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BACKGROUND QUESTIONNAIRE
Child's  Name:____________________________________  Today's Date:____________________

Birthdate:____________________  Age:______________    Sex: (circle one)   M     F

REFERRAL INFORMATION

Describe your child's current difficulties:  _______________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

How long has this been of concern to you? _____________________________________________

Whose idea was it to have your child evaluated? __________________________________________

Who referred you here? ___________________________________________________________

FAMILY DATA
Mother's Name:__________________________________  Age:__________

Education: _________________________  Occupation: _________________________________

Father's Name: __________________________________  Age: __________

Education: _________________________  Occupation: _________________________________

Marital Status of parents: _________________  If parents separated/divorced or widowed, how old was child when separation occurred? ____________________

(If applicable)  Stepparent's name(s)___________________________________________________

Age:______________  Occupation: ________________________________________

Legal Guardian: ________________________________________________________

List of all people living in household including unrelated persons:


Name





Relationship to child

Age
_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________
If any brothers or sisters are living outside the home, list their names and ages:

______________________________________________________________________________

______________________________________________________________________________

Child's first language:  ________________________

Other languages spoken in the home: ___________________________

Child's school: ______________________________________________________

Grade: ____________    Phone: __________________________________________

Name of teacher(s)/advisor:______________________________________________

Type of classroom:  ____Mainstream   ____Special Education

If special education, please specify services provided: _____________________________________

_____________________________________________________________________________

DEVELOPMENTAL AND HEALTH HISTORY

	Pregnancy, Labor and Delivery
	TRUE
	NOT TRUE
	CAN’T SAY

	Had  problems with previous pregnancies
	
	
	

	Severe morning sickness
	
	
	

	Got hurt or injured
	
	
	

	Became ill (infection, fever, flu, strep,etc.)
	
	
	

	Had to take medications*
	
	
	

	Smoked cigarettes or lived with smoker
	
	
	

	Consumed alcohol
	
	
	

	Took recreational drugs (marijuana, cocaine, heroin, hallucinogens, pills, etc)
	
	
	

	Exercised regularly
	
	
	

	Gained less than 15 lbs (7kgs.)
	
	
	

	Toxemia or pre-eclampsia, seizures
	
	
	

	Gestational diabetes
	
	
	

	Any other pregnancy-related complications
	
	
	

	Complications with labor or delivery
	
	
	

	Fetal distress, meconium stained fluid, breathing problems in infant
	
	
	

	Cesarean section


	
	
	

	
	TRUE
	NOT TRUE
	CAN’T SAY

	Multiple birth
	
	
	

	Regular obstetrical care beginning in first trimester
	
	
	


* Specify any medications:



Other pregnancy problems/illnesses:

1. _____________________________

1._____________________________

2._____________________________

2. _____________________________

3. _____________________________

3. _____________________________

Was the baby full-term? ____Yes  ____No         If premature, what was gestational age? __________

Birth weight _____lbs _____oz      


Apgar score: _________

	Newborn Infant Problems
	TRUE
	NOT TRUE
	CAN’T SAY



	Had trouble breathing, needed oxygen


	
	
	

	Had jaundice
	
	
	

	Turned blue
	
	
	

	Had an infection
	
	
	

	Was given medications
	
	
	

	Had seizures, fits or convulsions
	
	
	

	Had dehydration
	
	
	

	Was in intensive care
	
	
	

	Had feeding, swallowing or stomach problems
	
	
	

	Born with heart condition


	
	
	

	Born with other medical complication
	
	
	


Length of hospital stay _____________________

Please list any other medical problems:

1. _______________________________________________________________________

2. ______________________________________________________________________-

3. ______________________________________________________________________

	Infancy and Childhood Health Problems


	0-12 mos
	1-3 yrs
	3-5 yrs
	5-8 yrs
	8-11 yrs
	11-14 yrs
	15-18 yrs
	 Presently Presently

	Allergies
	
	
	
	
	
	
	
	

	Asthma
	
	
	
	
	
	
	
	

	Stomach/Intestinal problems (e.g. reflux, constipation, etc)
	
	
	
	
	
	
	
	

	Ear Infections
	
	
	
	
	
	
	
	

	High Fevers (over 103( F or 39( C)
	
	
	
	
	
	
	
	

	Head Injury
	
	
	
	
	
	
	
	

	Meningitis or Encephalitis
	
	
	
	
	
	
	
	

	Hospitalization(s)
	
	
	
	
	
	
	
	

	Surgery
	
	
	
	
	
	
	
	

	Lead Poisoning
	
	
	
	
	
	
	
	

	Inherited disorder (e.g., Cystic fibrosis, Down’s Syndrome, heart defect, etc.)
	
	
	
	
	
	
	
	

	Seizures/Convulsions/Spells
	
	
	
	
	
	
	
	

	Feeding/Eating Disorders
	
	
	
	
	
	
	
	

	Slow weight gain/slow growth
	
	
	
	
	
	
	
	

	Rashes/Skin problems
	
	
	
	
	
	
	
	

	Hearing trouble
	
	
	
	
	
	
	
	

	Vision trouble
	
	
	
	
	
	
	
	

	Cancer
	
	
	
	
	
	
	
	


Please give reasons for hospitalizations or surgery:

______________________________________________________________________

______________________________________________________________________

DEVELOPMENTAL M ILESTONES

At what age did this child first do the following? If you are not certain, but have some idea, write the age followed by a question mark. If you don’t know, just write a question mark.

_________________ Social smile

_________________ Sat alone

_________________Walked alone

_________________ Fed self with hands

_________________ Able to dress self

_________________ Rode a tricycle

_________________ Cut with scissors

_________________ Tie shoelaces

_________________Spoke first true words

_________________ Used 2-3 words together

_________________ Spoke in sentences

Was you child’s social development on target? ____Yes   _____No

 If not, explain _______________________________________________________

Was your child’s motor development on target? ___Yes  ______No

If not, explain _______________________________________________________

Was your child’s speech and language development on target? ______ Yes  ______No

If not, explain_______________________________________________________

PREVIOUS EVALUATIONS AND TREATMENT

1. Has your child ever received evaluations in the following areas:


Date
Provider

Speech and language
___________
____________________


___________   ____________________

Occupational Therapy
___________   ____________________




___________   ____________________

Physical Therapy
___________   ____________________

Educational
___________   ____________________

Psychiatric
___________   ____________________

Psychological
___________   ____________________

Developmental
___________   ____________________

Neurological
___________   ____________________

Genetics
___________   ____________________

Audiological (hearing)
___________   ____________________

Ophthalmological (Vision)
___________   _____________________

Developmental Optometry
___________   _____________________

2. Has your child ever participated in the following treatments:


Date
Provider

Speech and Language
___________   _____________________


___________   ____________________

Occupational Therapy
___________   _____________________


___________   ____________________

Physical Therapy
___________   _____________________

Psychotherapy
___________   _____________________


___________   ____________________

Psychiatric/medication therapy
___________   _____________________


___________   ____________________

Vision training
___________   ____________________

Other __________________________
___________   ____________________

Please bring photocopies of all evaluation reports and treatment summaries to intake appointment

3. Please list any medications your child has been on regularly, or is currently taking

Medication
Dose
Dates

____________________
________________
______________________

____________________
________________
______________________

____________________
________________
______________________

____________________
________________
______________________

____________________
________________
______________________

STRENGTHS AND INTERESTS

What do you most enjoy about your child?

___________________________________________________________________

____________________________________________________________________

____________________________________________________________________

What are your child’s strengths and abilities (e.g., athletics, academics, hobbies, interests,etc)

____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

What are your child’s favorite activities?

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

SOCIAL AND BEHAVIOR CHECKLIST

Place a check next to any behavior or problem that your child currently exhibits.

________Has difficulty with speech

________Has difficulty with language

________Has difficulty with coordination

________Has lost skills or abilities in any area

________Prefers to be alone

________Does not get along with brothers or sisters

________ Is aggressive

________ Is shy or timid

________Is more interested in objects than people

________ Engages in behavior that could be dangerous to self or others (describe) ________

                         ______________________________________________________________

________Has special fears, habits, or mannerisms (describe) _________________________

                        _______________________________________________________________

________Wets during day or night

________Increased or decreased reaction to sounds, smells, touch; picky eater or dresser


_________________________________________________________________

________Appears sad or moody

________Has temper tantrums

________Sleep problems – nightmares, insomnia, sleep walking, snores

________Rocks back and forth

________Bangs head

________Engages in repetitive behavior, or has rituals must follow

________Is stubborn

________Is overly active and/or talkative

________Has blank spells

________Has trouble making or keeping friends

________Has poor social skills

________Has motor tics

________Spends excessive leisure time on computer or with TV, or video games

FAMILY HISTORY

Following is a series of problems that sometimes run in families. We are interested in whether anyone in the family other than the child has or has had any of these. Please put an x in the appropriate column for each family member. For example, if two brothers had trouble learning to read, then two x’s would be placed in that square. The “others” column is for the extended family – grandparents, cousins, aunts, uncles)

	Family History
	Child’s

Mother
	Child’s 

Father
	Child’s

Brother(s)
	Child’s

Sister(s)
	Others

(Specify)
	If adopted biological relatives

	Hyperactive as child
	
	
	
	
	
	

	Academic difficulties
	
	
	
	
	
	

	Kept back in school
	
	
	
	
	
	

	Speech or language problems
	
	
	
	
	
	

	Behavior problems in childhood
	
	
	
	
	
	

	In trouble as teenager
	
	
	
	
	
	

	Depression
	
	
	
	
	
	

	Bipolar Disorder
	
	
	
	
	
	

	Anxiety Disorder – Phobias, Obsessive-Compulsive, etc
	
	
	
	
	
	

	Psychosis
	
	
	
	
	
	

	Drug or alcohol abuse
	
	
	
	
	
	

	Neurological Disorders – seizures, Tourettes, MS, etc
	
	
	
	
	
	

	Genetic Disorders – N.F., Turner’s, Tay-Sach’s, etc
	
	
	
	
	
	

	Mental Retardation
	
	
	
	
	
	


Who, if anyone, in the family is left handed? ___________________________________________

Has any family member been diagnosed with a learning disability or ADHD?

EDUCATIONAL HISTORY

Please list ALL schools your child has attended

1. Preschool _____________________________________ Dates: ___________________

_______________________________________________ Dates: ___________________

2. Kindergarten ___________________________________ Dates: ___________________

_______________________________________________ Dates: ___________________

3. Elementary_____________________________________ Dates: ___________________

_______________________________________________ Dates: ___________________

_______________________________________________ Dates: ___________________

4. Middle School___________________________________ Dates: ___________________

_______________________________________________ Dates: ___________________

5. High School ____________________________________Dates: ___________________

_______________________________________________ Dates: ___________________

_______________________________________________ Dates: ___________________

6. College_______________________________________ Dates: ____________________

Has your child repeated or skipped a grade? Specify __________________________________

Has your child ever resisted or refused to go to school? Explain __________________________

_________________________________________________________________________

Has your child received special education services in the past?

Please specify

Grade 




Service

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

