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Description automatically generated]Pediatric Intake Form
Demographics
	Patient Name: 
	Age: 

	Preferred Name: 
	Date of Birth: 

	Sex: 
	



Medical History: 
	Good
	Fair
	Poor


How would you classify the child’s general health? (Circle one)
Has the child had any medical complications or concerns other than why you are here today? (ex. surgeries, seizures, vision problems, ear infections, hospital stays, etc.): 

	Yes
	No


Is the child currently (or recently) under a physician’s care? (Circle one)
Primary Care Physician and Clinic Name: 
Please list any medications the child takes regularly: 


Medical Precautions/Contraindications:
	Yes
	No


Are there any factors that may complicate the child’s ability to participate in therapy? (Circle one)
If yes, please explain: 
	Yes
	No


Does the child have any movement restrictions? (Circle one)
If yes, please explain: 
	Yes
	No


Has the child had any prior treatment and/or diagnostic testing? (Circle one)
If yes, please explain: 
	Yes
	No


Has the child received therapy before? If Yes, please circle all that apply below: 
	Physical Therapy
	Occupational Therapy
	Speech Therapy
	Vision Therapy
	Counseling



Pregnancy and Birth History:
	Yes
	No


Were there any complications during pregnancy, labor or delivery? (Circle one)
If yes, please explain: 
	Yes
	No


Was the pregnancy full term? (Circle one)
If no, what was the gestational age? 
	Vaginal
	Induced
	C-Section


Was labor: (Circle one)
	Birth Weight: 
	Birth Height: 



Vision and Hearing:
	Yes
	No


Do you feel the child has a hearing problem? (Circle one) 
If yes, please describe: 
	Yes
	No


Has the child had a hearing test? (Circle one)
	Date of Exam: 
	School
	Physician
	Audiologist
	ENT
	Hospital


	Location (Circle one): 
	Results: 
Does the child use a hearing aid for one or both ears? 
	Yes
	No


Has the child had a vision test? (Circle one)
	Date of Exam: 
	Results: 
	Yes
	No


Does the child wear glasses? (Circle one)

Feeding History (please fill out if you have feeding concerns):
	Yes
	No


Does the child have trouble swallowing? (Circle one)
	Yes
	No


Has the child had a swallow study? (Circle one)
If yes, list results/recommendations: 
Is/was the child breast fed or formula fed? 
Check all that apply: 
	Child is a “picky” eater
	Child is a messy eater
	Child has difficulty chewing

	Child drools
	Child avoids certain food textures/temperatures
	Child is sensitive in/around their mouth/face/head

	Child has/had weaning difficulties
	Child has seen a dietician or nutritionist
Providers name: 
	Child has a history of poor weight gain



Home Life: 
Child lives with (ex. Guardian, Caregiver, etc.): 
	No
	Yes: 


Is there a language other than English spoken at home? (Circle one)
	Yes
	No


Does the child speak the language? (Circle one)
	Yes
	No


Does the child understand the language? (Circle one)
Which language does the child prefer to speak at home? 
Developmental History:
Please indicate approximate age the child achieved the following developmental milestones (You may put N/A, if the child has yet to meet milestone):
	Sat Alone: 
	Rolled: 
	Crawled: 

	Walked: 
	Grasped crayon/pencil: 
	Babbled: 

	Said first word: 
	Put two words together: 
	Spoke in short sentences: 

	Toilet trained: 
	
	



Does the child: (Check all that apply) 
	Choke on foods/liquids
	Currently put toys/objects in their mouth
	Brush their teeth and/or allow brushing



Does the child communicate using: (Check all that apply)
	Body Language
	Sound (vowels, grunting)

	Word (shoe, doggy, up)
	2 to 4 word sentences

	Sentences longer than 4 words
	Other: 



School History: (If the child is in school or daycare please answer the following)
Name of school/daycare: 
Grade, if the child is in school: 

Additional Comments or Questions:
Why are you seeking treatment for the child? 


Is there any other information we need to know? 


· If the child is sick, please call our clinic at 307-739-1864 to cancel their appointment. You may cancel the appointment at any time due to sickness.
Patient Guardian’s Signature: 
Date: 				Relationship to Patient:
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