Birth Defects, Infant Death, Severe Vision or

Hearing Problems, Learning Disabilities, Cancer, Mental Retardation, Nervous Breakdown, or Other (Specify)



II. BIRTH AND INFANT HISTORY

Labor and Delivery:

  
Length of Labor: ________________

( Spontaneous ( Induced ( Hospital ( Home ( Cesarean Section ( Convulsions ( Infections


( Bleeding
Please explain any complications of child or mother before or after delivery: 


( Yes   ( No
Was the baby born full term?


( Premature   ( Late
How many weeks early or late? _____________________________________________
Was infant:   ( Cyanotic (blue)   ( Jaundiced (yellow)   ( Given Oxygen   How long? ___________________
Complications of infant during birth:

( Convulsions   ( Aspiration   ( Other: ________________________________________________________

( yes   ( No   Any other special problems or abnormalities?


If yes, please explain: 
   

First year of life: 
Feeding patterns including breast or bottle, adjustment to solid foods, etc.: ____________________________

Appetite:   ( Good   ( Poor   Weight gains:   ( Slow   ( Average   ( Excessive

( Yes   ( No   Any weight loss?   If yes, please explain: ___________________________________________

Sleep patterns:   ( Active   ( Listless   ( Colicky   ( Irritable   ( Other: _______________________________

III. HEALTH HISTORY (Infancy to present)
Childhood diseases/illnesses: 



( Yes   ( No   Accidents?   Age (at time of accident): _______   If yes, please explain: ___________________



( Yes   ( No   Hospitalizations?   Age: _______   Reason: __________________________________________


( Yes   ( No   Coordination problems?   If yes, please explain: ______________________________________


( High fevers (106( or more)?   How long and how often? __________________________________________


( Colds   How often and how many? ___________________________________________________________

( Allergies – Food, Insect bites, Drugs, etc.   If yes, please explain: ___________________________________
( Yes   ( No   Head injuries   Age: _______   Outcome: ____________________________________________

( Yes   ( No   Does your child have a history of neurological problems (such as seizures, epilepsy, muscle weakness, hydrocephalus, or cerebral palsy)? If yes, please explain: ___________________________________

( Yes   ( No   Surgeries:   Age: ________   Type: _________________________________________________

List present medications (for what conditions): ____________________________________________________

( Yes   ( No   Do you have any concerns about your child’s nutrition or growth? If yes, please explain: _______


( Yes   ( No   Is your child on a special diet? If yes, please explain: ___________________________________

Appetite:   ( Good   ( Poor   Explain any problems with eating/drinking: _______________________________
( Yes   ( No   Do you have any other concerns about your child’s health? If yes, please explain: _____________

( Yes   ( No   Prior occupational therapy? Please describe: ___________________________________________

	DEVELOPMENTAL HISTORY
	SLOW
	AVERAGE
	FAST
	AGE (If known)

	Crawled
	
	
	
	

	Sat Alone
	
	
	
	

	Stood Alone
	
	
	
	

	Walked Alone
	
	
	
	

	Toilet Trained
	
	
	
	

	Babbled or Cooed
	
	
	
	

	Said Words
	
	
	
	

	Said Sentences
	
	
	
	

	Fed Self
	
	
	
	


Hearing and Vision:

( Yes   ( No   ( Not Sure   Do you have any concerns about your child’s hearing? If yes, please explain: 


( Yes   ( No   ( Not Sure   Does your child have a history of frequent or chronic ear infections or tubes in ears?

Date: ___________________
( Yes   ( No   ( Not Sure   Did the ear infections clear up with antibiotics? If no, please explain: ____________



( Yes   ( No   ( Not Sure   Any ear infections within the last six months? If yes, how many? _______________

( Yes   ( No   ( Not Sure  Do you have any concerns about your child’s vision? If yes, please explain: _______




( Yes   ( No   ( Not Sure   Has your child seen an eye care specialist?
IV. EDUCATIONAL HISTORY
Schools attended: ___________________________________________________________________________

Describe any difficulties at school: 


( Yes   ( No   Child received special services. If yes, please explain: __________________________________

( Yes   ( No   Does your child enjoy school? If no, please explain: ____________________________________


How would you rate your child’s performance in school?

( Above Average   ( Average   ( Below Average   Comments: _______________________________________

V. BEHAVIORAL HISTORY (For children three years and older)
Please check one:
( Yes   ( No
Is your child frequently over-anxious (e.g., very nervous, fearful, worrying, sensitive, etc.)


Explain: _____________________________________________________________________________

( Yes   ( No   Does your child seek out other children to play with?
Explain: _____________________________________________________________________________

( Yes   ( No   Is your child frequently shy or withdrawn? (e.g., very timid, likes to be alone, self-conscious, secretive, few or no friends, etc.)

Explain: _____________________________________________________________________________

( Yes   ( No   Is your child frequently depressed? (e.g., very sad, moody, cries a lot, etc.)

Explain: _____________________________________________________________________________


( Yes   ( No   Has your child ever been self-destructive? (e.g., self-mutilation, suicidal thoughts or statements, etc.)

Explain: _____________________________________________________________________________

( Yes   ( No   Does your child frequently complain of physical problems that have no medical causes? (e.g., headaches, stomachaches or nausea, dizziness, vague aches/pains, etc.)

Explain: _____________________________________________________________________________

( Yes   ( No   Does your child have any eating or sleeping problems? (e.g., overeats or under eats, sleepwalking, excessive nightmares, obesity, oversleeps or under sleeps, etc.)

Explain: _____________________________________________________________________________
( Yes   ( No   Does your child seem to be hyperactive or very inattentive? (e.g., frequently daydreams, always ‘on the go,’ often fails to finish things, very ‘fidgety,’ and ‘restless,’ can’t pay attention or concentrate, etc.)

Explain: _____________________________________________________________________________

( Yes   ( No   Does your child seem to be overly aggressive either verbally or physically? (e.g., frequent fights, arguing, screaming or yelling, temper tantrums, throwing things, threatening others, etc.)

Explain: _____________________________________________________________________________

How would you rate your child’s overall social/emotional adjustment?

( Below Average   ( Low Average   ( Average  ( High Average   ( Above Average

Is there any additional information that we should know about your child that has not been asked in the previous sections? __________________________________________________________________________________



________________________________

(Signature of Parent/Guardian)




________________________________










(Date)

The Speech Center, Inc.


3144 State Street, Medford, OR 97504  ~  (541) 773-8255  ~  Fax (541) 773-8256





Thank you for your patience in answering these many questions. Your information and insights are of  value to us.
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