






Patient Name: _________ _ 

Date of Birth: _________ _

LEARN.PLAY.GROW 

**If your child has an IEP through his/her school, please bring us a copy for our records.** 

**If your child has a Neuropsychological Evaluation or any additional testing, please bring us a copy for our records.** 

DEVELOPMENTAL/ MEDICAL HISTORY FORM: 

Allergies: Current Medications (Name/Dosage): 

Siblings (Name/Age): Languages spoken at home: 

English Spanish 

Other: 

Has your child ever been diagnosed by a doctor or psychologist with a developmental, behavioral disorder, or other 

medical diagnosis? Please check any of the following diagnoses that apply to your child: 

Autism ADHD Cerebral Palsy  Anxiety  Asthma Constipation CVI  Sleep Apnea    Reflux 

Syndrome: Other: 

Has anyone (teacher, pediatrician, friend, relative) If yes, what diagnosis? 
suggested your child be evaluated for a specific diagnosis? 

Please check the answer that applies: 

Yes No 

BIRTH HISTORY: 

Please check those that apply and/or write in answers 

Any difficulties during pregnancy? Any difficulties during labor? 

Bed rest Gestational Pre-eclampsia Other: 

Diabetes 

Length of Pregnancy: Birth was: Length of Labor: Labor was: 

wks Vaginal Caesarian hrs Normal Induced 

Birth Weight: Duration of hospital stay post birth: NICU Stay: 

lbs oz Yes No 

Any problems with the following: 

Jaundice     Colic Reflux Feeding Head Shape/Tilt Respiratory Other: 
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