PEDIATRICS UNLIMITED INC


Occupational / Physical / Speech Therapy / Neuropsychology

PEDIATRIC CASE HISTORY

Date:_________________

Patient’s Name________________________________________  Nickname__________________Date Of Birth___________________

[   ] Male     [   ] Female     SS#____________________________   Home #___________________________________________________ _

Street  Address____________________________________________City_______________________State______Zip Code____________

Referral Source_______________________________________________________Referral Source Phone #________________________

Reason for Referral________________________________________________________________________________________________

Child’s Doctor_______________________________________________________Phone #_______________________________________

Other Doctors who provide care to this child________________________________Specialty______________________________________

Other Doctors who provide care to this child________________________________Specialty______________________________________

Emergency Contact Person (Name, relationship, phone number)_____________________________________________________________

All information given in this questionnaire is considered strictly confidential.

Mother’s Name_____________________________________________________Age____________Marital Status_____________________

Work Phone #________________________Cell Phone #________________________Highest Level of Education__________________

Occupation________________________________________History of Learning or Motor Problems?________________________________

If Yes, Please explain_______________________________________________________________________________________________

Father’s Name____________________________________________________Age____________Marital Status_____________________

Work Phone #________________________Cell Phone #________________________Highest Level of Education__________________

Occupation_______________________________________History of Learning or Motor Problems?_________________________________

If Yes, Please explain_______________________________________________________________________________________________

Child’s guardianship status:


[  ]  both biological parents are legal guardians or hold full joint custodial rights


[  ]  one parent has sole legal custody with medical decision-making rights:  (who:________________________________________)


[  ]  in foster care. Who has medical decision-making rights? _________________________________________________________


[  ] other: _________________________________________________________________________________________________

Child lives with: ___________________________________________________________________________________________________

Brothers and Sisters

Name




Age



Developmental, Speech, Hearing or Medical Problems

_____________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

Is a language other than English spoken in the home?  [   ] Yes   [   ] No   

If  “Yes”, what is the primary language spoken?________________________________

What are your concerns about your child’s functioning?___________________________________________________________________

________________________________________________________________________________________________________________

When did you first notice the problem?_________________________________________________________________________________

What have you been told about your child’s difficulties?___________________________________________________________________

________________________________________________________________________________________________________________

What diagnoses has your child been given?__________________________________________________________________________

Has your child received any previous therapy?   [   ]   yes   [   ]   no

If  “Yes”, when and where?___________________________________________________________________________________________

Had a vision test?   ________Yes    ________No        If yes, results & when:___________________________________________________

Had a hearing test? ________Yes    ________No       If yes, results & when:___________________________________________________

Has your child received other evaluations (psychological, educational, neurological…)?

Type_____________________________Eval. Date_________________Professional’s Name_____________________________________ 

Type_____________________________Eval. Date_________________Professional’s Name_____________________________________

Type_____________________________Eval. Date_________________Professional’s Name_____________________________________

PRENATAL AND BIRTH HISTORY

Check any of the factors below that apply:

_____need for hospitalization or bed rest   ______excessive vomiting      _____drug use     _____alcohol use    ______diabetes 

_____excessive weigh loss     _____smoking   _____premature rupture of the membranes     _____hemorrhaging     _____medications

_____trauma/injuries      _____excessive weight gain     _____RH incompatibility     _____previous miscarriages     _____high blood pressure

_____measles      _____polyhydraminos     _____breach delivery     _____cesarean delivery   
Length of Pregnancy_________________Length of Labor____________Birth Weight____________Apgar Scores_____________________

Please describe any other difficulties with the pregnancy or birth of your child___________________________________________________

________________________________________________________________________________________________________________

If premature birth, any complications? (e.g.,pulmonary suffactant use, necrotizing enterocolitis, retinopathy of prematurity, intraventricular hemorrhage?)

Was the child in the Neonatal ICU?  [  ] No     [  ]  Yes: how long? ______________________________________________________

CHILD HEALTH HISTORY

Has your child had any of the following? If yes, describe and give approximate dates. Check any illnesses and your age at which it occurred.

[   ] adenoidectomy __________   [   ] allergies __________   [   ] asthma __________   [   ] bronchitis __________  [   ] chicken pox ______

[   ] chronic colds ___________     [   ] ear infections ___________   [   ] headaches ___________   [   ] heart trouble _____________

 [   ] measles __________   [   ] meningitis __________  [   ] pneumonia __________     [   ] reflux __________ [   ]seizures__________

[   ] sinus trouble __________   [   ] tonsillectomy __________   [   ] tubes in ears ____________     [   ] Lead exposure _________________

[   ] other _____________________________________________________________________________________________________

Childhood diseases/ major illnesses:___________________________________________________________________________________

Any falls or other accidents involving the head that resulted in a loss of consciousness? 

________________________________________________________________________________________________________________

Any concussions, “head bonks,” that may have resulted in the child being dazed for a while but not knocked out?

________________________________________________________________________________________________________________

Congenital Abnormalities____________________________________________________________________________________________

Surgery__________________________________________________________________________________________________________

Other hospitalizaitons______________________________________________________________________________________________

Casts or braces____________________________________________________________________________________________________

List any medications your child is currently taking_________________________________________________________________________

________________________________________________________________________________________________________________

Are there any medical precautions the therapist should be aware of when working with your child?________________________________

________________________________________________________________________________________________________________

Circle all that apply:  glasses, braces, splints, hearing aids, augmentative communication device, wheelchair?  

Is your child toilet trained?   _____yes   _____no       If yes, at what age?______________________________________________________

Does your child continue to have accidents during the day?   _____yes   _____no       At night?   _____yes   ______no

Does your child have a hand preference?   _____left   _____right   _____switches hands

Does your child have regular sleep patterns?   ______yes    ______no: (describe)______________________________________________
Does your child wake frequently at night?   ______yes   _____no  Does your child have difficulty falling asleep?   _____yes   _____no

FAMILY HEALTH HISTORY

Family members with medical problems (please list what relation and what type of problem):

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

Family members with conditions that affect behavior or cognition/learning: (E.g., Tourette’s, ADHD, Learning Disabilities, Autism)

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

Family members with genetic conditions: (E.g., Turner’s Syndrome, Fragile X, Marfan Syndrome, Velo-Cardio-Facial Syndrome )

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

Any family history of: please check all that apply:

___depression  ___bipolar mood disorder    ___anxiety   ___phobias   ____psychosis/schizophrenia 

ORAL MOTOR/FEEDING HISTORY

Has your child ever had any feeding difficulties? Check each item that applies.

______sucking/nursing     _____excessive time to drink a bottle or nurse     _____regurgitation of liquid through the nose or mouth

 _____keeps mouth open most of the time     _____eats in a sloppy manner     ____had colic   
Does your child gag while eating?     [   ] yes      [   ] no    If  “yes”, on what foods?_____________________________________________

Does your child gag during other activities (i.e. brushing teeth)?     [   ] yes     [   ] no  If “yes” during what activities? ____________________

Is your child a picky eater?     [   ] yes     [   ] no  If “yes” what food does he/she prefer?___________________________________________

Does your child drool more than other children his/her age?     [   ] yes     [   ] no

PLAY BEHAVIORS / PEERS / LEISURE ACTIVITIES

Which of the following describes the type of play your child likes to engage in the most often?  Check all that apply.   ___putting toys in mouth 

  ___shaking toys ____banging toys together  ___throwing toys ___pushing/pulling toy  ___appropriate use of objects 

___acting out familiar routines ____role-playing  ___make-believe play   ___games with rules   ___rough and tumble play 

____plays next to other children    ___interactive play with other children  _____looking at books  ___reading books _____ computer

___video games alone     ___video games with peers     ____organized sports  ___informal sports with friends   ___church groups

Does your child play with toys by lining them or piling them up (if over the age of two)?   [  ] yes   [  ] no

What is the average length of time your child can stay with one play activity?________________

What is the average length of time your child can stay with one activity that requires effort? _____________________

Is your child easily distracted by any of the following?  Check all that apply.  

____visual stimuli ____auditory stimuli  ____nearby activities    _____other people in the room

Who does your child prefer to play with?    ____mother____father____brother/sister____self____other child   _____other adult

Does your child have any particular interests? ________________________________________________________________________

_______________________________________________________________________________________________________________

What extra-curricular activities does your child participate in?________________________________________________________________

Who are your child’s friends and what do you think of them? ____________________________________________________________

_______________________________________________________________________________________________________________

How well does your child get along with other children and adults? _______________________________________________________

_______________________________________________________________________________________________________________

SOCIAL/EMOTIONAL and BEHAVIORAL DIFFICULTIES

Check the behaviors that you feel best describe your child.  Check all that apply.  ___overly active   ___overly quiet   ___excessive tantrums  

 ___destructiveness  ___very shy ___perfectionist  ___friendly, outgoing ___imaginative and creative  ___prefers to play alone 

 ___plays well with other children ___prefers older children ___prefers younger children ___defiant  ___nervous  ___easily controlled/passive  

____aggressive   ___dependent upon routines   ___difficulty separating from parents  _____crave attention  ___thumb-sucking

___teeth grinding   ___mouth breather   ___unusual eating habits   ___unusual sleep habits   ____defiant   ___argumentative

___ loses temper easily   ___blurts inappropriate things   ___ impulsive  ____loses things   ___can’t stay still   ___careless work

___difficulty following through on daily tasks   ____can’t hold onto what has learned   ___forgetfulness   ___hard time waiting for turn

 ___vague aches and pains   ____tense all the time   ___doesn’t seem to enjoy things used to   ___depressed mood   ___irritable mood

___can’t handle not getting his/her way   ___conflict with peers   ___is bullied   ___avoids school   ___no “get up and go”   ___feels worthless

___talks about wanting to be dead ___talks about deliberately hurting others   ___has strange ideas   ___sees/hears things that aren’t there

___deaths of important people in his/her life  ___physical abuse   ___sexual abuse  ___negelct

Are there any things your child tends to fear or avoid?_____________________________________________________________________

Preferred method of getting through difficult tasks or times in his/her life? ______________________________________________________

Describe any discipline problems you have with your child:_________________________________________________________________

SENSORIMOTOR DEVELOPMENT

Did your child: ____Dislike lying on stomach   ____Dislike lying on back    Please provide details________________________________

At what age did your child:  Sit alone:_________________crawl_________________________ walk________________  

IF OVER 2 YEARS OF AGE, PLEASE COMPLETE THE FOLLOWING GRID
	VISUAL SPATIAL PROCESSING
	Often
	Sometimes
	Rarely
	Comments

	Blinks or is irritated by bright lights
	
	
	
	

	Has trouble following objects with eyes
	
	
	
	

	Avoids or has difficulty with eye contact
	
	
	
	

	
	
	
	
	

	AUDITORY AND LANGUAGE PROCESSING
	Often
	Sometimes
	Rarely
	Comments

	Have difficulty imitating/copying rhythms
	
	
	
	

	Overly sensitive to sounds
	
	
	
	

	
	
	
	
	

	MOVEMENT
	Often
	Sometimes
	Rarely
	Comments

	Enjoys swings
	
	
	
	

	Has good balance
	
	
	
	

	Enjoys merry go rounds or fast carnival rides
	
	
	
	

	Likes being tipped upside down or lifted overhead
	
	
	

	Hesitates/Avoids climbing on playground equipment
	
	
	

	Hesitates/avoids going down stairs
	
	
	
	

	Dislikes elevators or escalators
	
	
	
	

	Walks on toes
	
	
	
	

	Jumps on beds or other surfaces
	
	
	
	

	Bangs head on purpose
	
	
	
	

	Rocks in bed
	
	
	
	

	Likes to spin self around
	
	
	
	

	Becomes carsick easily
	
	
	
	

	Upset if head tilted backwards (hairwashing)
	
	
	
	

	
	
	
	
	

	TACTILE PROCESSING
	Often
	Sometimes
	Rarely
	Comments

	Becomes irritated by labels or tags in clothes
	
	
	

	Strongly dislikes haircutting or shampooing
	
	
	
	

	Dislikes fingernail or toenail cutting
	
	
	
	

	Difficulty petting animals/may use too much force
	
	
	

	Complains of socks aren't on correctly
	
	
	
	

	Dislikes being touched unexpectedly
	
	
	
	

	Dislikes cloth or certain textures
	
	
	
	

	Avoids getting hands into messy things
	
	
	
	

	Tends to bump or push others
	
	
	
	

	More sensitive to pain than others
	
	
	
	

	Tends not to feel pain as much as others
	
	
	
	

	Pinches/bites or otherwise hurts self
	
	
	
	

	Complains about irritating bumps on bed sheets
	
	
	
	

	Over or under dresses for temperature
	
	
	
	

	Overheats easily
	
	
	
	

	Mouths objects or clothing frequently
	
	
	
	

	Overly sensitive to food or water temperature
	
	
	
	

	BEHAVIOR
	Often
	Sometimes
	Rarely
	Comments

	Sensitive to criticism
	
	
	
	

	Lacks self confidence
	
	
	
	

	Tends to lack carefulness, be impulsive
	
	
	
	

	Tends to intense, easily frustrated
	
	
	
	

	Seems discouraged or depressed
	
	
	
	

	MOTOR SKILLS
	Often
	Sometimes
	Rarely
	Comments

	Bumps into things frequently
	
	
	
	

	Has difficulty with multistep motor tasks
	
	
	
	

	Has an awkward grasp on a pencil/crayon
	
	
	
	

	Has poor handwriting
	
	
	
	

	Frequently grasps objects very tightly
	
	
	
	

	Tends to break many objects
	
	
	
	

	Tires easily with physical activity
	
	
	
	

	Seems to deliberately fall or tumble
	
	
	
	

	Finds small manipulative activities difficult
	
	
	
	

	Takes a long time to do most motor tasks
	
	
	
	

	Is reluctant to participate in motor tasks
	
	
	
	

	Moves in and out of chair while eating/working
	
	
	
	

	Feels heavier when lifted than anticipated
	
	
	
	

	Has flat feet
	
	
	
	

	Slumps while sitting
	
	
	
	

	Frequently spills liquids
	
	
	
	

	Tends to be slow in dressing
	
	
	
	

	
	
	
	
	

	DEVELOPMENTAL SKILLS
	No
	Some Difficulty
	Yes
	Comments

	Holds arms or legs up for dressing
	
	
	
	

	Undresses self independently
	
	
	
	

	Manipulates buttons independently
	
	
	
	

	Dresses self independently
	
	
	
	

	Ties shoes
	
	
	
	

	Manipulates snaps and buckles independently
	
	
	
	

	Climbs over and on objects
	
	
	
	

	Jumps with both feet together
	
	
	
	

	Jumps rope
	
	
	
	

	Hops on one foot
	
	
	
	

	Skips with both feet
	
	
	
	

	Pedals tricycle with feet on pedals
	
	
	
	

	Rides two wheeled bicycle
	
	
	
	

	Blows bubbles
	
	
	
	

	Blows a balloon
	
	
	
	

	Sucks through a straw
	
	
	
	

	Draws lines and circles
	
	
	
	

	Pumps self on a swing
	
	
	
	

	Kicks a ball
	
	
	
	

	Colors inside lines
	
	
	
	

	Cuts with scissors
	
	
	
	

	Swims using the crawl or other stroke
	
	
	
	

	Cuts with a knife
	
	
	
	

	Snaps fingers
	
	
	
	


SPEECH AND LANGUAGE DEVELOPMENT

Indicate at what age your child first demonstrated the following:  ______  pleasure sounds  _______ babbling (ba-ba, etc.)  _______jargon 

 _______single words  ______phrases (go bye, more juice)______  short sentences

What is the primary method(s) your child uses for letting you know what he/she wants? Check all that apply. 

 ___looks at objects  ___crying ___single words ___pointing at objects __vocalizing/grunting ___2-3 word combinations ___gestures 

___physical manipulation  _____sentences 

Which of the following do you think your child understands? Check all that apply.  ___his/her name  ___body part names  ___family names  

 ___object names   ___simple directions ____complex directions   ___conversations

Which of the following best describes your child’s speech? Check all that apply. ___easy to understand   ___difficult for parents to understand  

____difficult for others to understand   ___rarely understood by others  ___different from other children  the same age    

Which of the following statements best describes your child’s reaction to his/her speech? Check all that apply.  ___ easily frustrated when not 

understood   ___not aware of speech/communication problems  ____ teased about his/her speech  ___tries to say sounds or words more

clearly when asked   _____is successful in saying sounds or words more clearly when he/she tries

Does your child have difficulty producing certain sounds?     [   ]yes     [   ]no  Which ones?________________________________________ 

Does your child hesitate or repeat sounds or words?      [   ]yes     [   ]no   Which ones____________________________________________

SCHOOL

Teacher’s Name:________________________School_________________________________Grade in School:_______________________

What kinds of grades does your child achieve? ________________________________________________________________________

What subjects does your child have difficulty with?________________________________________________________________________

Has your child ever repeated a grade?  When?_________________________________________________________________________

Has your child’s grades changed?  If so, when and how?________________________________________________________________

_______________________________________________________________________________________________________________

Does your child receive any school services?  Check all that apply.

___IEP  _____IFSP   ____special education classroom full day   ___special education services in the regular education classroom

___ Early Intervention kindergarten classroom  ___Section 504 Plan   ___tutoring   ___classroom aide   ___career center/vocational rehab

Has your child ever missed more than 10 days of school in a year?  [  ] Yes   [  ] No

If yes, when and why? ____________________________________________________________________________________________

Has your child ever been suspended or expelled?  [  ]   [  ] No

If yes, when and why? ____________________________________________________________________________________________

How far do you hope your child will go in school? ______________________________________________________________________

What do you hope your child will be when he/she grows up? _____________________________________________________________

FAMILY EXPECTATIONS 

How, if any way, would you like to interact differently with your child?__________________________________________________________


_______________________________________________________________________________________________________________

What information would you like to know more about?_____________________________________________________________

________________________________________________________________________________________________________________

What would you like your child to achieve in the next 6 months?_____________________________________________________________

________________________________________________________________________________________________________________

How did you hear of our clinic?________________________________________________________________________________________

Signature___________________________________________

Thank you!  Your insights will help us to do our best for you!
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