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400 E. Pine St., Suite 220
Seattle, WA 98122

(206) 729-2829 ext.3



Fax: (206)709-3820

CHILD AND FAMILY HISTORY FORM

Parents: thank you for taking the time to complete this form.  This information is essential to my being able to conduct a thorough evaluation of your child.

CHILD’S FULL NAME: ________________________________ Date of birth: __________

Completed by: _______________________________________   Date completed: ________

Contact Information:

Parent /Guardian_______________________________
Phone: (h) ___________________

Address: _____________________________________               (w) ___________________

E-mail:  ______________________________________             (cell) __________________

Parent /Guardian_______________________________
Phone: (h) ___________________

Address: _____________________________________               (w) ___________________

E-mail: ______________________________________              (cell) __________________

Primary Physician: _________________________
Phone: ____________________

Address: ________________________________________________________________

School/District________________________________
Phone: ____________________

Address: _____________________________________
Grade: ____________________

Teacher: _____________________________________

Previous Therapist_____________________________
Phone: _____________________

Address: _________________________________________________________________

Birth and Developmental History:

Information requested pertains to the biological mother of the child.

1. Did the mother receive prenatal care?  Yes___  No___

2. Did the mother take any medications during pregnancy? 

Name of medication

Reason taken



Trimester
______________

______________________

________

______________

______________________

________

3. Did the mother smoke cigarettes, drink alcohol, or use drugs during pregnancy?  

Substance


Amount used per week


Trimester

_________________
__________________


________

_________________
__________________


________

_________________
__________________


________

4. Did the mother experience any medical problems during pregnancy?  Please describe.

______________________________________________________________________________________________________________________________________________________

5. Did the mother experience severe stress during pregnancy?  Please describe.

______________________________________________________________________________________________________________________________________________________

6.
Length of pregnancy: ___ weeks

Age of mother: ___

7. Were there any problems with the delivery?  Please describe.

______________________________________________________________________________________________________________________________________________________

Delivery was:  Vaginal___
C-section___

8. Birth weight:_______

9. Duration of mother’s hospital stay: ________

Baby’s hospital stay:_________

10. Were there any problems noted by anyone while the baby was still in the hospital?  (for example, prolonged jaundice, need for incubator/oxygen, feeding problems, convulsions)

______________________________________________________________________________________________________________________________________________________

11. Did your child have any medical problems during infancy? ___________________________

__________________________________________________________________________

feeding difficulties? __________________________________________________________

“colic”? ____________________________________________________________________

sleep difficulties? ____________________________________________________________

12. How would you describe your child’s temperament as an infant?  Was he/she an “easy” baby?  Was he/she cuddly and did he/she like to be held? ______________________________________________________________________________________________________________________________________________________

13. How would you describe your child’s activity level as an infant and toddler?  ______________________________________________________________________________________________________________________________________________________

14.  Was your child separated from his/her mother for more than a week during infancy? If so, at what age and for how long?  _____________________________________________________________________________________________________________________________________

15. At what age did your child complete the following developmental milestones?

Milestone







Age
Walk







_________________

First words (other then “mama” and “dada”)



_________________

2-3 word sentences






_________________

Toilet trained for bladder-day




_________________

Toilet trained for bladder-night




_________________

Toilet trained for bowel





_________________

Medical History

1. Does your child have any chronic health problems (e.g. asthma, diabetes, heart disease)? ___________________________________________________________________________ ___________________________________________________________________________

2. Has your child had any surgeries or hospitalizations? 

Year of surgery

Procedure/Reason for Hospitalization
Outcome

____________

______________________________
___________________

____________

______________________________
___________________

____________

______________________________
___________________

____________

______________________________
___________________

3. Has your child ever had a seizure?  Please describe dates of seizures, any diagnostic testing performed, and any medications given.  ______________________________________________________________________________________________________________________________________________________

4. Has your child ever had a head injury?  Please describe dates and circumstances.  Did your child lose consciousness?  Was a CT scan or MRI performed? _____________________________________________________________________________________________________________________________________________

5. Is your child taking any type of medication currently?

Name of medication

Dosage

Reason



Date begun

________________

________
____________________
___________


________________

________
____________________
___________


________________

________
____________________
___________


________________

________
____________________
___________


________________

________
____________________
___________

6. Has your child ever taken any psychiatric medications in the past?

Name of medication

Dosage

Reason



Dates

________________

________
____________________
___________


________________

________
____________________
___________


________________

________
____________________
___________


________________

________
____________________
___________


________________

________
____________________
___________

7. Has your child ever had a vision screen? 

Date of screen: ______________________

Results: _____________________

8. Has your child ever had a hearing screen? 

Date of screen: _____________________

Results: _____________________

9. Has your child had any of the following (please give details):

( Recurrent headaches __________________________________________________________

( recurrent stomach aches ________________________________________________________

( recurrent diarrhea_____________________________________________________________

(recurrent vomiting_____________________________________________________________

(constipation________________________________________________________________

(vision problems_____________________________________________________________

( hearing problems___________________________________________________________

(ear infections_______________________________________________________________

(bladder problems____________________________________________________________

(weight loss or gain___________________________________________________________

(problems with bones, muscles, or joints___________________________________________

(tremor, shakes or jitters________________________________________________________

(tics or other movement problems_________________________________________________

(wets bed or him/herself________________________________________________________

(soils bed or him/herself________________________________________________________

(other______________

Emotional- Behavioral History 
1. How is your child’s overall emotional health?  ___________________________________

2. Does your child have behavioral problems at home? (Please specify)___________________________________________ _____________________

3.  Does your child have behavior problems at school?  (Please specify) _______________________________________________________________________

4.  Please describe forms of discipline which have been used in the home and their effectiveness: ____________________________________________________________
5. Have you noticed any change in the last six months in:
( eating (either increase or decrease) _____________________________________________

(sleeping (either increase or decrease) ____________________________________________

( mood (increase or decrease in happy or sad feelings) _______________________________

( types of friends________________________________________________________

SCHOOL HISTORY
Current School: ___________________ District____________________
Grade: _____

Teacher _________________  Principal __________________  Phone Number: _______

Does your school know about this evaluation? ______________________________

Is your child in any special classes or programs, or receiving any special services (tutoring, resource room physical/occupational therapy, speech therapy)? _______________________

If not now, has your child received any of these services in the past?

Please list all schools attended:

School


Grade



Dates:

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Biological Family History

Biological Mother

Educational level
______________________

Occupation

______________________

History of Learning Problems? Yes  (  No  (  
If yes, what kind? _____________
Biological Father

Educational level
______________________

Occupation

______________________

History of Learning Problems? Yes  (  No  (  
If yes, what kind? _____________

Siblings

Name


_____________________

Name
___________________

Age


_____________________

Age      ___________________

Name


_____________________

Name   ___________________

Age


_____________________

Age      ___________________

Do any of your child’s biological relatives have the following conditions?  Please check all that apply, past or present.

	
	MOTHER
	FATHER
	MOTHER’S

FAMILY
	FATHER’S

FAMILY
	CHILD’S

SIBLINGS

	Mental Retardation
	
	
	
	
	

	Autism
	
	
	
	
	

	Learning problems
	
	
	
	
	

	Attention problems
	
	
	
	
	

	Hyperactivity
	
	
	
	
	

	Epilepsy
	
	
	
	
	

	Alcoholism
	
	
	
	
	

	Drug Abuse
	
	
	
	
	

	Depression
	
	
	
	
	

	Suicide Attempt(s)
	
	
	
	
	

	Anxiety Disorder
	
	
	
	
	

	Bipolar Disorder
	
	
	
	
	

	Schizophrenia
	
	
	
	
	

	Psychosis
	
	
	
	
	

	Criminal history
	
	
	
	
	


Social History:

1.  With whom is your child currently living (list other members of household):

Household Member

Age

Relationship

_______________       ___________ 

____________________

_______________       ___________ 

____________________
_______________       ___________ 

____________________
_______________       ___________ 

____________________
2.  Are there any unusual stresses your family is experiencing? ________________________________________________________________________________________________________________________________________________

Please list your child’s strengths:

______________________________________________________________________________________________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

REASONS FOR EVALUATION:

Please state your concerns; specify nature of problem, duration, frequency, severity:

______________________________________________________________________________________________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________
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