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Today’

 Child’s Full N: :
- Date of Birth / / Place of Birtk
Parent/Guardian

Niles Township District for Special Education .

Initiel Medical History Form

s Date

- Pedigtrician Information:

. FAMILY BESTORY
Genetic Disorder
Cognitive Impairment
PDD/Antism

ADHD
Mental

Substance Abuse

Name

&5

Address ‘ R Phone Number,

RELATIONSHIP

Iness
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PREGNANCY / BIRTE INFORMATION
- Miother's age at birth - numsber of pregnancies number of siblings

L.

_Ul

~3

Was YOUT Pregnanocy oons:demd “Ingh risk”?
If yes, why?

Yes

0

Did child’s mother recsive routine prenatal care?

Did mother have any llpesses, injuries or other
complications during the pregnancy with this child?
If yes, Please check which one(s):
O Infection:

[

0 High Blood Pressare

D Diabetes

0 Ultrasound ahnormahty
[ Injurs/ Accider

d Other:

Did motber use any of the fcﬂewiag'duzing pregnency?
O Alcohal
1 Tobaces

0 Drugs

Was the baby borm within 2 wesks of the due date?
H no, sarly by _weeks
late by weeks

Was the baby delivered vaginally?

Were forceps used during the delivery?
If delivered by 2 C- Section, what was the reason?

i

What was the birth weight? length?

Apgar Scores;



| - Yes

. 8. Did the baby have any comphcamons durmg the 8]
newborn hospital stay? - ' S

If yes, please ‘check which cmﬂ(s)
00 Breathing proble"" .
D Jaundice requiring u'catmm:t

- O Infaction

- ) Other:

" O Mechanical support for bmatlnngnlength of u‘eaiment :
-[J Blood Transfusion: ,

10, I.ength of hospn‘al stay:

DEVELOPMENTAL HISTORY

| Usesacup
Feed self

With F ing_ers
With Spoon/Fork
Assists with dressing

Dresses self

Bladder control

Bowe] control

Does your child talk? : -
If yes, at what age did your chu‘td begm to taﬂc‘?
Doss your child walk? :
If yes, at what age did"your child begin to walk?

[ Birth injury/trauma
O Birth defect

9. Diid thebabyrequiretreazmemdmngthﬂhospﬁal stay? O

If yes, please check which one(s):
O Oxygsn administration-length of treatinent:

-0 Other;

2
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Was there & regression in your child’s developmental skills? O Yes

I yes at what age did regression occuwr?

T AGE

1 No

CHILD’S MEDICAL HISTORY
Has your child been diegnosed with a medxcal aad/or nfxm)logcal

CQudmcn.?

If yes, pleass list:

0 Yes

Cl
2

Diagnostic Testing: _
Has your child received dzagnost:ic tecatmg? : O Yes

If yes, please check which one(s):

(1 Genetic testing - Results:

O

No

O Electrosncephalogram (EEG)
O Flectrocardxogram (EKG)

O CT scan

D MRI

0 Othex:



Medical Trentoments: - .
Doss the child require special medical treatments? . O Yes ‘0 No
If yes, plérse check which one{s)? S .
{1 Gestrostomy tube feeding
0 Catheterization
0 Colostomy care
-0 Nebulizer Trestment
O Tracheotomy Care
- 1 Other: '

' Hearing and Vision Screepings/Evaluations:
" Has the ahxld received a heanng screening? O ch 0 No
Results: :

Has the child had an éudl_ogmm or endiologic evaluation? O Yes . ONo -

" Results of evaluation: .
Where did evaluation oceur:
‘Date of evaluation: .

Has the child received a vision %mcning? D Yes ONo
‘Results:

Has the child’s vision bean mxmned byan opmmemst/ophthalmologxst? OYes 0O No
Results of cxamination:

Were glasses prcscn‘bed? - OYes . 0 No

-Denta! E:mmmatmn' . _ R
Does your child receive routine dental care? O Yes O No

Date of last dental eramtrxatlon

_Medmal Specxaiust Consulted: - ‘
Please list all specialist consulted (such a8 aeumlog;, orthopedms, car:hology,

-endocrinology, psychology, ENT, and ophthalmology, dental);. g
IMedical Specialty _ Physician’s Name ' Date of visit

Additional medical information that would be helpful:

Informant’s Signsture: Relationship: ___Data:




Previeus Hespitalizations/Emergency Room Visits: .
—Apeef Child Reason for Hospitalization . Lengthof Stay

Previous Surgernes .
Age of Child Surgery

: Sm&ﬁs Medical Hinesses: ’
* Does the child heve any ssrious or long-term medical problems (such as asthma, ¢ seizures,
diabetes, heart def‘ec’r, frequent ear infection or developmental problems)? OYes O No’

Ags of Chud Hiness

Senom Medical lxumnes _ | | i

*Has the child bad any major accidents/injuries (such as burns, Xamnons sprains,

fractures or head injuries) that required medical attention? - OYes ONo
Age of Child - Tojury ‘
Allergies: [ Yes 0 No ' 4 .

- Ifyes: Symptoms caused by allergy? Treatment, if any

To what? _

Driet: , :
Is your child on 2 special diet? 0 Yes O Mo

. Ifyes, pleass list:
Dioes your child bave any dietary restrictions or food sensitivities? [ Yes O No

If yes, please list:

Medications: . v ,
Plesse Iist all medicetions including cver the-counter-drugs takep on a daily basis and the

regson for uss:




