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CHILD/FAMILY HISTORY FORM
	
Thank you for taking the time to complete this form.  This information is extremely helpful to me in conducting the evaluation and will save us considerable time during our appointments.

CHILD’S FULL NAME: _______________________________ Date completed:_____________
Completed by: _______________________________________	Relationship to child:_____________
Child’s Date of Birth: ________________________________	Grade in School:_________________

Please describe your concerns about your child and when these concerns first started:
1)_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
2)_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
3)_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Contact Information:
Parent/Guardian:______________________________________	Phone:  (h)________________
Address: _________________________________________________	(w)________________   
__________________________________________________	(cell)_______________
Email:   __________________________________________________

Parent/Guardian:______________________________________	Phone:  (h)________________
Address: _________________________________________________	(w)________________   
__________________________________________________	(cell)_______________
Email:   __________________________________________________

Primary Physician:_______________________________	        Phone:_______________________
Address: ______________________________________________________________________

School/District:___________________________________	Phone: ____________________
Address: ________________________________________	
Teacher: ________________________________________

Previous Therapist: _______________________________	Phone: ____________________
Address: ______________________________________________________________________
Birth and Developmental History
These questions refer to the biological mother of the child.
1. Did the mother receive prenatal care?  Yes____  No _____   

2. Did the mother take any type of medications during pregnancy?
	Name of medication		Reason					Trimester
		________________		__________________________ 	___________
		________________		__________________________ 	___________
		________________		__________________________ 	___________

3. Did the mother smoke cigarettes, drink alcohol, or use drugs during pregnancy?
	Substance				Amount used per week			Trimester
		________________		____________________________	___________
		________________		____________________________	___________
		________________		___________________________	___________

4. Did the mother experience any medical problems during pregnancy?  Please describe.
____________________________________________________________________________________________________________________________________________________________________

5. Length of pregnancy:  ____weeks		Age of mother: ____

6. Were there any problems with the delivery?  Please describe.
	__________________________________________________________________________________
	__________________________________________________________________________________

7. Delivery was:  Vaginal _____  C-section ____  Forceps used ____

8. APGAR scores at 1 minute (if known): ________ 	at 5 minutes: ________

9. Birth weight:  ________

10. Duration of mother’s hospital stay: __________	Baby’s hospital stay: _________

11. Were there any problems noted by anyone while the baby was in the hospital?
____________________________________________________________________________________________________________________________________________________________________

12. Did your child have any medical problems during infancy?
____________________________________________________________________________________________________________________________________________________________________

13. How would you describe your child’s temperament as an infant?  Was he/she an “easy” or “difficult/fussy” baby?  Was he/she cuddly and did he/she like to be held?
____________________________________________________________________________________________________________________________________________________________________ 

14. How would you describe your child’s activity level as an infant and toddler?
____________________________________________________________________________________________________________________________________________________________________   

15. Please list the ages at which your child reached the following developmental milestones:

	Used first words other than Mama/Dada _____
	Crawled_____

	Used 2-3 word phrases_____
	Walked_____

	Followed simple verbal instructions_____
	Daytime toilet training (bladder)____

	Reliably recognized letters/numbers_____
	Daytime toilet training (bowel)_____

	Read simple books alone _____
	Nighttime toilet training_____



16. What are your child’s strengths? 
________________________________________________________________________________________________________________________________________________  
     
Medical History
1. Does your child have any chronic health problems (e.g., asthma, diabetes, seizure disorder)?
____________________________________________________________________________________________________________________________________________________________________

2. Has your child had any surgeries or hospitalizations?
Year	Procedure/Reason for Hospitalization	Outcome	
	____	______________________________	________
____	______________________________     	________ 
	____	______________________________	________

3. Has your child ever had a seizure?  Please describe dates of seizure, any diagnostic testing performed, and any medications given. 
____________________________________________________________________________________________________________________________________________________________________

4. Has your child ever had a head injury?  Please describe dates and circumstances.  Did your child lose consciousness?  Was a CT scan or MRI performed?   
____________________________________________________________________________________________________________________________________________________________________
5. Is your child currently taking any type of medication, including vitamins/supplements?
Name of Medication	Dosage		Reason			Date Begun	
       	________________	 	______		__________________	_______________
       	________________		 ______		__________________	_______________
       	________________		 ______		__________________	_______________

6. Has your child ever taken any psychiatric medications in the past?
Name of Medication	Dosage		Reason			Date Begun	
       	________________	 	______		__________________	_______________
       	________________	 	______		__________________	_______________
     	________________	 	______		__________________	_______________
________________		______		__________________	_______________
7. Has your child ever had a vision screen?
Date of screen:  ______________________	Results:_________________________

8. Has your child ever had a hearing screen or other hearing test?
Date of screen:  ______________________	Results:  _________________________

9. Do you have concerns about your child’s sleep? Describe.
____________________________________________________________________________________________________________________________________________________________________
Typical time in bed_______		Typical time child falls asleep________
	Sleeps through night?  _____ usually    _______sometimes	______rarely
	Typical number of hours of sleep per night?_______

10. Do you have concerns about your child’s eating habits? Describe.
____________________________________________________________________________________________________________________________________________________________________

Behavioral/Emotional Concerns:
1. Do you have any concerns about your child’s language (e.g. delayed language, repetitive  language, poor conversational skills, unusual sounds, unusual intonation)?
_________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________

2. Do you have any concerns about your child’s motor development (e.g. repetitive body movements, poor coordination, highly fearful or resistant to physical activities?
__________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________  

3. Do you have any concerns about your child’s social interaction with peers (e.g. few/no 
friendships, low social interest, conflictual peer relationships)? 
__________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________

4. Does your child have any unusually intense interests?  Does he/she have a history of over-focusing on certain toys, activities or interests? Any interests that seem unusual for age?
__________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________

5. Do you have concerns about your child’s mood (e.g. anxious, sad, depressed, irritable)? Is this a change?  If so, when did the change start?
__________________________________________________________________________________ ________________________________________________________________________________________________________________________________________________  

School/Intervention History:
1. Does your child currently have an IEP at school?  Yes _____ No_____
2. Does your school know about this evaluation?  Yes _____ No _____

3. Please describe any concerns about your child’s academic performance or behavior that the school has mentioned: 
	_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4.	Please list all schools attended since preschool:
School			Grade				Dates
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

5.	Has your child received any therapy services?  If yes, please indicate child’s age at time of service and duration.  Examples may include speech therapy, occupational therapy, or psychological therapy.
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
      
Family History
Parent 1 (indicate which parent): _______________
Educational level	_______________________
Occupation		_______________________

Parent 2 (indicate which parent): _______________
Educational level	_______________________
Occupation		_______________________

Siblings
Name		_____________________		Name	___________________
Age			_____________________		Age      ___________________

Name		_____________________		Name   ___________________
Age			_____________________		Age      ___________________



Do any of the child’s biological relatives have the following conditions?  Please check all that apply, past or present.
         	

	
	MOTHER
	FATHER
	MOTHER’S
FAMILY
	FATHER’S
FAMILY
	CHILD’S
SIBLINGS

	Intellectual Disability (Mental Retardation) 
	
	
	
	
	

	Autism
	
	
	
	
	

	Learning problems
	
	
	
	
	

	Attention problems
	
	
	
	
	

	Hyperactivity
	
	
	
	
	

	Epilepsy
	
	
	
	
	

	Alcoholism
	
	
	
	
	

	Drug Abuse
	
	
	
	
	

	Depression
	
	
	
	
	

	Suicide Attempt(s)
	
	
	
	
	

	Anxiety Disorder
	
	
	
	
	

	Bipolar Disorder
	
	
	
	
	

	Schizophrenia
	
	
	
	
	

	Psychosis
	
	
	
	
	

	Criminal history
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