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2-12 Corbett Way, Eatontown, NJ 07724
Tel: (732) 544-1300 Fax: (732) 544-0100




Pediatric Physical and Occupational Case History

Patient’s Name: ___________________________________________________
Date of Birth: ______________________   Age: __________________________
Address: _________________________________________________________
Referring Physician: ________________________________________________
Diagnoses/Reason for Referral: _______________________________________
Additional Parental/Caregiver Concerns: ________________________________

Family History:

Mother/Guardian: _________________________  Cell: _____________________
Father/Guardian: __________________________  Cell: _____________________
Siblings: __________________________________ Age:_____________________
                __________________________________ Age: _____________________
 	     __________________________________ Age: _____________________
	    ___________________________________Age:_____________________

Birth History and Medical History:

Did mother experience any illnesses/complications during pregnancy? Explain:

Medications taken during pregnancy: ____________________________________
Length of pregnancy: ________________ Baby’s hospital stay:________________
Method of delivery:________________ Baby’s weight: _____________________
Difficulties experienced during or following delivery:________________________
___________________________________________________________________
Did your child require any medical procedures, surgeries, etc before, during or following birth?_____________________________________________________
__________________________________________________________________
Rate your child’s overall health:_________________________________________
List any hospitalizations and or surgeries. Explain:__________________________





Has your child had any of the following and if so, when and status:
Cardiac disorder/surgery:__________________________________________
Asthma:________________________________________________________
Cerebral Palsy:___________________________________________________
Juvenile Diabetes:________________________________________________
Migraines/Headaches:_____________________________________________
Seizures:________________________________________________________
Arthritis/Rheumatoid Arthritis:______________________________________
Cancer-Type:____________________________________________________
Thyroid Problems:________________________________________________
Infectious Disease:________________________________________________
Scoliosis:________________________________________________________
Genetic Disorder-Type:_____________________________________________
Autism:__________________________________________________________
Stroke/Traumatic Brain Injury:________________________________________
Prematurity:_______________________________________________________
Fractures:_________________________________________________________
Orthopedic injury:__________________________________________________
Joint Pain:_________________________________________________________
Developmental Delay:________________________________________________
Speech/Language Delay:______________________________________________
Hearing Disorder:____________________________________________________
Allergies:___________________________________________________________
Other:_____________________________________________________________



Developmental History:
At what age did your child achieve the following milestones:
Rolling:______________________      Sit alone:____________________________                Crawl:_______________________      Cruise:______________________________
Stand Independently___________      Walk Independently:___________________
Run:________________________       Ride bicycle/tricycle:___________________
Toilet train:__________________        Dress self:___________________________ Feed self: ___________________
Do you have any concerns regarding your child’s gross motor skills? If so, please describe:_______________________________________________________
_______________________________________________________________  
Do you have any concerns regarding your child’s fine motor skills? If so, please describe:_________________________________________________________
_________________________________________________________________ 
Do you have any concerns regarding your child’s language development?  If so, please describe:____________________________________________________
_________________________________________________________________
Do you have any concerns regarding your child’s hearing abilities?  If so, please describe:_________________________________________________________
_________________________________________________________________

Educational History:
Present School ________________________ Town_______________________
Grade _______________________________
Does your child receive any services in school? If so, what services and how often?
_________________________________________________________________
Does your child receive Early Intervention services?  If so, what services and how often?____________________________________________________________

Does your child have/use any of the following equipment at home or school?
SMO/Supramalleolar Orthosis:__________ DMO:________________________       AFO/Ankle Foot Orthosis:______________ Hip knee Orthosis:______________
Spinal Orthosis:______________________ Adaptive Seating:_______________
Walker:____________________________  Loftstrand Crutches:_____________
Axillary Crutches:____________________  Stander:_______________________
Stroller:____________________________  Bath Chair:_____________________
Other:____________________________________________________________

Behavior:
Describe your child’s personality _______________________________________
Most attentive with (list activities/toys) _________________________________
What do you feel are your child’s strengths  ______________________________
__________________________________________________________________
Does your child exhibit any of the following:
Nervousness__________________ Temper tantrums _______________________
Shyness ______________________Sleeplessness __________________________
Aggressiveness ________________ Overactivity ___________________________
Impulsiveness _________________ Repetitive behaviors ____________________
Describe your child’s play _____________________________________________
What are your child’s favorite play activities  _____________________________
__________________________________________________________________






















Parent Signature:
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