
	
History Intake Form 

 
Child’s name: __________________________ Date: _____________________________ 
 
Form Completed By:  _______________________ 
	
Relationship to child: _______________________ 
	
Pediatrician’s name, phone number and Fax number: 
 
 
	
What do you hope to gain from this evaluation: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
	
Who referred you to therapy and why: 
________________________________________________________________________
________________________________________________________________________ 
	
	
What are your concerns: 
________________________________________________________________________
________________________________________________________________________ 
	
Identifying Information 
 
Child’s Birthdate: ___/____/___________ 
 
Gender: MALE      FEMALE 
 
Birth History 
Was your child adopted:   Y     N 
If so at what age: ________ 
 
Length of pregnancy: ________ weeks 
Delivery:    Vaginal    Cesarean section 
Birth weight:     ______Pounds______ ounces 
Hospital: 
 
Were there any complications during pregnancy:  Y     N 



	
If so, please describe: 
________________________________________________________________________
________________________________________________________________________ 
 
Please list any medications used if any during pregnancy:________________________ 
 
 
 
Were there any complications during labor/delivery:   Y   N 
If so, please describe: 
________________________________________________________________________
________________________________________________________________________ 
 
Was a NICU stay required?    Y   N 
If yes, how long and why? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
what interventions required?  
 
________________________________________________________________________
________________________________________________________________________ 
 
Social and Medical History: 
Child lives with:  (if any siblings please list ages) 
________________________________________________________________________
________________________________________________________________________ 
 
Primary languages spoken in the home:________________ 
Does your child have any known allergies:________________ 
Does your child take any medications currently: (please 
list)_____________________________________________________________________
________________________________________________________________________ 
 
Has your child had any surgeries, major illnesses, emergency room visits or 
hospitalizations:__________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Any ear infections: Y     N 
How many?____________ 



	
Were they treated by antibiotics:_________ 
 
Has your child received a formal vision test?   Y    N      DATE: _____________________ 
Has your child received a formal hearing test? Y    N     DATE:______________________ 
 
Other Significant Medical History:-
________________________________________________________________________
________________________________________________________________________ 
 
Please indicate any specialists your child currently sees and if any follow-ups 
scheduled:_______________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Developmental History: 
Age when child: Sat independently___________ 
                              Crawled on hands and knees______________ 
                              Walked_______________ 
                               First word_____________ 
 
Did your child tolerate tummy time as a baby?_____________________ 
 
Has your child been evaluated or received therapy previously? Y    N 
If Yes, what type of therapy and what was the reason and 
duration:________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Anything else you would like us to know: 
 
 
 
 
 
 
 
 
Signature of parent/caregiver of child completing this form 
 
 
	


