
PATIENT INFORMATION 

Child's Name: 
---------------

Date of Birth: _________ _ 

Address: 
-----------------

Phone: ___________ _ 

____________ Zip: ___ _ School: ___________ _

Parent/Caregiver's Name: ______________ _ Date of Birth: ____ _ 

Occupation: ___________________ _ SSN: _______ _ 

Phone: (mobile) ____________ _ {work) ____________ _ 

Email Address: ______________________________ _ 

Parent/Caregiver's Name: ______________ _ Date of Birth: ____ _

Occupation: ___________________ _ SSN: _______ _ 

Phone: (mobile) _________ _ __ _ {work) _____ _ ______ _ 

Email Address: ______________________________ _ 

Emergency Contact: _________________ Phone: ________ _ 

Relationship to patient: _______________ _ 

Other Children/Adults in Home: 

Name Age Relationship 

Primary home language: _____________ _ 

Other languages spoken in home: _______________________ _ 

Reason for referral/ Primary concern: ______________________ _ 

How did you find us?                                  Physician Referral Name/Other: ______ _ 

Person responsible for payment: ___________________ _ 
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Prior Evaluations 

Speech/Language 

Occupational Therapy 

Physical Therapy 

Hearing 

Vision 

Neurological 

Psychological 

Other 

Date Results 

Please provide previous evaluation reports from other professionals or provide facility and/or name of 

evaluator to request records. This information may be helpful in assessing and planning of treatment for 

your child. 

Is there any additional information that will help us to better understand your child? 
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Home Information 

❑ Stairs 
❑ Stairs Handrail

❑ Left
❑ Right

❑ Carpet
❑ Tile

Describe how your child handles stairs: 
_____________________________________________________________________________________________________
___________________________________________________________________ 

Is your child able to: 

❑ Sit unsupported
❑ Stand unsupported
❑ Move from laying on their back to their stomach, unassisted
❑ “Sit-up” without assistance from lying on their back
❑ Walk without an assistive device or support
❑ Catch a ball from 5 feet away
❑ Throw a ball from 5 feet away without loss of balance
❑ Run
❑ Jump
❑ Jump forward with feet together
❑ Hop on one foot
❑ Walk backward
❑ Skip

Any concerns with nutrition, swallowing, or speech? 
_____________________________________________________________________________________________________
___________________________________________________________________ 

Any concerns with dressing or fine motor skills? 
_____________________________________________________________________________________________________
___________________________________________________________________ 

Any current orthotics or braces? ______________________________________________________ 

What is your goal for your child’s therapy? 
_____________________________________________________________________________________________________
___________________________________________________________________ 

Any other questions or concerns? 
_____________________________________________________________________________________________________
___________________________________________________________________ 
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