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____________________________________________
PATIENT INFORMATION
Please complete the following information for our records.  This information is confidential.

Child’s Name: ______________________________ DOB:________________  M/F:_______

Parent’s Name: ________________________________________

Street Address: ________________________________________

City, State, Zip: ________________________________________

Home Phone: _____________________________  Work Phone:_______________________

Cell Phone: _______________________________  Pager: ____________________________

Family Members and Ages: ______________________________________________________ _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Emergency Contact: ____________________________  Phone: _______________________

Physician Name: _______________________________  Phone: _______________________

Address: ____________________________________________________________________

Specialists:  ___Orthopedist  ___Neurologist  ___ Psychologist  ___Neurosurgeon

Name: ____________________________Phone: ___________________ Speciality: O/N/P/NS

Name: ____________________________Phone: ___________________ Specialty: O/N/P/NS

Other Specialist: _______________________________________  Phone: _________________

Medical Data:

Diagnoses: _________________________________________________________

Pregnancy and Birth History: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

(Patient Information, pg 2)

__________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

Developmental History:  (when rolled, sat alone, crawled, walked, etc.) ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Surgical History: (please include dates)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please check all that apply to your child:

___ Respiratory Problems   ___Heart Problems ___Behavior Disorder ___Seizures

___Vision Problems ___Hearing Problems ___ Allergies ___Sensory Problems

___ Feeding Difficulty

Explain:  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medications:____________________________________________________________________________________________________________________________________________________________________________________________________________________________

What does your child enjoy the most?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Capabilities: Please provide information regarding the current capabilities of your child. (Rolling, sitting, crawling, standing, walking, swimming, feeding/eating, writing, speech, vision, etc.)

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

(patient information, pg 3)

Concerns: Please describe the current problem areas of your child’s abilities that are of concern.

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please describe your goals of therapy for your child: (What you would like to see accomplished).

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Past or Present Therapy:  (PT, OT, Speech) Please list dates, names of current or former therapies.

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please provide me with copies of any other information or evaluations.

Completed by: __________________________ Relationship:_______________________

Date: _________________________________
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