KIDS’ THERAPY CENTER

 PATIENT HISTORY

Patient Name: ___________________________________

Patient DOB: __________________

Social Security Number:________________

Address: ________________________________________________________________

________________________________________________________________________

Home Phone ________________________   Cell Phone __________________________ 

Work Phone ________________________    Email ______________________________

Parent/Caregiver Information

Name: ____________________________ 
Social Security Number: _______________

Age: _________________Occupation: _______________________________________

Name: ____________________________ 
Social Security Number: _______________

Age: _________________Occupation: _______________________________________

Marital Status:  __Married  __Divorced  __Separated  __ Single

Names and Ages of Siblings:

_______________________________________________________________________

Concerns regarding your child?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are your goals for treatment? ______________________________________________

___________________________________________________________________________

___________________________________________________________________________

Has your child received occupational therapy in the past? 
Yes 
No

Dates of Services:____________________________________________________________

Facility Name:______________________________ Phone # _____________________

Therapist Name: _______________________________________________

Can we contact him/her?   ___Yes   ___No

Has your child received Physical therapy in the past?  ___Yes 
___No

Dates of Services: ___________________________________________________________

Facility Name:__________________
____________Phone #:______________________

Therapist Name:__________________________________________________________ 

Can we contact him/her?   __-Yes    ___No

Has your child received speech therapy in the past?

Yes 
No

Dates of Services:____________________________________________________________

Facility Name:______________________________ Phone #: _________________________

Therapist Name: _____________________________________________________________

Can we contact him/her?      __ Yes      __ No                                                                                                     

Please indicate and describe if anyone in your family has/had difficulty with the following:

Learning ___________________________________________

Physical____________________________________________

Emotional __________________________________________

Health ______________________________________________

Speech _____________________________________________

Birth History

Please describe your health during your pregnancy:

________________________________________________________________________________________________________________________________________________

Has there been a history of ?

__ Previous Premature Births        __Miscarriages                     __ Still Births

Has there been a history of:

Length of pregnancy: ___ week/months

Delivery Method: ___ Vaginal



      ___ Elective Caesarean


      ___ Emergency Caesarean 

Please explain:___________________________________________________________

Medications or Instruments required during delivery:

__Forceps   __ Vacuum Extraction   

Baby’s birth weight:____ pounds ____ ounces 
APGAR scores: ________________

Did your child have:

___ Difficulty breathing

Did your child require oxygen? 
Yes
No

___ Jaundice 



Did your child require phototherapy? Yes
No

___ Absence of birth cry

___ Meconium


Did your child stay in the Neonatal Intensive Care? 

___Difficulty latching/nursing





Yes      No

___Seizure Activity       

If Yes,  __ Ventilation  __ CPAP   How Long ____

___Physical Abnormality

___ Other: __________________________                   

Length of hospital stay for baby: _____________

Describe your baby’s health the first month:   ____________________________________________

__________________________________________________________________________________________________________________________________________

Developmental History:

Please indicate when your child achieved the following:

	Responded to sound
	

	Responded to Visual Stimuli
	                  

	Held Head Up
	

	Rolled
	

	Sat without support
	

	Crawled____________________________   

Stood without support
	___________________________________

	Walked while holding on
	

	Weaned from breast
	

	Weaned from bottle
	

	Self fed using fingers
	

	Self fed using utensils
	

	Toilet Trained
	

	Dressed without assistance
	


Feeding History:

Breast Fed:   ___Yes   ___ No          How Long:   _________

Formula Fed:  ___ Yes   ___ No      How Long:   _________

Introduced to Solids at ______ months,  Cow’s Milk at ______ months

Any history of feeding, swallowing, Reflux issues? _________________________________

__________________________________________________________________________

Food/Juice Allergies or Intolerances?   ___ Yes   ___ No   List: _______________________

__________________________________________________________________________

Does your child drink from a cup / straw / sippy cup ? (circle all that apply)

Does your child feed self with:    _____ fork           _____ spoon

Dos your child avoid certain food tastes (sweet, sour, salty), temperatures or textures (crunchy, mushy, chewy)?  Please specify: ________________________________________

___________________________________________________________________________

Does your child stuff food in his/her mouth?   ___ Yes   ___ No

Does your child pocket food in his/her mouth after swallowing?   ___ Yes   ___ No

Does your child suck his/her thumb or mouth objects?   ___Yes   ___No

Is your child very sensitive to food residue around his/her mouth?   ___Yes   ___No

Does your child tolerate tooth brushing?   ___Yes   ___No

Medical History:

Please indicate the doctors or other who are involved in your child’s care:

	Name:
	Address and Phone Number
	Treatment Results & Date

	Pediatrician


	
	

	Neurologist/ Neurodevelopmental Specialist
	
	

	Orthopedist


	
	

	ENT


	
	

	
	
	

	Gastroenterologist


	
	

	Vision Exam


	
	

	Hearing Test


	
	

	Psychologist


	
	

	Learning Specialist
	
	

	Physiatrist
	
	

	Podiatrist
	
	

	
	
	


Has your child had the following:

___ Frequent Colds

___ Ear Infections

___ Enlarged Adenoids

___ Enlarged Tonsils

___ Chicken Pox

___ Asthma

___ High Fevers

___ Seizures


___ Headaches

___ Influenza


___ Bronchitis


___ Seizures

___ Scoliosis            
            ___ Digestive Problems          ___ Temper Tantrums

___ ADHD
                        ___ Bed Wetting

___ Growing/Back Pains

___ Chicken Pox

___ Mumps


___ Rubella

___ Rubeola


___Whooping Cough

___ Car Accident                    ___ Other _______________________________________

Allergies   ______________________________________________________________

___ Accidents requiring stitches, operations, or hospitalization

Please describe: __________________________________________________________

Has your child had the following test / procedures

	Test / Procedure
	Results with Date 

	Surgery

( including botox, alcohol blocks or    

        lengthening surgeries)

                    
	

	Ear Tubes/Tonsils or Adenoids Removed


	

	MRI

CT Scan
	

	EEG


	


Is your child taking any medications currently? 
Yes
No

______________________________________________________________________________________________________________________________________________________

Does your child use the following equipment:

     (   Eyeglasses:  distance   reading            all the time

     (   Hearing Aides   right   left   both ears

     (   Orthotic     (  Prosthetic     ( Splint(s)       Type: _____________________________

     (   Walker

(   Cane 

     (   Wheelchair        manual       power        power-assist   

Social & Educational History:

At what age did your child:

      (    Produce sounds ____ months/years

(    Babble ____ months / years

      (    Say single words ___ months / years

(   Speak with 1-2 words ___ months / years

(   Produce phrases/simple sentences ____ months/years

(   Talk in complete sentences ___ months/ years

Do you understand what your child is saying? 
Yes  What % _____     No

Do others understand what your child is saying?
Yes
No

Does your child understand:

1-step directions   ___Yes   ___No

2-step directions   ___Yes  ___No

Can your child identify  colors / numbers / letters ?  (circle all that apply)

Are you concerned about your child’s hearing abilities? 
Yes
No

Are you concerned about your child’s ability to follow instructions?   ___Yes   ___No

What is your child’s primary means of communication? (verbal, sign, Picture Exchange Communication System (PECS), Augmentative/Alternative Communication AAC):

________________________________________________________________________

________________________________________________________________________

How does your child communicate now?

___Pointing/Gesturing
___Sound Approximations

___Words

___Simple Sentences

___Mature Sentences

Play/Social Skills:

Does your child play appropriately with toys?     ___Yes   ___No

Does your child engage in pretend/imaginative play?   ___ Yes       ___ No

Who does your child interact with?  (siblings, peers) ______________________________

Does your child make eye contact?     ___Yes     ____ No

Please describe your child’s social abilities and how he/she interacts with their peers/

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

 Name of school attended: ___________________________ Grade level: _____________

Address:

________________________________________________________________________

Does your child receive special education services? 

Yes
No

Please indicate current concerns you have regarding your child:

Sensory Motor Checklist:

___ Falls frequently; bumps into things and objects

___ Fearful of movement opportunities including: playground equipment: bike riding or becomes car sick

___ Sensitive to noises or sounds

___ Difficulty sitting and focusing on activities

___ Seeks out movement experiences frequently: spinning, jumping, swinging

___ Does not enjoy touch experiences: sensitive to clothing, messy play opportunities, affection

___ Reacts negatively to grooming tasks: tooth brushing, face washing, hair brushing

___ Difficulty with coordination and / or balance

___Difficulty keeping up with peers in [physical activities

Academic & Activities of Daily Living Checklist:

___ Poor pencil grasp

___ Difficulty with writing / coloring / copying / cutting

___ Difficulty manipulating fasteners on clothing

___ Poor desk posture

___ Impulsivity
High Activity Level

Decreased attention span

___ Decrease in strength / fatigue with activity

___ Difficulty with organization

___ Difficulty with reading or recognizing letters and numbers

___ Reverses letters of difficulty drawing shapes 

WE ARE HERE TO SERVE YOU, AND ENCOURAGE YOU TO ASK QUESTIONS.  YOUR PARTICIPATION IS VITAL AND WILL HELP DETERMINE YOUR RESULTS.

AUTHORIZATION FOR CARE OF MINOR

I hereby authorize this office and its therapists to administer care to my Son/Daughter as they deem necessary.  I clearly understand and agree that I am responsible for payment of all fees charged by this office.

I also give permission to Kids’Therapy Center and it’s therapists to contact previous and current therapists, doctors or health care professionals regarding my child.

Signed_____________________________Witnessed________________________

Date​​____/____/____

