

     PATIENT




                                        

Patient Name:

_________________________________

Your Concerns about your child’s development/what information do you hope to gain from this evaluation? _____________________________________________________________________________________________________________________

Check any of the factors listed below that apply:

During Pregnancy: 

___ Excessive 
vomiting

___ Hemorrhaging

___ X-ray treatment

___ RH incompatibility

___ Drug/alcohol use

___ Medications

___ Trauma/injury

___ Previous miscarriages # ____

___ Other: _______________________

Labor and Delivery:

___ Full term

___ Premature:   ___ weeks early

___ Birth weight ___ lbs   ___ oz

___ Normal delivery

___ Induced

___ Forceps/Vacuum

___ Cesarean

___ Breech position

___ Other: _______________________

Conditions After Birth:

___ Low APGARS

___ Breathing difficulties

___ Oxygen: ____ days/weeks

___ Ventilator: ____ days/weeks

___ Sucking/feeding difficulties

___ Seizures

___ Jaundice

___ Bleeding in brain (intraventricular hemorrhage)

___ Heart problems

___ Persistent Pulmonary Hypertension

___ Other: _______________________

________________________________

________________________________
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HISTORY

Date:

_________________________________

Medical History Since Birth:

___ Colic

___ Multiple ear infections/tubes

___ Tonsillitis and/or tonsils/adenoids removed

___ Seizures

___ Encephalitis

___ Meningitis

___ Allergies: ___________________________

___ Heart problems

___ Asthma

___ Respiratory problems: _________________

___ Intubation/ventilation

___ Chronic colds

___ Exposure to second hand smoke

___ Sepsis

___ Renal (kidney) problems

___ Rubella

___ Toxoplasmosis

___ Feeding problems

___ Cleft lip or palate/craniofacial malformation

___ Reflux

___ Head trauma/brain injury

___ ADHD/ADD (Diagnosed by: ________________________________)

___ Surgeries/hospitalizations/injuries: _________________________________

___ Specific diagnosis (es)/syndromes: _________________________________

___ Other: _______________________

Pain Assessment:

Is your child currently experiencing pain

( Yes  ( No If yes, please describe: __________________________________________________________________

Current Equipment:

___ Glasses
___ Hearing Aid (s)

___ AFO’s
___ Other: ___________

Current Medications:

(Please list names & reasons for use)

_____________________________________________________________________________________________________________________

Date:

______________________________

Patient Name:

_________________________________

Family & Pets Residing in the Home:

Name

     Age
         Relationship

_____________    ___         __________

_____________    ___         __________

_____________    ___         __________

_____________    ___         __________

Family History of Related Problems:

_____________________________________________________________________________________________________________________

Developmental/Behavior:
Est. Age

Sat alone


    ____

Crawled


                  ____

Stood alone


    ____   Walked independently
                  ____ 

Bladder trained

                  ____

Bowel trained


    ____

Self-fed with spoon 

    ____  Assisted with dressing
                  ____

Cooing, pleasure sounds
                  ____

Babbling (ba-ba, da-da,etc.)                ____

Jargon, jabbering 

                  ____               Single words:_____________             ____

Phrases (go bye-bye, more juice)        ____

Short sentences

                  ____ Check Behaviors which describe your child:

____ Excessive tantrums

____ Defiant/destructive

____ Self-abusive

____ Very shy/nervous

____ Easily controlled/passive

____ Difficulty playing with other children

____ Difficulty separating from parent

____ Does not interact with care giver

____  Resists cuddling, pulls away, arches

____ Doesn’t like to wear certain clothing

____ Frequently irritable, fussy

____ Difficulty changing activities/routines

____ Easily startles to loud sounds

____ Distracted by sounds not noticed by others

____ Easily distractable, poor attention

____ Sensitive to bright light

____ Avoids eye contact

____ Fear of swings, merry-go-rounds
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Date:

_________________________________
____ Craves swinging/moving upside down

____ Difficulty sitting still/in constant motion

____ Difficulty sitting still/in constant motion 

____ Clumsy, falls, bumps into things/other people

____ Difficulty falling asleep

___Other:______________________________

Favorite toys, activities, etc.: _______________________________________

Speech-Language: 

Child primarily communicates with:

____ Gestures

____ Facial expressions 

____ Single words

____ Phrases

____ Sentences

____ Conversation

Child’s speech is:

____ Easy to understand

____ Difficult to understand by others

____ Almost never understood by others

Child understands:

____Family names

____ Names of objects

____ Simple directions

____ Complex directions

____ Conversational speech

____ Stutters/Decribe:______________

_________________________________

____ Demonstrates voice problems: ____ Hoarseness

____ Sounds like child has cold in nose

____ Talks as if air coming out of nose

____ Vocal nodules

____ Other:_______________________

____ Seen by ENT? Who? _________________________________

Date:

_________________________________

Patient Name:

_________________________________

Hearing:

Evaluated?    ( Yes   ( No

Where? ________________________________              When? _________________________________

Results: ________________________________

Situations in which hearing is difficult:

____TV on

____ In school

____ On phone

____ One on one conversation

Hearing: ____Remains constant ____Fluctuates

Responds to loud and soft sounds?  ( Yes  ( No

Oral Motor/Feeding:

____ Current feeding problems

____ Previous feeding problems

Describe: ______________________________________________________________________________

____ Bottle/Breast feed? Until what age? ______

____ Took pacifier? Until what age? _____

____ Sucks thumb

____ Drools

____ Grinds teeth

____ Breaths through mouth

____ Snores

____Does not eat age-appropriate food

____ Does not use age-appropriate feeding utensils

____ Does not feed self

____ Problems gaining weight

____ Picky eater

____ Regularly chokes/gags on food

____ Other: _____________________________

Education:

Day care, nursery, or school child attends:

_______________________________________

Days/week: ________ Hours/days: __________

Likes school: ( Yes  ( No

Current grade: ___________________________

Ever failed a grade:   ( Yes  ( No

Has a teacher expressed concerns about your child’s learning or behaviors? Describe: ______________________________________________________________________________
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Date:

_________________________________
Previous/Current Evaluation or Treatment:

____ Physical Therapy


____ Occupational Therapy

____ Speech

____ Psychological/Developmental

____ Feeding

____ EIP

____ School Related/Learning

____ Disability

____ Other: _____________________________

If yes to any of the above, give location and dates:_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Other physicians/professionals involved in child’s care: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Date:

_______________________________________

Please check off all that apply 
__ Delayed speech

__ mixed up the sounds and syllables in

      long words.            

__ severe reactions to childhood illnesses

__ constant confusions of left versus right.

__ late establishing a dominant hand

__ difficulty learning to tie shoes

__ trouble memorizing their address, phone 

     number, or the alphabet.

__ cant create words that rhyme.

__ a close relative with dyslexia.

__ Dysgraphia (slow, non-automatic 

     handwriting that is difficult to read)

__ letter or number reversals continuing past 

     the end of the first grade.

__ extreme difficulty learning

__ slow, choppy, inaccurate reading

      * guesses base on shape or context

      * skips or misreads prepositions 

         (at,to,of)

      * ignores suffixes

      * can’t sound out unknown words.

__ terrible spelling

__ often cant remember sight words    

     (they,were,does) or homonyms (their,       

     they’re, and there)

__ difficulty telling time with a clock with 

     hands.

__ trouble with math

     * memorizing multiplication tables

     * memorizing a sequence of steps

     *directionality

__ when speaking, difficulty finding the  

      correct word

     *lots of ”whatyamacallits” and 

         “thingies”

     * common sayings come out slightly 

          twisted

__ extreme messy bedroom, backpack, and 

     desk

__dreads going to school

     * complains of stomach aches or 

           headaches   

     * may have nightmares about school

__ trouble with math

     * memorizing multiplication tables

     * memorizing a sequence of steps

     *directionality

__ when speaking, difficulty finding the  

      correct word

     *lots of ”whatyamacallits” and 

         “thingies”

     * common sayings come out slightly 

          twisted

__ extreme messy bedroom, backpack, and 

     desk

__dreads going to school

     * complains of stomach aches or 

           headaches   

     * may have nightmares about school
Please check off all that applies for your family history.

  __ limited vocabulary


  __ extremely poor written expression


*large discrepancy between verbal 

              Written compositions.

  __ unable to master foreign language

  __ difficulty reading printed music

  __ poor grades an many classes

  __ may drop out of high school

  __ slow reader

  __ may have to read a page 2 or 3 times to 

      Understand it.

  __ difficulty putting thoughts onto paper

   
* dreads writing memos or letters

  __ still has difficulty with right vs. left

  __ often gets lost, even in a familiar city

  __ sometimes confuses b and d, especially 

       When tired or sick.
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