Medical History for Minor Client

Client’s Name: Today’s date:

Client’s Age: Client’s Date of Birth:

Your name & relationship to client:

Please complete the following questionnaire about the minor client’s health, development, and
early experiences. If you cannot answer a question, leave it blank.

Current Concerns

What concerns do you have about your child’s development, behavior, or health? Please describe.

Pregnancy & Child’s Birth

Please describe any issues the mother experienced during pregnancy. This may include accidents or
falls, prescribed or non-prescribed drugs, significant life traumas, or anything else that might have
affected the child in the womb.

How was the baby delivered? [] Vaginally [] C-section

Were there any other difficulties during birth or the immediate postnatal period, including any medical
treatment needed for mom or baby? [ ] No [] Yes

If yes, describe:

Please check below anything the child experienced during birth.
[] Lack of oxygen, blue baby, cord around neck  [] Fetal distress  [] Use of forceps

Was there an extended period of separation after birth, e.g. NICU stay? [] No [] Yes

If yes, why? For how long?




Child’s Health & Development
Was the child breastfed? [ ] No [] Yes Ifyes, for how long?

Has the child ever had fluid in the ears? [] No [] Yes Ifyes, were tubes placed? [ JNo [] Yes

Does the child have any known allergies or intolerances? Check any that apply and describe:
[] No known allergies [] Food allergies [] Environmental allergies [] Other allergies

If yes, please describe:

Has the child ever had a seizure or epilepsy? ] No [] Yes [] Notsure

If yes, is the child currently taking any anti-seizure medications? [ ] No [] Yes

Is the child currently taking any other medications? [_] No [] Yes

If yes, what medication(s) and for what condition(s)?

Has the child ever lost consciousness (e.g., after a fall or accident)? [ ] No [] Yes [] Notsure

Has the child ever had a concussion? [ ] No [ Yes [] Notsure

Has the child had any other serious illness, operation, or medical condition? |:| No |:| Yes

If yes, describe:

Did the child crawl?[_] No [] Yes Ifyes, at what age did the child start to crawl?

Was it a[ ] typical crawl, or was it[_] abnormal (e.g., scooting on their bottom, dragging a leg)?

Were there any language delays? [ ] No [] Yes [] Notsure

If yes, please describe:




Child’s Behavior & Concerns

Who does the child live with?

Please describe how the child typically interacts with peers or siblings. Are interactions normal for age?

Is the child attending daycare, preschool, or school outside the home? [[] No [] Yes

If yes, please describe any difficulties with peers, teachers, behavior, focus, or academics.

Does the child have any difficulty falling or staying asleep? [ ] No [] Yes [] Notsure
Does the child snore or have sleep apnea? [ ] No [] Yes [] Notsure

If yes, please describe.

Is the child sensitive to sounds, textures, lights, or other sensory input? [ ] No [] Yes [] Notsure

If yes, please describe.

Does the child have frequent tantrums or difficulty managing emotions? [ ] No [] Yes [] Notsure

If yes, please describe.

How much time does the child spend with screens per day?
[] Lessthan 1 hour [] 1-2hours [] 3-4 hours [] 5+ hours



Other Concerns

Please use this space to share any other concerns, information, or details you think your child’s
practitioner should know.
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