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Movement ______________________

Deformity _______________________

Cognitive delay___________________

Visual impairment ________________

Hearing loss _____________________

Speech__________________________

Seizures ________________________

Behavior_________________________

Other ___________________________

Future action: Date: Done:

______ come back again _________ ______

______ refer to specialist _________ ______

______ visit at home _________ ______

______ other ________ _________ ______
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___________________________________________________________________
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CHILD’S HISTORY (First visit)

Name:__________________________________________________________________ Sex:

Date of birth: ________________________________ Address:__________________________________

Age: ________ Weight:_________Height: ________ __________________________________________

Mother: _____________________________________ __________________________________________

Father: ______________________________________ Telephone:________________________________

How did you learn about the program? _______________________________________________________

WHAT IS THE CHILD’S MAIN DISABILITY? __________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

When did it begin?_____________________________ ______________________________

Other disabilities?__________________________________________________________________________

Is the disability improving? __________ Getting worse? __________About the same? _______________

Explain:___________________________________________________________________________________

_____________________________________

Do other family members or relatives have a similar disability? _____ Who?_______________________

Has the child received medical attention?_______ What? _______________________________________

__________________________________Where?_________________________________________________

Use any braces or other aids? _______What?__________________________________________________

Has the child used any in the past? ____ Explain:______________________________________________

__________________________________________________________________________________________

How is the child’s general health? ___________________________________________________________

Is the child overweight? ________Malnourished? ________________Other?________________________

Hears and sees well? ___________ Explain:___________________________________________________

head control___________________________________________________________ ______________

use of hands __________________________________________________________ ______________

creeping or crawling____________________________________________________ ______________

standing, walking ______________________________________________________ ______________

play __________________________________________________________________ ______________

feeding or drinking _____________________________________________________ ______________

toileting_______________________________________________________________ ______________

personal hygiene_______________________________________________________ ______________

dressing ______________________________________________________________ ______________

Does the child speak? ____________ How much or well?_____________Began when? ___________

What other things can the child do? __________________________________________________________

__________________________________________________________________________________________

What things can the child not do?____________________________________________________________

__________________________________________________________________________________________

What new skills or abilities would you like to see your child gain? ________________________________

__________________________________________________________________________________________
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38 CHAPTER 4

Is the child mentally typical? ___________________________________________________

Cognitive delay? __ How severe? ____________________________________________

Why do you think so? ______________________________________________________

Does the child have seizures? _________ How often? __________________________

Describe: ____________________________________________________________________

Takes medicine?_________What?____________________________________________________________

For what?___________________________ _________________________________

Behavior typical for age?____________________________________________________________________

Behavioral or emotional problems?________Explain: ___________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

Goes to school? ________What year? ________________________________________________________

With whom does the child live? _____________________________________________________________

Number of brothers and sisters: _________Ages: _______________________

Father works? _________At what?_____________________________________ ____________________

Mother works? ________At what?____________________________________________________________

The child seems: well-cared for?__________spoiled or overprotected?____________________________

neglected? ______ happy? _______ ________ withdrawn? ______________________

other? _________________________________________________________________________________

Important details of family situation: _________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

What has the family done, made, or obtained to help the child function better?____________________

_______________________________________________________________________________________

Other observations, information or drawings:

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

How much have you spent for your child’s disability?_________ For what? ________________________

__________________________________________________________________________________________

Were disability or complications caused by improper medical treatment or therapy? _______________

Explain:___________________________________________________________________________________

FOR CHILDREN WITH PARALYSIS:

___________________________________________
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Vaccinations: How many Dates  Allergies

polio

DPT

Hep B 
(Hepatitis 

measles

tetanus

other

History of illness Date

measles _______

chicken pox _______

whooping cough _______

other _____ _______

____________ _______
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