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Intake Questionnaire

Patient’s Name:________________________                   Today’s date:______________  

Mailing Address:_______________________                    Date of birth:______________

                           ________________________

                                                                                              Grade:___________________

Home Phone:___________________________

                                                                                              School:__________________

Cell Phone:_____________________________

                                                                                              Siblings:_________________

Email address:___________________________                              __________________

What are your primary concerns and reason for referral?  Please consider all areas of development that apply to your child, i.e. gross motor skills, play skills, peer interaction, and sensory processing. 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Has your child received a formal diagnosis?        Yes_____              No_____

If yes, please list diagnosis and date received: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you understand your child’s diagnosis?               Yes_____             No_____

If no, please list the areas that you do not understand or would like more information on:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Has your child ever received an evaluation or direct therapy services or is currently receiving direct therapy services?

Physical Therapy           Yes/No     Provider__________________   Date(s):_________

Occupational Therapy    Yes/No     Provider__________________   Date(s):_________

Speech                             Yes/No     Provider__________________   Date(s):_________

Other:_____________________      Provider__________________   Date(s):_________

Is your child being followed by any other medical professionals? (i.e. neurologist, pediatric specialist, orthopedist?  Please list: _________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are your child’s favorite things to do and play with? (i.e. toys, sports, hobbies)

________________________________________________________________________________________________________________________________________________

Medical and Developmental History


Were there any complications during pregnancy?          Yes______        No_______

If yes, please describe:_____________________________________________________

________________________________________________________________________________________________________________________________________________

Did your child have any medical complications before birth, after birth or during infancy?                 Yes_____      No_____

If yes, please describe:_____________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How was your child delivered?_____________________________________________

How much did your child weigh at birth?____________________________________

Has your child been hospitalized since birth?           Yes_____      No_____

If yes, please describe:_____________________________________________________

________________________________________________________________________________________________________________________________________________

Is your child adopted?                  Yes_____     No_____

If yes, please describe the circumstances surrounding the adoption:__________________

________________________________________________________________________

Looking back at the first 2 years of your child’s life, what type of baby was he/she? (i.e. feeding, sleeping, temperament, activity level):____________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please check the following that applies to your child and describe:

                                              Yes                    No                        Describe

Breastfed                             _____                 _____               _______________________

Bottle fed                            _____                 _____               ________________________

Thumbsucker/Pacifier        _____                  _____               _______________________

Feeding problems               _____                  _____               _______________________

Sleeping problems              _____                  _____               _______________________

Communication problems   _____                 _____               _______________________

Colic or fussy baby             _____                 _____                _______________________

Prefers certain positions      _____                 _____                _______________________

Turns head to one side         _____                _____                _______________________

Does not like tummy time    _____                _____                _______________________

Does not like lying on 

his/her back                           _____                 _____               ______________________

                                             Yes                      No                          Describe

On a regular schedule           _____                 _____                ______________________

Able to self soothe                _____                  _____               ______________________

Mouthed toys                        _____                 _____              _______________________

Enjoys bouncing                   _____                 _____               _______________________

Calmed by car rides/

infant swings                          _____                _____               ______________________

Becomes upset with car

rides/infant swings                  _____                 _____              ______________________

Toe Walker                             _____                 ______             ______________________

Please check and describe if your child has a history or currently has the following medical complications:

                                                       Yes                No                         Describe

Failure to thrive                            ______         ______          _______________________

Difficulty breathing                     ______          ______          _______________________

Heart Problem(s)                          ______         ______           _______________________

Asthma                                         ______          ______           ______________________

Fever                                             ______          ______           ______________________

Gastrointestinal Problem(s)          ______          ______           ______________________

Pain                                               ______           ______          ______________________

Ear infection(s)                             ______            _____          _______________________

Frequent illnesses                         ______            ______        _______________________

Diarrhea                                        ______            ______         ______________________

Constipation                                 ______            ______          ______________________


Yes                     No                       Describe
Vomiting                                     ______            ______         ______________________            

Headache                                    ______              ______         ______________________

Seizure(s)                                   ______              ______          _____________________

Overweight/obesity                    ______            ______          _______________________

Is your child allergic to anything?            Yes_____          No_____

If yes, please list allergies:__________________________________________________

________________________________________________________________________________________________________________________________________________

Is your child currently taking any medications?            Yes_____        No_____

If yes, please fill out the following information in regards to the medication:

Medication                        Dose                 Frequency                       Condition 

________________          ______               ___________            ____________________

________________          ______               ___________            ____________________

________________          ______               ___________            ____________________

________________          ______               ___________            ____________________

________________          ______               ___________            ____________________

________________          ______               ___________            ____________________ 

Has your child underwent any type of medical procedure?          Yes___      No___ 

If yes, please describe:_____________________________________________________

________________________________________________________________________      

Visual and Auditory Development


Do you have any concerns about your child’s vision?         Yes_____          No_____

Is yes, please explain:______________________________________________________

________________________________________________________________________

Has your child had a vision exam?         Yes_____      No_____

If yes, please list the ophthalmologist, date of exam, and results:____________________

________________________________________________________________________

Does your child wear glasses?         Yes_____         No_____

Does your child do any of the following:
Close one eye or “wink”_____          Fearful of going down steps or elevations_________

Tilt head to one side_________        Cautious when moving between different surfaces__

Complain of headaches_______        Have difficulty reading_______________________

Trip/fall frequently___________       Avoid eye contact___________________________

Do you have concerns about your child’s hearing?       Yes_____       No_____

If yes, please explain:______________________________________________________
________________________________________________________________________

Has your child had a hearing test or screening?            Yes_____      No_____

If yes, by whom, date of exam, and results:_____________________________________

________________________________________________________________________

Does your child do any of the following:

cover his/her ears_____________

not respond to being called______

easily distracted_______________

avoid/become upset in noisy environments_____

Gross Motor Development


If applicable, please give approximate age when skill was acquired or comment on anything unusual:

Head control___________________                      Crawling_____________________                                     

Sitting alone___________________                       Walking______________________

Can your child go up and down stairs safely?               Yes_____        No_____

If yes, explain how:________________________________________________________

________________________________________________________________________

Can your child keep up with their peers in different environments? (i.e. playground, home, sporting activities, school).                       Yes_____          No_____

If no, please explain:_______________________________________________________

________________________________________________________________________

Please describe if your child has difficulty performing big muscle skills or had difficulty acquiring big muscle skills:______________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does your child have difficulty performing newly learned movements or physical activities?                    Yes_____      No_____

If yes, please explain:______________________________________________________

________________________________________________________________________________________________________________________________________________

Does your child have difficulty participating in activities that he/she enjoys?

                                      Yes_____     No_____

If yes, please explain:______________________________________________________

________________________________________________________________________________________________________________________________________________

Would you consider your child to be clumsy and have balance and coordination problems?                    Yes_____     No_____

If yes, please explain:______________________________________________________

________________________________________________________________________________________________________________________________________________

Sensory Development


 Please check all that apply to your child:

_____  My child doesn’t like certain sensory experiences as readily as other children his/her age:

auditory_______                tactile_____                  visual_____

movement_____                 taste______                   smell_____

_____My child doesn’t seem to react to sensory experiences as readily as other children his/her age:

auditory_______                tactile_____                  visual_____

movement_____                 taste______                   smell_____

_____My child seeks out sensory experiences more so than other children his/her age:

auditory_______                tactile_____                  visual_____

movement_____                 taste______                   smell_____

School History


Does your child receive special education services? (i.e. PT, OT, speech therapy)   

                                     Yes_____       No_____

If yes, please describe frequency and provider name:_____________________________

________________________________________________________________________

Is your child able to move around the school independently and attend special school activities?         Yes_____       No_____

If no, please explain:_______________________________________________________

________________________________________________________________________

Plan of Care Development


What do you see as your child’s greatest strengths?____________________________

________________________________________________________________________________________________________________________________________________

What do you see as your child’s greatest weaknesses?__________________________

________________________________________________________________________________________________________________________________________________

What are your biggest concerns in regards to your child’s gross motor development?____________________________________________________________________________________________________________________________________________________________________________________________________________

Please list 3 or more goals for your child?____________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please briefly describe your daily routine with your child?______________________

________________________________________________________________________________________________________________________________________________

Are you willing to participate in therapy sessions and actively work with your child when not in therapy if given adequate education and instruction?                      Yes_____     No_____

If no, please explain why:___________________________________________________

________________________________________________________________________

Please explain how you learn best:__________________________________________

________________________________________________________________________________________________________________________________________________

Please feel free to share any additional information you feel would be helpful:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Thank you for taking the time to complete this questionnaire so that we can better understand your child and you and your child’s  needs.  We look forward to meeting you.
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