[image: ]
Information
Today’s Date:                                      
Patient’s name:                                            Patient’s DOB                                                          
Legal Guardian:                                         Phone:                              
Address:                                                                                                                                    
Financial Guarantor:                                           Phone:                              
Address:                                                                                                                                    
Language spoken in the home:                                                      
Siblings ages:                                                                                              
Prenatal History:                                                                                                                            
Developmental History:                                                                                                              
Where developmental milestones met on time:                   
Has your child ever been diagnosed as having any disorders and/or developmental delays?         
Please explain:                                                                                                                        
Is your child receiving special care from a physician, therapist, or other health professional?                       
Explain:                                                                                                                                                                                                                                                                                        
Has your child’s hearing been evaluated?                 
When?                                  Physician                                                              
Results:                                                                                                                     
Has your child’s vision been evaluated?                         
When?                                  Physician                                                       
Results:                                                                                                                         
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Speech and Language
Describe what your child’s speech and/or language concerns are: 
                                                                                                                                                   
Has anything been done about the problem prior to now?                
If so, what?                                                                                                                               
What would you like to see done about the speech/language concerns?                                      
                                                                                                                                                   
Are there any questions you would like answered?                                                        
                                                                                                                                                   
Please indicate the age, in months, at which your child did the following:
Made cooing sounds                
Used two words together                
Said first word                
Used simple sentences           

Does your child use most sounds correctly?           
Do you understand most of what your child says?           
Do other people understand your child?           
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Motor Development
Please indicate the age, in months, at which your child did the following:
Sat unsupported:                                        Crawled on hands & knees:           
Rolled over:                                                  Walked alone:           
Dressed self:                                                 Tied shoelace:           
Colored pictures, within lines:                   Potty Trained:                 
Is your child left or right handed?                                       
Does your child have a tendency to switch hands?                          
Explain:                                                                                                                                     
Please check all that apply to your child’s motor skills:
[bookmark: Check1]|_| Seems weaker than others his/her age (tires easily)
[bookmark: Check2]|_| Difficulty with hopping, skipping, running, jumping compared to others his/her age
[bookmark: Check3]|_| Movements are stiff and awkward
[bookmark: Check4]|_| Clumsy, bumps into things
[bookmark: Check5]|_| Pencil/coloring activities are better than large motor activities
[bookmark: Check6]|_| Large motor activities are better than pencil/coloring activities
[bookmark: Check7]|_| Motor skills seem average compared to others his/her age
Please indicate if your child experienced any of the following:
[bookmark: Check8]|_| Excessive choking in foods
[bookmark: Check11]|_| Excessive gagging
[bookmark: Check9]|_| Sensitivity to specific textures (which ones)
[bookmark: Check12]|_| Described as a picky eater 
[bookmark: Check10]|_| Sensitivity to specific temperatures
[image: ]Educational and Social Information
Name of school/daycare:                                                              Phone:                            
Address:                                                                                                                                    
Has your child ever repeated or skipped a grade in school?                  
Which one and why?                                                                                                             
Does your child excel in any subjects?           Which ones?                                             
Has your child ever received instruction outside of the regular classroom?               
If so, explain:                                                                                                                            
How does your child feel about his/her school and teacher?                                         
How does your child get along with other children?                                                       
Do you think your child’s motor skills are in advance of his/her language skills?       
Do you think your child’s language skills are in advance of his/her motor skills?       
Has your child been tested in any of the following areas?
Speech Language Evaluation:           
When?                           Where?                                              
Academic Evaluation?              
When?                            Where?                                                 
Psycho-Educational Evaluation?                    
[bookmark: _GoBack]When?                                 Where?                                             
Occupational Evaluation?               
When?                                 Where?                                               
Physical Therapy Evaluation?                   
When?                                     Where?                                               
How does your child amuse him/herself when alone?                                                                                          
What are your child’s favorite play activities?                                                                  
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