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NEW PEDIATRIC INTAKE FORM

*1ST*

Today's Date:

Child's Legal Name:

Mother's name:
May we leave Mother a message?

□ Yes

Father's name:

□ No

May we leave Father a message?

Home Phone:

Home Phone:

Cell Phone:

Cell Phone:

Work Phone:

Work Phone:

Email:

Email:

May we contact Mother by email?

□ Yes

D Male

Age:

DOB:

Nickname:

□ No

May we contact Father by email?

Physical address?

Physical address?

Mailing Address (if different):

Mailing Address (if different):

Employer:

Employer:

□ Female

□ Yes

□ No

□ Yes

□ No

Child resides with:
If primary person bringing child to therapy is not listed above, please list name and contact phone number of that person:
Name:

Relationship:

Phone:

Emergency Contact:

Relationship:

Phone:

Does your child attend childcare outside of your home?

□ Yes

# of hours per week?

If yes, where?

l'aticnl Dcmoi;n,phics

Does your child attend school?
If yes, where?
New Pediatric Intake Form

□ No

grade?
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DEVELOPMENTAL HISTORY FORM

*1ST*

□ Male

Date of Birth:

Patient Name:

Other Languages Spoken:

Primary Language Spoken at Home:
Siblings and/or Other Children in the Home/Ages:
Pregnancy and Birth History:

Birth Weight:

How long was your pregnancy?:

□ Yes

Hospital Stay after Birth?

□ No

If so, how long?

Complications (if any) at birth?
-·

Surgeries:
Past/Upcoming Surgeries?

□ Yes

□ No

Describe:

Developmental Milestones:

Please note the approximate age your child achieved the following milestones:
Rolled:

Sat up Alone:

Crawled:

Babbled:

Said First Words:

Put two words together:

Walked:
Toilet Trained:

Current Health:

Current Medications:
Describe your child's health concerns:
Describe mental health/behavioral concerns:
Any nutritional or feeding problems?
Allergies to medications or food:

Developmental History Form

Patient lkmolf-lpblcs

D Female
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DEVELOPMENTAL HISTORY FORM

Current Health (cont.)

*1ST*

Past Medical History:
Check all that apply:
□ Allergies
□ Head injury
□ Diarrhea
□ Constipation
□ Swallowing restrictions
□ Drug/Alcohol exposure
□ Stomach problems
□ Depression
□ Anxiety
□ Reflux
□ Vision problems

□ Thumb/finger/pacifier sucking
□ Oral/speech problems
□ Feeding difficulties
□ RSV
□ Cancer
□ Skin problems
□ Motor skill issues
□ Sleep difficulties

□ Ear infections/Tubes
□ Hernia
□ Asthma
□ Heart problems
□ Diabetes
□ Hearing loss
□ Seizures
□ Irritable bowel

Please give more details about all areas checked or any other area not listed: ______________

Therapy History:
Does the patient receive early intervention services?
□ No
□ Yes
If yes, indicate type of services and duration: ________________________

□ No
□ Yes
Does patient receive school district services?
If yes, indicate the type of therapy and location: ________________________
Other Professional working with child:
Optometrist/Ophthamologist: _____________________________
ENT/Otolaryngologist: _____________________________
Neurologist: __________________________________
Psychiatrist: __________________________________
Orthotist/Prosthetist: _______________________________
Care Coordinator/Service Coordinator: -------------------------0ther: ____________________________________

□ Yes
□ No
Does your child experience pain that impacts their daily function?
Explain:.___________________________________
Family Goals with Therapy
Goals for Therapy: __________________
Patient Dcmo:;r.,phics

What special interests/activities does your child have? What motivates him/her?

Developmental History Form
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COMMUNICATION INFORMATION

*1ST*

Please complete if your child is here for a speech/language evaluation:

Please share your concerns about your child's communication abilities:

Is your child aware of and/or frustrated by their speech/language difficulties?

□ No

□ Yes

What is/are your child's most difficult communication challenge(s) at home?

Does your child make sounds correctly?

□ Yes

□ No

Which sounds are difficult?

Has your child had.a hearing evaluation?

%Dad

%Mom

How often do you understand your child?

□ Yes

□ No

Results:

Do you have concerns with your child's voice?
Do you have concerns with the fluency (smoothness) of your child's speech?
Is there any additional information you would like the speech therapist to know about your child?

Patient Demographics

Communication Information
J

'

% Others
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PEDIATRIC THERAPY ORIENTATION

It is important that you and your child have a positive experience in therapy. Please initial the following to
indicate your understanding of our clinic policies:
Attendance: It is important that you keep your scheduled appointment for your child.
_ _ Cancellations: in the event you need to cancel your child's appointment, please call 208-883-1522 as soon as you know
that you are unable to make your appointment.
__ No shows: we realize that sometimes you may forget to call; however, if you do not show for your scheduled
appointments without notification three times or if we go over one month without hearing from you, we will have to discharge
your account.
__ Illness: we value you and your child's health. We will not come to work if we are sick and we ask that if your child is ill,
that you cancel their appointments until they are feeling better. If you would not send your child to school, if they have a fever or
have thrown up in last 24 hours, they are likely too ill to come to therapy.

Parent Involvement: you are your child's first and most important teacher. We value your inclusion in your child's therapy and
treatment plan.
__ Observation: we encourage you to observe all or part of your child's therapy session. This is how you will know how to
work with your child at home. If you choose to let your child come back alone, we do ask that you are available for the last 5-10
minutes of the session so that the therapist can review the session with you as well as provide you with the information on how
to work on targeted skills at home.
__ Homework: we will be happy to provide you with materials to work on targeted skills at home. Sometimes, this is as
simple as reading to your child; other times, it might involve worksheets or manipulatives or just increased practice of skill. If you
have questions or are unsure of what to do with your child at home, please do not hesitate to speak to your therapist.

Communication: we want to ensure that we are safely com'municating with you and your providers regarding your child's
progress in therapy.
__ Consent: we will automatically share your child's evaluation and subsequent progress reports with the physician that
ordered these services. If your child is receiving outside services at school or another facility, or if they have more providers that
you would like to share information with, please let your therapist know and we can have you sign a release for information to be
shared. If you would like to personally receive your child's evaluation and progress reports, we will have you sign a release as
well.
__ Insurance: we will bill your insurance for your child's therapy visits. If you have questions about your coverage, we
encourage you to contact your insurance company. If you have questions about your bill and our front office can not answer
your questions, you can contact the hospital billing department.
Patient Demographies

I have read and understood all of these policies.
Signature: _____________
Pediatric Theranv Orientation

Date: _____

