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"CLINICAL ASSOCIATES
GF TH: FINGER LAKES





 EARLY CHILDHOOD DEVELOPMENTAL HISTORY FORM
I.  BIOGRAPHICAL INFORMATION:
Student's Name:  




 Date of Birth:  _________ Age:  ______
 Date: 



Address:  



            City:                 
   County:

      Zip: 


Parent Name:  _____________________________ Address:  


City:                           Zip: 


Place of Employment:  ______________________ Phone: (Home/Cell)


  (Work) 



Parent Name:  _____________________________ Address:  


City:     

      Zip: 


Place of Employment:  ______________________ Phone: (Home/Cell)


  (Work) 



Parent’s Marital Status:  Married _____ Separated ___ Divorced ___ Single ___

Child's Status:  Biological ___ Adopted ___ Foster ___ Legal Guardian 



Who has legal custody:  Father ___ Mother ___ Other 


Others in Home: Name


Age:        
Relationship to Child: 

_____________________________
_____

_____________________________________

_____________________________
_____

_____________________________________

_____________________________
_____

_____________________________________

_____________________________
_____

_____________________________________

Racial/Ethnic Category (optional):  __________________________ Child’s Dominant Language:  


 

Languages Used in the Home: ____________________________________________
School District:  ___________________________________ Does he/she attend daycare/nursery school?  Yes 
 No
 

Name of daycare/preschool:  __________________________________ Days/Times Attending:  



 Address:  _________________________________ Teacher:  _______________________ Phone: 




Primary Care Physician:  ____________________________________________________ Phone: 




Address:  __________________________________________ Referral Source:  






What are your primary concerns regarding your child? 









Based on your concerns for your child, what would you like your child to do that he/she cannot do now?  




Has your child previously been evaluated? Yes ___No ____ If yes, when and by whom?





Has your child previously received EI or CPSE services? Yes ___ No ____   
What services and through whom?  











Has your child previously been evaluated for Autism?  Yes ___ No ____   Results:_____________________________________
________________________________________________________________________________________________________
Please list a few words to describe your child (e.g., happy, energetic): 






What types of activities/toys does your child enjoy?  








II.  PRENATAL AND BIRTH HISTORY:
Medications taken; illnesses or injuries during pregnancy:  








Type of Delivery:  _________________________ Birth weight:  _______________ Full Term:  _____ Premature: 

  

Complications at Birth Requiring Medical Care:  










Child’s Name: 








III.  MEDICAL HISTORY: Has your child: 
had any surgery or hospitalizations? 
Yes ____ No ____ 
had allergies?  
Yes ____  No 


had any serious accidents, illnesses or injuries?  
Yes ____ No ____ 
taken extended medication?  
Yes ____  No 



ever experienced high fever, loss of consciousness or seizure activity?  
Yes ____ No ____ 

have tonsils or adenoids been removed?                Yes ____ No ____
received a diagnosis at or following birth?             Yes ____ No ____
Please explain/describe any items marked “yes”: 






________________________________________________________________________________________________________
Hearing: Do you have any concerns about your child's hearing?  Yes ___ No ___ 

Has his/her hearing ever been evaluated/screened at birth?  Yes ___ No ___ 

If yes, when and where? 


Results:


Has your child had ear infections?  Yes ___ No ___ 

If yes:
At what age did they begin? ____ Approximately how many? ____ When was the last infection?  ___________________ 

Means of treatment (medication/tubes): 




Vision: Do you have any concerns about your child's vision?  Yes ___ No ___ 

Has your child's vision ever been evaluated?  Yes ___ No ___ 

If yes, when and where? 












Results: 













IV.  FAMILY HISTORY:
Is your child’s family history significant for any of the following? (Circle all that apply)

Learning Difficulties
Behavioral/Emotional Concerns
Hearing Concerns

Speech/Language Delay


Vision Concerns
Hereditary/Genetic Conditions
Syndromes

Autism
Relationship to child: 











V.  DEVELOPMENTAL HISTORY:
Motor Skills:  At what age did your child:  

roll over?  ___________ 
sit alone? ___________ 
stand alone? ___________ 
crawl? ___________
walk? 


Gross Motor:  Does your child: (Check all that apply/are developmentally appropriate)

___Jump in place (feet together)?
   ___ Kick a rolling ball?
___ Pedal a tricycle?
___Walk up and down stairs alone, placing both feet on each tread?
   ___ Jump over small items without falling?

___Walk up and down stairs alone alternating feet?

   ___ Climb on equipment/furniture without assistance?

___Throw and catch a ball accurately from five feet away?

   ___ Hop up/down one or more times on single foot?
Do you have concerns for your child’s gross motor skills?  Yes___ No  ___ If yes, explain:  

















Fine Motor:  Does your child (Check all that apply/are developmentally appropriate)

____Turn doorknob?    ____ Open door?
____Draw a simple, recognizable picture (e.g. person)?
____Hold pencil/crayons with thumb and forefinger?
____Use scissors to snip?
 _____Cut through paper?
____Cut on a line?
____Stack blocks?  How many high? ______          ____Complete simple puzzles (6-12 pieces)? ____With knobs or interlocking?

____Copy horizontal and vertical lines? ____Circles?   ____A cross?
Do you have concerns for your child’s fine motor skills?   Yes___ No  ___ If yes, explain:  





Child’s Name: 








Self-Help:

Did your child have any difficulty with nursing or bottle-feeding?  Yes ____ No ____   If yes, describe:  
















Does your child use a bottle or pacifier?  Yes _____ No _____

Does your child suck his/her thumb or fingers?  Yes ___ No ___ If yes, when:  






Does your child                                                                         Y          N                                                                             Y       N
Drink from a cup?  



                ____    ____
Self-feed using fingers? 
             ____  ____
Self-feed using spoon? 


                ____    ____
Self-feed using fork? 
             ____  ____ 
Self-feed using knife? 


                ____    ____
Drool excessively when eating?          ____  ____
Drool excessively other times?  

                ____    ____
Undress self?  

             ____  ____
Dress self? 




                ____    ____
Need help dressing?  
             ____  ____
Toilet training bladder?


                ____    ____
Toilet training bowel?
             ____  ____
Please describe the concerns you have regarding your child's feeding, dressing or toileting skills:  





Speech-Language Development:  At what age did your child:
 

Speak first words: _____________ Speak using 2- to 3-word combinations: ____________ Speak first sentence: 


Does your child:                                                                        Y
   N
   Y        N
Have difficulty understanding what is said to him/her?          ____
____
Use complete sentences? 
 ____
____
Use verbal language to interact with others?                        ____
____
Use single words to communicate?     ____
____
Communicate primarily through gestures and nonverbally?  ____
____
Request help and clarification? 
 ____
____
Follow directions at home and preschool?                              ____
____
Answer questions appropriately? 
 ____
____
Is your child’s speech difficult to understand?  
                 ____   ____
If yes, how much of what he/she says do you understand? ________%               Do unfamiliar listeners understand? 
            %
When he/she is not understood, what does he/she do? (e.g. repeat his/her self, walk away)






Please describe your concerns about your child’s speech and language development: 



















 VI.  BEHAVIOR/SOCIAL EMOTIONAL DEVELOPMENT:
Does your child:
  Y
  N
  Y         N
follow directions related to his/her daily routine?
____
____
get along well with peers?
____
____

become easily distracted or have a short attention span?
____
____
have sleep difficulties?
____
____

demand more attention than other children his/her age?
____
____
separate from you easily?
____
____

attend daycare or preschool?
____
____
have frequent temper tantrums?
____
____

are his/her teachers concerned about his/her behavior?
____    ____ 
Please describe any concerns you have about your child's behavioral/social emotional development:  



Signature of person completing form:  











Relationship to child:  












********************************************************************************************************

Reviewed by:  ______________________________________________________________________ Date:  



VICTOR: 590 Fishers Station Dr., Suite 130


Victor, New York 14564








GATES: 2765 Buffalo Rd., Suite 1B


Rochester, New York 14624





 BUFFALO: 875 Elmwood Ave.


Buffalo, New York 14222





Phone: (585) 924-7207


Fax: (585) 924-7049


� HYPERLINK "http://www.clinassoc.com/" �www.clinassoc.com�
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