Return to agency


[image: image1.png]



Child Medical Assessment Form

Name:
                DOB/Age:
                                  Date:

Diagnosis:

Completed by:
                Relationship to Client:

Medical History:

Yes
No


Allergies/Asthma
 FORMCHECKBOX 

 FORMCHECKBOX 

   If yes to any, please explain: ____________________________


Behavior problems
 FORMCHECKBOX 

 FORMCHECKBOX 

___________________________________________________


Breathing difficulty
 FORMCHECKBOX 

 FORMCHECKBOX 

___________________________________________________


Breech birth
 FORMCHECKBOX 

 FORMCHECKBOX 

___________________________________________________


Bronchitis/pneumonia
 FORMCHECKBOX 

 FORMCHECKBOX 

During pregnancy did you:

Cancer
 FORMCHECKBOX 

 FORMCHECKBOX 

smoke: yes no ;

drink alcohol/beer: yesno

Cesarean section
 FORMCHECKBOX 

 FORMCHECKBOX 

use drugs:  yes     no     

                              
   List:_________________________________________


Cyanotic (blue) at birth
 FORMCHECKBOX 

 FORMCHECKBOX 

Skill level prior to injury:________________________________


Diabetes
 FORMCHECKBOX 

 FORMCHECKBOX 

___________________________________________________


Decreased hearing
 FORMCHECKBOX 

 FORMCHECKBOX 

___________________________________________________


   Hearing aid
 FORMCHECKBOX 

 FORMCHECKBOX 

Length of pregnancy:___________  Birth weight: ___________


Decreased Vision
 FORMCHECKBOX 

 FORMCHECKBOX 

List ages the following occurred: 


   Glasses
 FORMCHECKBOX 

 FORMCHECKBOX 

sat alone: _____                   crawled:_____


Ear infections (frequent)   
 FORMCHECKBOX 

 FORMCHECKBOX 

 walked alone: _____                toilet trained:_____


Feeding difficulty
 FORMCHECKBOX 

 FORMCHECKBOX 

first words:_____                two word sentences: ._____


Forceps used in delivery
 FORMCHECKBOX 

 FORMCHECKBOX 

Previous injuries with date (surgeries, sprains, broken bones ):_


Headaches
 FORMCHECKBOX 

 FORMCHECKBOX 

___________________________________________________


Head Injury
 FORMCHECKBOX 

 FORMCHECKBOX 

___________________________________________________

Hyperactive
 FORMCHECKBOX 

 FORMCHECKBOX 

___________________________________________________


Jaundice (yellow) at birth
 FORMCHECKBOX 

 FORMCHECKBOX 

___________________________________________________


Latex or rubber allergy
 FORMCHECKBOX 

 FORMCHECKBOX 

___________________________________________________

       Reaction to balloons or 
        rubber bands or gloves
 FORMCHECKBOX 

 FORMCHECKBOX 

Has your child  ever had an unexplained reaction to surgery?





 yes  FORMCHECKBOX 
    no FORMCHECKBOX 
_______________________________________





___________________________________________________


Learning problems
 FORMCHECKBOX 

 FORMCHECKBOX 

___________________________________________________


Medication taken during pregnancy
 FORMCHECKBOX 

 FORMCHECKBOX 

___________________________________________________


Muscle disease (muscular
 FORMCHECKBOX 

 FORMCHECKBOX 

Child's medications (include dosage):_____________________

 
dystrophy, cerebral palsy)
 FORMCHECKBOX 

 FORMCHECKBOX 

___________________________________________________


Oxygen given at birth
 FORMCHECKBOX 

 FORMCHECKBOX 

___________________________________________________


Premature birth
 FORMCHECKBOX 

 FORMCHECKBOX 

Immunization current?  yes 
no__________________


Rh incompatible
 FORMCHECKBOX 

 FORMCHECKBOX 

Current school & grade:________________________________


Rubella
 FORMCHECKBOX 

 FORMCHECKBOX 

Describe performance in school:_________________________


Seizure
 FORMCHECKBOX 

 FORMCHECKBOX 

Primary Language Spoken in home:______________________


Stroke
 FORMCHECKBOX 

 FORMCHECKBOX 

Family members in the home: ___________________________


Tantrums
 FORMCHECKBOX 

 FORMCHECKBOX 

___________________________________________________


Tonsils removed
 FORMCHECKBOX 

 FORMCHECKBOX 

___________________________________________________


Weakness in arms or legs
 FORMCHECKBOX 

 FORMCHECKBOX 

___________________________________________________


Weight loss
 FORMCHECKBOX 

 FORMCHECKBOX 

Has your family experienced recent life stress ( job loss, divorce,

Withdrawn
 FORMCHECKBOX 

 FORMCHECKBOX 
death in family)? 


Other: _______________________
 FORMCHECKBOX 

 FORMCHECKBOX 

Describe home (ranch, # steps) __________________________
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