
BACKGROUND INFORMATION
Personal Data

	Child’s name: 



	Date of Birth:

	Age:

	Gender:

	Child’s Social Security:

	Child’s Address:

	Home Phone:

	Doctor’s Name:

	Doctor’s Phone:

	Referred By:

	Informant for case history:


Family History

	Mother’s name:



	Mother’s age:


	Employer:

	Work Number:


	Father’s name:



	Father’s age:

	Employer:

	Work Number:


Child lives with (check one):

__ both Parents

__ Foster Parents


__ One parent

__ Adoptive Parents

__ Parent and step-parent

__ Other _________
Child race:
__ Caucasians, Non-Hispanic
__ African- American
   
__ Hispanic
__ Native American


__ Asian or Pacific Islander   
__ Other_______

Is there another language other than English spoken in the home?  Yes   No


If yes, which language? 



____________


Does the child speak the language?  

Yes
   No


Does the child understand the language?  

Yes
   No 


Who speaks the language? 



____________

Medical History

Pregnancy

Where there in problems during pregnancy or was pregnancy considered to be at high risk? 

Yes

No 

If yes, please describe:

Birth History

	Where was child born ( hospital and city/state):

	Birth weight:

	Length:

	How many weeks was the pregnancy: 

	How was the baby delivered:       

 ___Vaginal         __ Cesarean section

	Were forceps used for delivery:   


Yes


No

	How many days did the baby stay in the hospital:

	Were there any problems during delivery: 
             Yes


No

	If yes, please describe:  

	


Were there any problems with the baby or mother in the hospital after birth?  Yes
    No

If yes, please describe:

General Health

When was your child’s last physical examination? _________

When was your child’s hearing checked?        Yes      No    



Results_______________________________________________________
Has your child had any of the following?  (please check)

__ adenoidectomy

__ measles


__ scarlet fever



___allergies ***          

__ high fevers


__ seizures

__ anemia


__ head injury
      

__ thumb sucking habit


__ asthma


__ heart problems

__ sleeping difficulties

__ breathing difficulties
__ flu



__ bowel problems

__ chicken pox

__ problems with urination
__ sinusitis


__ colds


__ meningitis


__ tonsillectomy

__ ear infectrions

__ mumps


__tonsillitis
     how often? ___

__ encephalitis

__ vision problems
__ ear tubes


__ hearing problems
Please describe any checked items:

***In case of allergic reaction, what treatment is administered ________________________

Has your child ever been hospitalized:


Yes
No

If yes, please describe: 

Does your child take any medications regularly?

Yes 
No

If yes, describe and list dosage: 
Does your child wear any hearing aids or glasses? 

Yes
No

If yes, which aid and how long?
Developmental History
When did your child first:

	Sit alone:




	Babble:

	Crawl:




	Produce words:

	Walk: 




	Speak in sentences:

	Grasp a crayon:   
	Sleep through the night

	Become toilet trained:     
	Feed self with spoon: 


Has your child lost any skills:   Yes
No
If yes, please describe: 

Educational Background

Is your child currently attending school?

If yes,

	School Name: 

	Where: 

	Grade: 


Does your child’s teacher have any concerns about your child?
Yes    No

If yes, please describe: 

Concerns
Briefly describe what your child’s needs are: What is your main concern?

What are some things you are not able to do as a family anymore that you would like to be able to do again? 

What is the most difficult aspect of caring for or parenting your child? 
Where is the best place for your child to receive services: 

___ Home
___ School
___Gym/Clinic

___Other _____________

Please provide any additional information that will help us to understand your child better: 

Form completed by :___________________________________

Date: __________




