[image: image1.jpg]o1 E2 &7 Arlington Pediatric Therapy




3105 North Wilke Road Suite H




Arlington Rehabilitation for

Arlington Heights, Illinois 60004




Sports & Orthopedic Injuries

(P) 847.255.8690 (F) 847.255.2260




A Division of APT
PATIENT IDENTIFICATION

Child’s Name_____________________________________________ M___  F___ Date of Birth__________________
Home Address_____________________________________________ Home Phone____________________________

City/State_________________________________________________ Zip Code_______________________________
Primary Care Physician_____________________________________Phone__________________________________

Address__________________________________________________________________________________________
City/State_________________________________________ Zip Code______________ Fax______________________

Referred By: ______________________________________________________________________________________
School Child Attends_______________________________________________________________________________
Address_________________________________________________________ Phone____________________________

City/State________________________________________________________ Zip Code_________________________
FAMILY INFORMATION

Email Address:____________________________________________________________________________________
Father’s Name____________________________________________________Date-of-Birth_____________________

Home Address(if different)___________________________________________________________________________

Home Phone(if different)______________________Cell Phone________________ Work Phone___________________
Email Address:

_______________________________________________________________________
Mother’s Name___________________________________________________Date-of-Birth_____________________

Home Address (if different)___________________________________________________________________________
Home Phone (if different)_____________________Cell Phone __________________Work Phone__________________
Legal Guardian (if different)_______________________________________ Phone_____________________________
Home Address______________________________________________________________________________________
City/State________________________________________________________Zip Code__________________________

INSURANCE INFORMATION

Name of Insured__________________________________________________ Date of Birth_______________________
Insurance Co______________________  ID# __________________________ Group #___________________________


Type of Insurance: PPO_____POS_____HMO____ Other____   Secondary Policy: Yes_____ No_____

EMERGENCY INFORMATION

Please provide the names and telephone numbers of two people who we can contact in case you cannot be reached

in an emergency:

Name___________________________________________________________ Phone____________________________

Name___________________________________________________________ Phone____________________________

Signature_______________________________________________________ Date_____________________________

Family History:
Child lives with (check one):
Birth Parents  

Foster Parents

Siblings (ages: ____ ____ ____ ____)

Adoptive Parents
One Parent
Parent & Step-parent
Other: ________________

Is there a family history of speech, language, learning or motor issues? (If yes, please check)
· Speech/Language Difficulties
· Hearing Impairment/Deafness
· Learning Difficulties
· Developmental Difficulties 
· Gross Motor Delay

· Fine Motor Delay

What are your current concerns? ________________________________________________________________
___________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________
Other Language Exposure:
Is there a language other than English  spoken  in  the  home?    Yes
   No 

If yes, which language?

               
    Does the child speak this language?     Yes    No
Does the child understand this language?    Yes           No
Which language does the child prefer to speak at home? ____________   At school? __________
Birth & Medical History:
Length of pregnancy (weeks)  

Any complications with pregnancy or delivery?     Yes           No
If yes, please explain:___________________________________________________________________
____________________________________________________________________________________

____________________________________________________________________________________
Birth Weight: _________________________________________
APGAR Score ________________________________________
Multiple births.   Yes
    No
Hospitalizations/Surgical History
Date(s): ____________________________________
Reason for Hospitalization: _______________________________________________________________
_____________________________________________________________________________________

_____________________________________________________________________________________
Date(s): ____________________________________
Reason for Hospitalization: _______________________________________________________________
_____________________________________________________________________________________

_____________________________________________________________________________________
Known Precautions/Allergies (please check)
Medical allergies:  Latex
  Other________________________________

Food Allergies:   Dairy  Gluten  Soy                Nuts  Other


Epi Pen: Yes
 No
Current Medications: (Please List)
    __________________________________________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
Neurological History/Current Concerns
 Not Applicable
History of or current neurological deficits?
Yes 

 No
Please explain: (low muscle tone, seizures etc.)

Neurologist’s name and phone number if applicable: 

__________________________________________________________________________________
Cardiac History/Current Concerns:  Not Applicable
History of heart problems?   Yes
  No
Does your child have CURRENT cardiac issues/needs?    Yes
 No
Cardiologist name and phone number if applicable:  __________________________________________________________________________________
Respiratory History/Current Respiratory Concerns
Not Applicable
History of respiratory problems (check all that apply if applicable)
Apnea

Asthma

 Pneumonia     
Bronchitis
  Nasal/Chest Congestion

Malacia bronch
Malacia laryngo
  Malacia trachea
BPD

  outh Breather
Wheezing 

Any breathing treatments? ___________________________
Have your child’s tonsils or adenoids been removed?
Yes  No 
Please specify surgery date and if one or both were removed or shaved:
How many colds each year?

How many upper respiratory infections?

Does your child have current  respiratory  problems      Yes
 No

Current ENT doctor name and phone:  ___________________________________________________
Current Pulmonary doctor name and phone:  ______________________________________________
Gastrointestinal History/Current GI Concerns
Not Applicable

History of GI deficits?
Yes      No
 If yes, please check all that apply:
Altered Peristalsis  
Bowel Obstruction 

Crohn’s Disease
Chronic Diarrhea

Constipation
            Dehydration


Diabetes

Esophagitis (Eosinophilic)

Failure to Thrive
            Slow Gastric Emptying
Short Bowel

Vomiting

History of GI surgeries?  Yes 
No

Did your child receive any alternative feeds?    Yes   No 
If yes, please circle (G tube, J tube, NG tube, PEG tube)

  Has your child had any of the following tests completed?
Please circle Video-fluoroscopic Swallowing Evaluation, FEES study, Upper GI, Ph Probe
Results of testing:
Current GI Status:   No problems
Current Issue 
Regular follow up with Gastroenterologist 

Gastroenterologist name and phone number if applicable:  __________________________________________ 
Do you or your doctor  have  any concerns  about  recent  weight  gain or loss?      Yes   No 
If yes, please explain

Has your child had a nutritional consult?    Yes
 No 
If yes, please state nutritionists name and phone:  __________________________________________________
Cranial - Facial Concerns
History of a helmet/cranial orthotic use?
Yes
   No
History of lip or palate defects?       Yes
   No
Sinus Infections?   Yes
No
Diagnosed Genetic Syndrome?  Yes      No 
Do you ever notice food coming out of the nose?   Yes
 No

Dental Concerns?    Yes
No

  Please circle (Narrow Palate, High Palate, Crowding of Teeth, Tongue Tie, Lip Tie)

Hearing History/ Current Hearing Concerns       Yes    No

Please list: 

How many ear infections has your child had? _______
  Does your child have ear tubes placed?
Yes   No 
Has your child had chronic ear infections?
 Yes  No

Has your child had any of the following (please check)
Adenoidectomy

Frequent Colds

High Fevers


Tonsillectomy
Allergies


Frequent Ear Infections
Head injury


Tonsillitis
Breathing Difficulties
Ear (PE) Tubes

Sleeping Difficulty

Vision Problems
Feeding Issues

Reflux


Thumb/Finger Sucking
Other
If you checked any, please provide details/dates:

Other serious illness/injury?  Yes No

Please list:  

Date of last hearing screening:
  
  Results:  Typical           Atypical
Date of last vision screening: ____________ Results:  Typical           Atypical
Hospitalizations (dates and procedure):

Developmental Motor History:
Please check all developmental milestones that your child has achieved and indicate age acquired, if known.  
(Some may not yet be applicable.)
Rolling _____



Uses hands together at the center of the body _____
Sitting Independently
_____

Grasped crayon/pencil _____
Crawling _____



 Uses finger and thumb to pick up items _____
Independent Standing _____


Printing name ____
Walking _____



Right or left hand dominant _____
Jumping _____
Self Help:
Has your child experienced feeding/eating difficulties (biting, swallowing, chewing)?   Yes   No

If yes, please explain:
Early feeding patterns.   Breast feeding   ottle feeding
Does your child eat by self using utensils?  Yes
No

Does your child drool?  Yes   No

Does your child mouth non-food items?  Yes  No

Does your child have food preferences/aversions?  Yes
 No 
If yes, please explain:
Does your child avoid eating or touching textures.  Yes
No
Tolerates bathing
Yes
No
Helps with dressing
Yes
No
Toilet Trained

Yes
No
Co-sleeping

Yes
No
Does our child still nap? Yes  No
Can your child fall asleep and stay asleep through the night, on their own?Yes
No
Speech & Language Development:
How does your child prefer to communicate? (Please check)

Gesture   Words
Push/Pull
Pointing
Crying
Age first words were produced. __________
Number of words in a typical sentence? ___________
Is your child’s speech difficult to understand?   Yes   No
Does your child identify objects?  Yes   No    

Does he/she ask questions?  Yes   No

Follow directions?  Yes  No
Understands what you are saying?   Yes
No     

Responds correctly to yes/no questions?   Yes   No

Is your child aware of, or frustrated by, any speech/language difficulties? Yes   No

School History:
Has your child ever repeated a grade?  Yes   No     If so, what grade?_________
What are your child’s strengths and/or best subjects?  _____________________________
Is your child having difficulty with a particular subject? Yes   No   

If yes, what subject? _____________________________________
Is your child receiving help at school or at home (i.e., support services, tutoring, etc.)?

Yes
No  If yes, please explain:

Favorite Activities:
Please list your child’s favorite activities, hobbies, toys, games etc.:
Please indicate any other information that may be helpful to give us more information about your child:
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