Pediatric Information Form

Patient Name:_________________________ DOB:_______________________ M/F:_______
_
Ethnicity:____________________________ Preferred Language:________________________

Current Diagnosis (if any):_______________________________________________________

Home Address:________________________________________________________________

Primary Phone:_________________________ Secondary Phone:________________________

School Attended:___________________________ School Phone:________________________

Grade:___________________________

Child’s Primary Care Physician:___________________________________________________

PCP Address/Phone:____________________________________________________________

Guardian Information Section:
Frist Guardian Name:____________________________________________________________

Relationship to patient:_______________________________ Marital Status:_______________

Occupation:___________________________________________________________________

Primary Phone: _________________________________ (circle one)  Cell     Work     Home

Secondary Phone:________________________________ (circle one)   Cell    Work     Home

Email Address:_________________________________________________________________

Second Guardian Name:__________________________________________________________

Relationship to patient:_______________________________ Marital Status:_______________

Occupation:___________________________________________________________________

Primary Phone: _________________________________ (circle one)  Cell     Work     Home

Secondary Phone:________________________________ (circle one)   Cell    Work     Home

Email Address:_________________________________________________________________

Insurance Information Section:

Insurance Type:___________________________ Parent’s Social Security:_________________

Member ID Number: ____________________________ Group Number:___________________

Policy Holder’s Name:___________________________ Policy Holder’s DOB:_____________

Pediatric Rehabilitation Intake Form

What are you primary areas of concern? 


_____________________________________________________________________________

_____________________________________________________________________________

What are you goals for therapy? (Please list specific goals for each discipline)

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Medical History:
Please check all that apply:
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__ Chronic ear infections		__ Asthma			__ Tubes
__ Tonsils/adenoid surgery		__ Reflux			__ Poor weight gain
__ Poor sleep				__ Lyme disease		__ Abnormal muscle tone
__ Torticollis				__ Frequent antibiotic use	__ Frequent fevers
__ Compromised immune system	__ Cardiac issues		__ Colic
__ Seizures				__ Stroke			__ Cerebral Palsy
__ Cystic fibrosis 			__ Down Syndrome		__ ASD
__ Dysphagia				__Vision issues		__ Hearing issues

Other medical conditions not listed above:_________________________________________

_____________________________________________________________________________

_____________________________________________________________________________


__ Is good at negotiating playground equipment	__ Avoids climbing, swinging, sliding
__ Enjoyed belly time as an infant			__ Did not tolerate belly time as infant
__ Was/is developmentally delayed			__ Is good with hands (fine motor skills)
__ Met all motor milestones on time			__ Is clumsy 
Has your child ever had significant illness: [ ] No  [ ] Yes, please list: 
_____________________________________________________________________________

_____________________________________________________________________________
 
Has your child ever been hospitalized? [ ] No  [ ] Yes, please list:
_____________________________________________________________________________

_____________________________________________________________________________

Does your child have medical precautions? [ ] No  [ ] Yes, please list:
_____________________________________________________________________________

_____________________________________________________________________________

Has your child ever had any surgeries? [ ] No   [ ] Yes, please list:
_____________________________________________________________________________

_____________________________________________________________________________

Does your child have any allergies? [ ] No  [ ] Yes, please list: 
_____________________________________________________________________________

_____________________________________________________________________________

Is your child on any medications? [ ] No  [ ] Yes, please list: 
_____________________________________________________________________________

_____________________________________________________________________________

Is your children receiving any other services such as speech, OT, PT, special education or early intervention? [ ] No  [ ] Yes, please list and where:
_____________________________________________________________________________

_____________________________________________________________________________

Please list any special equipment your child may use (ex. braces, glasses, wheelchair, hearing aids, etc.).
_____________________________________________________________________________

_____________________________________________________________________________





Prenatal & Birth History:
Please list any significant prenatal or birth history (weeks gestation, birth weight, APGAR):

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Developmental History:
Fill in the blanks to describe you child to the best of your ability:

Sat at ________ months/years 		Crawled at _________ months/years

Stood at ________ months/years		Walked at __________ months/years

Ran at ________ months/years		Talked at _________ months/years

Dressed at ________ months/years		Fed self at __________ months/years

Toilet trained at ________ months/years	

Please list any motor development concerns you have (ie. Gross motor, fine motor, oral motor, motor planning, etc.):
_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Academic History (if applicable):
Please check off all that apply to your child:
[  ] Does well in school
[  ] Is challenged by school
[  ] Is challenged by reading 
[  ] Is in a self-contained classroom
[  ] Is challenged by writing
[  ] Is challenged by remaining attentive
[  ] Does well with the exception of: _____________________________________

Please list all services your child receives in school: ___________________________________

Please list any academic concerns you have: _________________________________________

_____________________________________________________________________________

Therapy Services:
Please list any previous therapy services including evaluations completed, recommendations, etc:



_____________________________________________________________________________

Please list any previous neuropsychological/psychological evaluations completed with recommendations:

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Please list any behaviors or social concerns you have about your child:

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

[bookmark: _GoBack]Please email or mail this paperwork prior to the completion of your evaluations so that our team can best serve your family. Please also include any imaging, reports or supplemental documentation that you feel is relevant. Thank you and we look forward to working with you!
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