
Pa#ent Informa#on Date:______________ 

Pa)ent’s Name:_______________________________________ Gender:  M  F  Other 

Date of Birth:___________________ Home Phone_______________________ 

Address:______________________________________________________________________ 

Parent Informa#on 

Parent #1:__________________________ Parent #2:_____________________________ 

Mobile Phone:______________________ Mobile Phone:_________________________ 

Work Phone:_______________________ Work Phone:__________________________ 

Email:______________________________ Email:_________________________________ 

Referring Physician 

Name/Prac)ce:__________________________________ Phone:_____________________ 

Address:______________________________________________________________________ 

Pediatrician/Primary Care Physician  (Circle if same as above.) 

Name/Prac)ce:__________________________________ Phone:_____________________ 

Address:______________________________________________________________________ 
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New Pa#ent Ques#onnaire 

Thank you for taking the )me to fill out the informa)on below so together we can 
create the most effec)ve treatment plan for your child.  We look forward to 

working with you! 

Allergies: 
Medica)ons:_________________________________ Reac)on:__________________ 

Food:________________________________________ Reac)on:__________________ 

Birth History: 
Child was born:  Full-term____  Premature____ If premature, # of weeks?________ 

Delivery: ____ vaginal ____ with forceps ___ C-sec)on 

Were there any complica)ons?_________________________________________________ 

Was your child placed in the Newborn Intensive Care Unit (NICU)?      Yes  /  No 

For how long?___________________________ 

Please describe any other medical problems or complica)ons at birth. 

______________________________________________________________________________ 

Medical History: 
Current Diagnosis/es:_________________________________________________________ 

Hospitaliza)ons:______________________________________________________________ 

Surgeries:_____________________________________________________________________ 

Current 
physician(s):___________________________________________________________________ 
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Current 
Medica)ons:__________________________________________________________________ 

Special equipment your child uses:_____________________________________________ 

Any feeding problems or nutri)onal concerns? _________________________________ 

Other therapies your child is receiving:_________________________________________ 

Developmental History: 
Please indicate approximately what age your child achieved the following 
milestones.  Mark N/A for those which your child has not achieved yet. 

Current physical limita)ons:___________________________________________________ 

______________________________________________________________________________ 

Caregiver Goals:  Please share 2–3 goals for your child to achieve with therapy. 

1) 

2) 

3) 

Rolled over Said first word

Sat alone Drank from a cup

Crawled Used a spoon

Pulled to stand Toilet trained

Stood independently Dressed self

Walked independently Jumped with two feet
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Educa#onal Informa#on: 
School/Educa)onal program currently abending:________________________________ 
Present grade level:__________ 
Special services received in school: OT    PT    Speech Other:________________ 
Does your child's teacher have concerns with your child's development? 

______________________________________________________________________________ 

Social: 
Does your child interact well with others?    Yes  /  No 

Fears / Coping behaviors:______________________________________________________ 

Does your child have difficulty calming himself/herself when upset?    Yes  /  No 

Addi)onal comments:_________________________________________________________ 

Behavior: 
Please circle any of the following that apply to your child. 

What mo)vates your child?____________________________________________________ 

What calms your child?________________________________________________________ 

What behavior strategies does your child respond to the best? 

______________________________________________________________________________ 

______________________________________________________________________________

Cries oeen Anxious Clumsy

Frequent temper tantrums Weak muscles Picky eater

Mouths objects Dislikes hair brushing Dislikes tooth brushing

Sensi)ve to light Sensi)ve to sound Poor aben)on span

Avoids touch from others Seems to be “on the go” Rocks self

Trouble following direc)ons Trouble with changes in 
rou)ne  

Dislikes playground 
equipment
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