
Please answer as many questions as you can. Adult patients may focus on those questions with asterisk (*)

Patient’s Name:  _________________________________

SSN #  ______________________________

Parent’s Name:   _________________________________

Date of Birth:  ________________


Sex: _______
Birthplace: ___________________________

Reason for Referral:  _____________________________________________________________________________

Referring Doctor and other involved healthcare professionals: ____________________________________________

What specific questions would you like to have answered: _______________________________________________


Birth weight: ________  Apgar Scores  (if known):  ________ Length:  _______  Head circumference :___________

Premature?  _________


⁪ Yes  ⁪ No (If yes, how many weeks?) _________________________

Delivery:


⁪ C- Section

⁪ Vaginal

Place of Birth:  _______________________


⁪ High blood pressure

⁪ Diabetes



⁪ Infection/Fever

⁪ Bleeding


⁪ Abnormal ultrasound findings

⁪ Drug/Med Use

⁪ Amniocentesis


⁪ Fetal movements


⁪ Alcohol

⁪ Did you meet with a Genetic Counselor?

    Other: Explain: ________________________________________________________________________________


⁪ Ventilator? How long?  _____


⁪ Seizure


 ⁪ Jaundice

⁪  Blood in head




⁪ Feeding difficulties

 ⁪ Newborn Hearing Screen

 Explain: _______________________________________________________________________________________

Hospitalization: (Please give dates, hospitals, reasons): ___________________________________________________

________________________________________________________________________________________________


⁪Seizures

⁪ Headache



⁪ Unusual Odor

⁪ GE Reflux

⁪ Failure to gain weight
⁪ Asthma



⁪ Chronic constipation
⁪ Joint pain/swelling

⁪ Heart murmur

⁪ Educational/Psychological testing 
⁪ Sleep Problems




⁪ Birth Marks

⁪ Developmental Delay


⁪ Vision

⁪ Other/Additional Comments: ______________________________________________________________________

________________________________________________________________________________________________

Past Surgeries: ____________________________________________________________________________________

________________________________________________________________________________________________

Medication? Dosage: _______________________________________________________________________________

_________________________________________________________________________________________________

Allergies: _________________________________________________________________________________________

Other specialists seen: name, when and why: _____________________________________________________________

_________________________________________________________________________________________________






Age





Age

⁪
Smiled


______

⁪
First words

_______

⁪
First Sentence

______

⁪
Walked 


_______

⁪
Rolled Over

______

⁪
Toilet Trained

_______

⁪
Sat Up


______

⁪
Developmental Level
_______
Name of Child’s School: ___________________________________________________

Child’s current school grade: _______
Special Education? ⁪Yes 
⁪ No (if yes, Please bring copy of IEP) 

Has your child ever held back or retained? ⁪ Yes 

⁪ No


⁪ Hyperactive 

⁪ Developmentally delayed

⁪ Cerebral palsy



⁪ ADD

⁪ Immature

⁪ Language/speech delayed

⁪  Visually Impaired


⁪ PDD

⁪ Hearing impaired
⁪ Emotionally/behavior disturbed

⁪ Decreased muscle tone/floppy

⁪Autistic

⁪ * Give your list of medical problems not noted previously____________________________________________________

⁪
MRI/ CT        ____________________    ⁪        EEG            ________________________

⁪
Genetic Tests _________________          ⁪       Other tests   _________________________






                                              Age: __________        Last school grade completed: _____________


Health Problems:            _________________________________________________________________________________

_____________________________________________________________________________________________________  
Total # of pregnancies ____________                    Still birth/miscarriage: ___________________________

Live Births:                  ____________                   Elective abortions:  ______________________________

Premature: ________________________



Age: _________
           Last school grade completed : _____________

Health Problems: _______________________________________________________________________________

____________________________________________________________________________________________

	              Name
	Date of Birth

	Age

	Medical Problems

	
	
	
	

	
	
	
	

	
	
	
	



⁪  Still Birth


⁪ Mental Retardation

⁪ SIDS

⁪ Cleft Lip/Palate

⁪  Genetic Diseases

⁪ Spina Bifida


⁪ Hemophilia
⁪ Hearing Loss

⁪ Aneurysms

  
⁪ Sudden Deaths


⁪ Deaths
⁪ Muscle Weakness/wheel chair

	Relative (or self)

	Is this relative on your mother’s or your father’s side of the family?
	tc \l3 "RelativeKind of cancer
	Age Diagnosed

tc \l1 "

	Died from Cancer?

	
	Mother’s Side
	Father’s Side
	
	
	

	Example: Grandmother
	[X]
	[  ]
	Colon
	54 Years
	No

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	



______________________________________________________________________________________________________
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Patient Information *





Pregnancy and Birth *














Complication During Pregnancy





Problems in Newborn Period





Medical Problems (Past or Present) *





Developmental History or Current Functional Concerns *





Has your child ever had or been called 





Has your child ever had the following tests done?( if yes, place, date, and result if known):


Answer for yourself if an adult *





MOTHER *





FATHER *





SIBLINGS *





Other Family History of *





Any Additional Family/ Genetic Concerns:









