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Dear Parent:  Please complete this form on behalf of your child.  Please add detail as necessary or check the appropriate box that best relates to your child's need.  The therapist will review and help complete this document.  

	MEDICAL, GROWTH, AND DEVELOPMENT HISTORY


	Child’s Name: 


	Birth Date: 
	Date Completed: 

	What is your child’s specific concern or difficulty?


	List all Past Medical History: 



	Hospitalizations:



	Operations:



	Medical Precautions:
	( None    ( Asthmatic   ( Feeding  (Boney  ( Seizures  ( Latex Contact  

( Restricted Weight Bearing   (  Swallowing  ( Airway   ( Other, please specify: 



	Allergies: 
	( None  ( Medication  ( Foods  ( Environmental   ( Epi-Pen   
( Other, please specify:



	Medications: 


	( None  ( Other, please specify: 



	Adaptive Equipment:
	( None  (  Wheelchair ( Ramp  ( Walker  ( Crutches  ( Braces  ( Car Seat

( Bed Rails  ( Tub Seat  ( Toilet Frame  ( Sensory Equipment  ( Adapted Bike         ( Other, please specify:



	Assistive Technology:
	( None  (  Communication Device   ( Computer Use ( Mouse Use 
( Independent Access  ( Touch Pad   ( Switch Use   ( Other, please specify:


	Pain: 
	( None    ( Other, please specify:

             Location:


	Imaging:
	( None  ( X-Rays    ( MRI     ( EEG    ( Other, please specify: 



	General Health Status:  
	( Good  ( Fair  ( Poor  ( Other, please specify:



	Vision and Hearing:
	 ( Normal  ( Glasses  ( Hearing Aide  ( Other, please specify:


	Mother’s Pregnancy:
	( Normal   ( Toxemia  ( RH Incompatibility  ( Mother Illness  
( Gestational Diabetes  ( Bed Rest   ( High Blood Pressure  
( Other, please specify:



	Delivery:
	( Normal   (Vaginal Delivery  ( Caesarian Delivery  (Complicated Delivery 

(Premature   ( Other, please specify:

Gestational Age:              months  Birth Weight:

	Infancy:
	( Normal  ( NICU  ( Feeding Difficulties   (  Birth-to-Three services 

( Other, please specify:
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	SOCIAL HISTORY

	Birth To Three Services:
	( No  ( Yes  Agency:

	School Name:
	

	School Grade: 
	(circle one)  PK  K  1   2   3   4   5   6   7   8   9   10   11   12  



	Services: 
	( Special Education   ( 504 Accommodations  

( Paraprofessional    ( Physical Therapy  

( Occupational Therapy  ( Speech Therapy  

( Nursing  ( Psychology  ( Social Worker  

( Adaptive Gym Class 

( Other, please specify: 



	Speech Skills:
	( Okay  ( Having Difficulty

	Feeding Skills:
	( Okay  ( Having Difficulty

	Fine Motor Skills:
	( Okay  ( Having Difficulty

	Sensory Skills:
	( Okay  ( Having Difficulty

	Visual Motor Skills:
	( Okay  ( Having Difficulty

	GOALS FOR THERAPY AND ADDITIONAL INFORMATION

	What are your goals for your child’s physical therapy? 

Please use this space for any other information that you would like to share.




PEDIATRIC HISTORY FORM (Page 3 of 3)
PEDIATRIC QUALITY OF LIFE MEASURE:  For each statement below mark 1 through 10.  Use a score of “1” when your child is able to complete the statement easily and without difficulty. Use a score of “10” when child is not able to complete the statement at all or with great difficulty.
	MOBILITY

	Gets in and out of bed:
	1    2    3    4    5    6    7    8    9    10

	Gets on and off a chair: 
	1    2    3    4    5    6    7    8    9    10

	Walks 10 to 50 feet: 
	1    2    3    4    5    6    7    8    9    10

	Climbs stairs: 
	1    2    3    4    5    6    7    8    9    10

	Gets in and out of a car:
	1    2    3    4    5    6    7    8    9    10

	Walks around a store:
	1    2    3    4    5    6    7    8    9    10

	DRESSING, HYGIENE, AND EATING

	Gets clothes on and off:
	1    2    3    4    5    6    7    8    9    10

	Puts shoes on and ties them:
	1    2    3    4    5    6    7    8    9    10

	Brushes teeth:
	1    2    3    4    5    6    7    8    9    10

	Brushes or combs hair:
	1    2    3    4    5    6    7    8    9    10

	Wipes self after toileting:
	1    2    3    4    5    6    7    8    9    10

	Chews and swallows prepared foods: 
	1    2    3    4    5    6    7    8    9    10

	Swallows drink from a cup:
	1    2    3    4    5    6    7    8    9    10

	Feeds self with utensils:
	1    2    3    4    5    6    7    8    9    10

	Carries objects with two hands:
	1    2    3    4    5    6    7    8    9    10

	SOCIAL SKILLS

	Shows awareness and interest in others:
	1    2    3    4    5    6    7    8    9    10

	Manipulates toys and objects with intent:
	1    2    3    4    5    6    7    8    9    10

	Can state first and last name:
	1    2    3    4    5    6    7    8    9    10

	Uses 2-4 word sentences:
	1    2    3    4    5    6    7    8    9    10

	Plays safely without being watched:
	1    2    3    4    5    6    7    8    9    10

	Shows appropriate caution around danger:
	1    2    3    4    5    6    7    8    9    10

	Beginning to help with simple household chores: 
	1    2    3    4    5    6    7    8    9    10

	HEALTH AND FEELINGS

	Moves body parts freely:
	1    2    3    4    5    6    7    8    9    10

	Keeps balance without someone guarding:
	1    2    3    4    5    6    7    8    9    10

	Has no pain or aches in joints and muscles:
	1    2    3    4    5    6    7    8    9    10

	Feels physically strong:
	1    2    3    4    5    6    7    8    9    10

	Sleeps well at night, is not tired during day:
	1    2    3    4    5    6    7    8    9    10

	Does not feel sad, blue, angry, or scared:
	1    2    3    4    5    6    7    8    9    10

	Gets along with other kids:
	1    2    3    4    5    6    7    8    9    10

	SCHOOL PARTICIPATION

	Has no difficulty paying attention in school:
	1    2    3    4    5    6    7    8    9    10

	Has no trouble keeping up with schoolwork:
	1    2    3    4    5    6    7    8    9    10

	Is able to write or draw with a pen or pencil:
	1    2    3    4    5    6    7    8    9    10

	Is able to complete simple art projects:
	1    2    3    4    5    6    7    8    9    10

	Is able to complete homework with assistance:
	1    2    3    4    5    6    7    8    9    10
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