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PEDIATRIC INTAKE

  
       TODAY’S DATE:  ____/____/________

CHILD’S NAME: ________________________________ DOB:  ____/____/_____ GENDER:  ______Male   _____Female
CHILD’S RACE:  _____White    _____Black or African American    _____American Indian or Alaskan Native



          _____ Native Hawaiian or other Pacifica Islander    _____Multi-Bi-Racial     _____Other

Is Child Hispanic, Latino or Spanish origin:   _______YES   ________NO
PERSON(S) COMPLETING FORM: _________________________________________________________________________
RELATIONSHIP TO CLIENT : _______________________________________________________________________________
PRIMARY LANGUAGE SPOKEN IN THE HOME:  ____________________________________________________________

REFERRAL SOURCE : _____________________________________________________________________________________
REASON FOR REFERRAL / CONCERNS:  ____________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________
HAS YOUR CHILD RECEIVED ANY PREVIOUS EVALUATIONS OR THERAPY (i.e., speech-language therapy, occupational therapy, physical therapy, mental health counseling)?

IF YES PLEASE LIST DATES, AGENCIES AND SERVICES:

	DATE
	                         AGENCY
	                             SERVICES

	
	
	

	
	
	

	
	
	


DOES YOUR CHILD HAVE A DIAGNOSIS (i.e. medical, mental health)?  IF SO, PLEASE PROVIDE NAME OF DIAGNOSIS AND STATE WHO GAVE THE DIAGNOSIS.

	                              NAME OF DIAGNOSIS
	              WHO GAVE DIAGNOSIS

	
	

	
	

	
	


HOME INFORMATION

PARENT’S NAME:  _______________________________________________________________________________________

LEGAL GUARDIAN’?               FORMCHECKBOX 
  YES

 FORMCHECKBOX 
  NO
FOSTER PARENT (if child is in foster care):  ________________________________________________________________
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CASE MANAGER (if applicable):  ________________________________________________________________________

CHILD’S ADDRESS:  ______________________________________________________________________________________
PHONE:  (HOME) _______________________  (WORK) _______________________  (CELL) _______________________  
LIST ALL PERSONS LIVING IN THE HOUSEHOLD:
	 NAME
	AGE
	RELATIONSHIP
	OCCUPATION

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


PREGNANCY HISTORY
DURING YOUR PREGNANCY:

LIST ANY MEDICATIONS TAKEN: __________________________________________________________________________

________________________________________________________________________________________________________
NAME OF OBSTETRICIAN: ________________________________________________________________________________
DID YOU SMOKE?    FORMCHECKBOX 
  YES  FORMCHECKBOX 
 NO  
IF YES, HOW MUCH? _______________________________________________

DID YOU USE ALCOHOL?   FORMCHECKBOX 
  YES  FORMCHECKBOX 
 NO  
IF YES, HOW OFTEN? _______________________________________

DID YOU USE OTHER DRUGS (i.e., cocaine, LSD, marijuana, etc)?    FORMCHECKBOX 
  YES  FORMCHECKBOX 
 NO


IF YES PLEASE DESCRIBE:  ______________________________________________________________________________

HAVE YOU HAD ANY OF THE FOLLOWING COMPLICATIONS WITH YOUR PREGNANCY?




OPERATIONS


 FORMCHECKBOX 
  YES  FORMCHECKBOX 
 NO





NAUSEA, VOMITING

 FORMCHECKBOX 
  YES  FORMCHECKBOX 
 NO 





ILLNESS



 FORMCHECKBOX 
  YES  FORMCHECKBOX 
 NO

DESCRIBE ADDITIONAL COMPLICATIONS DURING PREGNANCY:___________________________________________
________________________________________________________________________________________________________

________________________________________________________________________________________________________

NUMBER OF PREVIOUS PREGNANCIES:  ____________                 NUMBER OF PREVIOUS LIVE BIRTHS:  ____________

[image: image3.emf]
BIRTH HISTORY
MOTHER’S AGE AT TIME OF BIRTH:  ____________

CHILD’S BIRTH WEIGHT:  ____________

CHILD’S BIRTH LENGTH:  ____________

VAGINAL DELIVERY?

 FORMCHECKBOX 
  YES  FORMCHECKBOX 
 NO

C-SECTION?


 FORMCHECKBOX 
  YES  FORMCHECKBOX 
 NO

PREMATURE BIRTH?

 FORMCHECKBOX 
  YES  FORMCHECKBOX 
 NO
    GESTATIONAL AGE ____________

WAS YOUR BABY JAUNDICE (YELLOW IN COLOR)?  
 FORMCHECKBOX 
  YES  FORMCHECKBOX 
 NO

NEONATAL HISTORY

WAS YOUR BABY ADMITTED TO THE NEONATAL INTENSIVE CARE UNIT? 
    FORMCHECKBOX 
  YES  FORMCHECKBOX 
 NO


IF YES, HOW LONG?  ___________________________________________

IF YES, PLEASE DESCRIBE ANY COMPLICATIONS:  __________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

	
	   YES
	   NO

	BREAST FED
	
	

	REFUSAL TO NURSE
	
	

	BOTTLE FED
	
	

	DIFFICULTY SUCKING
	
	

	DIFFICULTY SWALLOWING
	
	

	FEEDING TUBE
	
	

	CYANOSIS (BLUE COLOR)
	
	

	EXCESSIVE VOMITING
	
	

	DIFFICULTY BREATHING
	
	

	REQUIRED OXYGEN
	
	

	SEIZURES / CONVULSIONS
	
	


PLEASE LIST ANY SEIZURE MEDICATIONS:  _________________________________________________________________
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PEDIATRIC HISTORY

LAST PHYSICAL EXAM:  ____/____/________
PHYSICIAN:  _____________________________
VISUAL EXAM:  ____/____/________
WHERE WAS EXAM COMPLETED:  ___________________________________

HEARING TEST:  ____/____/________
WHERE WAS EXAM COMPLETED:  ___________________________________

 DO YOU SUSPECT / NOTICE SIGNS OF POSSIBLE HEARING LOSS?  IF SO, PLEASE DESCRIBE:  ___________________
________________________________________________________________________________________________________

Please provide results of any hearing evaluation prior to any speech-language evaluation.


IS YOUR CHILD SEEN BY A SPECIALIST?  PLEASE PROVIDE INFORMATION BELOW.

	     NAME OF PHYSICIAN
	            SPECIALTY AREA
	DATE OF LAST VISIT/OUTCOME

	
	
	


	MEDICAL CONDITION
	YES
	NO
	COMMENTS (When possible, please provide dates)

	SERIOUS ILLNESS, ACCIDENT, 

INJURY OR TRAUMA


	
	
	

	MENINGITIS / ENCHEPHALITIS


	
	
	

	EAR / EYE INFECTIONS


	
	
	

	TUBES IN EARS


	
	
	

	ALLERGIES


	
	
	

	OPERATIONS / HOSPITAL 

ADMISSIONS


	
	
	


LIST ANY CURRENT MEDICATIONS / DESCRIBE ANY SIDE EFFECTS: ___________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________
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EMOTIONAL / BEHAVIORAL / SENSORY INFORMATION
(Please check any behaviors below that you observe)

 FORMCHECKBOX 
  DOES NOT RESPOND AT ALL TO LIMIT SETTING / WANTS TO “RUN THE SHOW”

 FORMCHECKBOX 
  HAS DIFFICULTY SEPARATING FROM PARENT / CAREGIVERS

 FORMCHECKBOX 
  HAS NO SENSE OF DANGER, ACTS WITHOUT THINKING

 FORMCHECKBOX 
  IS “MOODY”, IRRITABLE OR MOOD CHANGES QUICKLY FROM LAUGHING TO SAD OR ANGRY

 FORMCHECKBOX 
  HURTS OTHERS, SELF OR ANIMALS

 FORMCHECKBOX 
  OVER-REACTS TO TAGS IN SHIRT, UNEXPECTED TOUCH AND/OR LOUD NOISES / DISLIKES MESSY PLAY

 FORMCHECKBOX 
  SEEKS CLIMBING, JUMPING OR SWINGING ACTIVITY

 FORMCHECKBOX 
 DIFFICULTY WITH BEDTIME ROUTINES

DESCRIBE SPECIFIC BEHAVIORS THAT YOU MAY BE CONCERNED ABOUT:  ___________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

MOTOR DEVELOPMENT

DESCRIBE YOUR CHILD’S MOTOR DEVELOPMENT / CONCERNS:  ____________________________________________
________________________________________________________________________________________________________

________________________________________________________________________________________________________

	                       MOTOR SKILL


	                    ACCOMPLISHED AT WHAT AGE

	ROLL


	

	SIT UP BY HIMSELF / HERSELF


	

	CRAWL


	

	WALK


	WITH HELP?

WITHOUT HELP?

	IN SITTING POSITION, IS HEAD STRAIGHT 

AND STEADY?
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	QUESTIONS / FINE MOTOR SKILLS

DOES YOUR CHILD…
	YES
	NO
	COMMENTS

	GRASP CRAYONS / UTENSILS 

AWKWARDLY?

	
	
	

	HAVE DIFFICULTY PLAYING WITH 
AGE APPROPRIATE TOYS?

	
	
	

	USE HIS/HER THUMB AND INDEX
FINGER TO PICK UP SMALL OBJECTS?

	
	
	

	MOVE HIS/HER TONGUE DURING 
FINE MOTOR ACTIVITES?

	
	
	

	HAVE ESTABLISHED HAND 
DOMINANCE?

	
	
	RIGHT             /            LEFT
(If applicable, circle one)

	HAVE DIFFICULTY WITH SUCH 
ACTIVITIES AS BUTTONING, LACING
BEADS, CUTTING WITH SCISSORS?

	
	
	


SPEECH AND LANGUAGE DEVELOPMENT
DESCRIBE YOUR CHILD’S COMMUNICATION SKILLS / CONCERNS:  __________________________________________
________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

	                       COMMUNICATION 
	ACCOMPLISHED AT WHAT AGE

	RESPONDS TO HIS / HER NAME


	

	GESTURES (POINTING, REACHING, WAVING)

	

	SINGLE WORDS


	

	TWO-WORD COMBINATIONS


	

	SENTENCES


	

	CONVERSATION
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DOES YOUR CHILD AVOID TALKING?  
    FORMCHECKBOX 
  YES  FORMCHECKBOX 
 NO

IS IT DIFFICULT FOR OTHERS TO UNDERSTAND YOUR CHILD’S SPEECH-LANGUAGE SKILLS?
    FORMCHECKBOX 
  YES  FORMCHECKBOX 
 NO

IS THERE A FAMILY HISTORY OF SPEECH AND LANGUAGE DIFFICULTIES?

    FORMCHECKBOX 
  YES  FORMCHECKBOX 
 NO

IF YES, PLEASE DESCRIBE:  ________________________________________________________________________________
________________________________________________________________________________________________________

________________________________________________________________________________________________________

WHAT IS YOUR CHILD’S NATIVE LANGUAGE?  _____________________________________________________________

WHAT IS THE PRIMARY LANGUAGE SPOKEN IN THE HOME?  _________________________________________________

WHAT OTHER LANGUAGES ARE SPOKEN IN THE HOME?   ___________________________________________________

DESCRIBE YOUR CHILD’S OPPORTUNITIES FOR SOCIAL COMMUNICATION (i.e., home with parents / siblings, play group, visits with neighbor, school, etc.)

________________________________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________

FEEDING
DID YOUR CHILD HAVE ANY FEEDING PROBLEMS AS A BABY?  (i.e., sucking, swallowing, maintaining weight)?  IF SO, DESCRIBE:  

_____________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________
DESCRIBE ANY FEEDING PROBLEMS YOUR CHILD MAY BE PRESENTLY EXPERIENCING (i.e., biting, chewing, swallowing, self-help without utensils)
_____________________________________________________________________________________________

________________________________________________________________________________________________________

DOES YOUR CHILD AVOID EATING CERTAIN FOODS?  IF SO, PLEASE LIST:  

_____________________________________________________________________________________________

________________________________________________________________________________________________________
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DESCRIBE YOUR CHILD’S TYPICAL DAILY DIET, INCLUDE FOOD PREFERENCES:
_____________________________________________________________________________________________

________________________________________________________________________________________________________

CHILD’S HISTORY OF PROGRAM INVOLVEMENT PAST / PRESENT
HOSPITALIZATIONS (INCLUDING PLACE OF BIRTH)


LEGAL INVOLVEMENTS
 FORMCHECKBOX 
  SARASOTA MEMORIAL HOSPITAL




 FORMCHECKBOX 
  GUARDIAN AD LITEM
 FORMCHECKBOX 
  ALL CHILDREN’S HOSPITAL





_____________________________________

 FORMCHECKBOX 
  SHRINER’S HOSPITAL






 FORMCHECKBOX 
  STATE ATTORNEY

 FORMCHECKBOX 
  OTHER







_____________________________________

__________________________________________________


 FORMCHECKBOX 
  PRIVATE ATTORNEY

__________________________________________________


_____________________________________

__________________________________________________


 FORMCHECKBOX 
  CHILD PROTECTION TEAM
CHILDCARE/PRESCHOOL PROGRAM



_______________________________

(Please name and note frequency child attends)
_______________________________________________

_______________________________________________
OTHER PROGRAMS FOLLOWING CHILD:

 FORMCHECKBOX 
  CHILD FIND / SCHOOL BOARD




 FORMCHECKBOX 
  HEALTHY START


 FORMCHECKBOX 
 GULF CENTRAL EARLY STEPS




 FORMCHECKBOX 
  HEALTHY FAMILIES

    FORMCHECKBOX 
  SAFE CHILDREN COALITION




 FORMCHECKBOX 
 FETAL ALCOHOL PROGRAM

    FORMCHECKBOX 
  CHILDREN’S MEDICAL SERVICES




 FORMCHECKBOX 
  EARLY LEARNING COALITION

    FORMCHECKBOX 
  COASTAL RECOVERY CENTER




 FORMCHECKBOX 
  CHILDREN FIRST 
    FORMCHECKBOX 
  OTHER______________________
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