Clinic for Special Children

Developmental Questionnaire

Child’ s NAME: ... Sex:M QF DateofBirth: /[
AGAIESS: .o PRONE: oo
CItY/StAte/ZIP: ..o Cellinn
Person answering qUestions: .........ccoccevvevecieseenie s Relationship to patient: ............cccoecvvvieveeie e,
Address (if different): ... PRONE: oo
(0110 - - A | PSSR Celli e
Why are you seeking help for this Child?............ooiiiii s
WhO referred YOU T0 OUE SEIVICE?......cuiiiieiieeie ettt ettt s s b e et e s ne e s te et eaaaenteesreeseanneaneeeens
What kind of services are you seeking for this child (eg: diagnosis, medication management, change of
school placement, therapy, psychological testing, custody, evaluation, etC)?.........cccccevvvevvivevieereciieseenns
MOthEr’s NaME: .....ooiiiiieecer e Stepmother? O Yes W No
Address (if different): ... PhONE: oo
CItY/StAte/ZIP: ..o Cellin
OCCUPALION: ...ttt EMPIOYEr: ...
Highest grade/degree COMPIELEA: ..........ooviii it re e
Father’s Name: ... Stepmother? U Yes W No
Address (if different): ... PRONE: oo
CItY/StAte/ZIP: ..o Cellin
OCCUPALION: ...ttt EMPIOYer:. ..o
Highest grade/degree COMPIELEA: ..........ooiiii ettt
Does this child have any other parent(s) Stepparents(s)? U Yes U No
Address (if different): ..o PRONE: oo
City/State/ZIP: ..o Cell e
OCCUPALION: ...t EMPIOYer:. ..o
Highest grade/degree COMPIELEA: ..o e
With what adults does this Child TIVE? ...........co i
How long in current living situation? .........c.cccocevvenenee. Child’s primary caregiver? ........ccccceeevveiesivennnns
If primary caregivers work outside the home, please provide the following information:
Who cares for this child wWhen Caregivers are gONE?........cocuuveieierieie it
How many hours per day is this child in a child-care Setting? .........c.ccooeiiiii i
Has this child ever experienced any parental separations, divorces, or death? O Yes 1 No
If yes, WheN? ........coviiiice e Child age at the time? ........c.ccccevveveicvece e
Please describe the CIFCUMSTANCES: .........uiiiiiieieie ittt bbb
If parents are separated or divorced who has custody of this Child? ............ccccoiiiiiiii
How often does the other parent see this child? U Weekly or more often

U Once or twice a month U Few times a year U Never
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Please list all brothers and sisters, and any other children living with the family:

Age Gender Relationship to this child Living at home?

How does this child get along with brother(s) and /0r SISTEIS? .........cveeieiiieiii e

I. Family Relations

Check the activities in which this child often participates with the family:

U Movies U Meals U Conversations Q Visits with relatives

U4 Church U Games U Sports U Trips U Television

I O 1T TR SOS PO TP POPRORPROS

How frequently does this child see grandparents?

U Weekly or more often U Once or twice a month U Few times a year U Never

No grandparents living 1 Yes U No

What do you find most difficult about raising this child? ...

What level of education do you hope this child will complete?

U4 High School U College Q Technical or vocational school

Who is mainly in charge of discipling in the NOME?..........ccoveii i
Do all caregivers agree 0N AiSCIPINE? ......viveiieeciice et e e reenaeaneesaeeeeereenrs
Describe diSCIPlNG tECRNIGUES: .........viiiee et re et et e e e e saeeaeeneenrs
Friendship

Please indicate how this child relates to other children.
Has problems relating to our playing with other children? [ No U Yes

L LTS (=TT ] o PP PPPR
Fights frequently with playmates U No U Yes
Prefers playing with younger children U No U Yes
Has difficulty making friends U No U Yes
Prefers to play alone U No U Yes

Are there children in the neighborhood with whom this child could play? O No U Yes
What role does this child take in peer group games (for example: aggressor, leader, victim, etc)?

Recreation / Interests
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What activities does this child enjoy?

) 010 S PSPPSR PPRTRUPRRPPI
0] 0] ] 1= PSR
(@ ] 1 1= oSSR TRTPUTRURRPR
Has this child’s interest in participating in these activities declined recently? U No U Yes

) LTSI (=TT ] oSS PPRURRUPRTPRTORT

Behavior / Temperament
Please indicate whether this child exhibits any of the following behaviors:
Is easily over stimulated in play: L No U Yes Seems overly energetic in play: ONo OYes

Has a short attention span: O No QO Yes Seemsimpulsive: O No O Yes
Lacks self-control: U No O Yes Overreacts when facing problems: L No U Yes
Seems unhappy most of the time:d No U Yes Uncomfortable meeting new people: 1 No O Yes
Hides feelings: U No QYes Requiresa lotof parental attention:ld No U Yes
Withholds affection: O No QYes Whatmakes thischildangry?........cccoocoievivnieiinnnnnns
Has fears: LINO L YES DESCIDE: .. s
Adaptive Skills

Please indicate whether this child has the following skills:

Dresses self: U No UYes Bathesself: O No O Yes
Helps with household chores: W No U Yes Has good table manners: O No OYes
Buys gifts or presents for others W No U Yes Can get help or find home if lost: L No U Yes
Says “please” and “thank you” W No O Yes Tellstime accurately: O No OYes
Receive an allowance: U No UYes Ifyes, how does he/she spend it?.........ccccvvnviinnnn.

I1. Educational History

Preschool

Does or did this child attend preschool? No Yes ~ AtWhat 8ge? ......cccooviiiiiiiiniiee e
SCROOL: ..o TRACNEI ..ot
Amount of time per day: .......ccocvveereninnieenennnn Days Per WEEK:........oiieiiierieeie e

Elementary / High School
Please indicate whether this child has had any of the following school experiences:

Has changed schools for reasons other than normal academic progression? O No QYes
Has repeated a grade? O No OYes If yes, when and Why? ...
Has skipped a grade in school? d No U Yes If yes, when and Why? ...
Has difficulty with reading? W No U Yes If yes, deSCribe: .......ccviveiieececee e
Has difficulty with math? O No OYes If yes, desCribe: ........coovviiiiice e
Gets poor grades? O No O Yes

Describe most recent report Card FESUILS: .........oiii it sb e es
Been tested for special education? LANo LA Yes Ifyes, When ...

Currently in special education class? U No U Yes
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If yes, what type of class?........ccccoevvvievvenenne. HOUIS PEr day:......ccvveiieeieciece e
Other services (OT, SpT,PT) WL No LYesS WhHICh? ..o
Date of last revised IEP: .........cccccoovviiiiiiiiiiiinnns
Dislikes going to school? UNo UYes
Is absent from school frequently?d No LA Yes Ifyes, WY ? ..o
If in high school, when will this child graduate?.............c.cooiiiiiii
Do you have any concerns about the quality of this child’s school or teachers? O No OYes

LTS (=TT ] oSSR

I11. Development
At what age did this child first do the following? Indicate age / year / month.

TUIMN OVEL: i SILAlONE: e
Crawli .. Stand alone:.......coovvvieiiee e
WalK along: .......ccovveiiiiiiicce e WalK UP SEaIrS: ..o
Walk down Stairs: ........cccovvverenieiienese e Show interest in or attraction to sound: .....................
Understand first Words: ...........ccccovvevveveiicieennnn, Speak first WOrds: ........cccccvevveiieiieieie e
Speak in SeNteNnCeS: .......cccvvveieieee e
Was this child breast-fed? W No U Yes When WeANEA? .......coveieiiiirieeeie e
Was this child bottle-fed? W No U Yes When Weaned?.........cccveveieereeie e
When was this child toilet trained? Days: ...coovveeeeeceeie Nights: ..o
Has this child experienced any of the following problems? If yes, please describe.
Walking difficulty I L T O O - OSSP
Unclear speech LI NO L Y S i
Feeding problem I L T O L - OSSP
Underweight problem — LINO LI YBS i
Overweight problem I L T O O - TSR
Colic I L T T T SR
Sleep problem I L T T - OSSP
Difficulty with sleeponset L1 No U Yes Difficulty with sustained sleep? U No U Yes
Duration of sleep? O No OYes Sleep sChedule?.........ooveiviieiiecece e
Difficulty learning to ride bike  LINO  Ld Y @S oot e
Eating disorder I L T O O - OSSP
Learning to skip LI NO L Y S i
Learning to throw/catch LI NO Ll YBS .ot

During this child’s first 4 years, were any special problems noted in the following areas?
If yes, please describe.

Eating LI NO L Y S i
Motor skills I L T T T PP
Sleeping too much I L T T L T PSP
Temper tantrums LI NO L Y S i
Sleeping to little I L T T T PP
Failure to thrive LI NO L Y S i bbb
Separating from parents LINO L Y S .o
Excessive crying I L T T T PRSP
Other (throwing, etC)? LI NO L Y @S ittt te e nneenns

Has this child been forced to change writing hand? U No U Yes
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IV. Pregnancy
Was this child a planned pregnancy?d No U Yes Was the mother under a doctor’s care? 1 No U Yes

Number of previous pregnancies / miscarriages:..........c........
Check any of the following complications that occurred during the pregnancy.

Q Difficulty in conception U Emotional problems U Anemia

O Excessive swelling O Toxemia aFlu

O Abnormal weight gain U Vaginal bleeding U High blood pressure

O Other (Rh incompatibility, vaccines, fillings, €1C.) ....ccooieiiiie i
Maternal injury: d No Q1 Yes DBSCIID: ..
Hospitalization during preg.: LNO  LIYES REASON.....cciiciiitiecieee sttt
Medications during pregnancy: W N0 L YES  FreqUENCY .....ccooeiieiiiiiniiiiisiesieiee e
Cigarettes during pregnancy: LNO  CIYES FreqUENCY...ccecieieecieeieciee e ete et ste et
Other drugs used during pregnancy: LI NO LI YES  TYPE .ioiiiiiiieieiie et

=0 [T 0T Y2 ST OPR
At this child’s birth, what was the mother’s age?...........cc.ccocvvee. Father’s age? ..o,
Mother’s age at birth of first child? ............cccooovviiiiii
Was this child born in the hospital?l No L Yes 1T N0, Where? ...
Length of pregnancy ................... weeks Length of labor...........c..ccocn. hours
Birth weight: ............... IbS....cccoene. 0zs
Apgar score................. Child’s condition at birth ...........cccooveiiiiiiecce e,
Mother’s CONAItION At DM ..o sr e ns

Check any of the following complications that occurred during birth.
U Forceps used U Breech birth U Labor induced U Caesarean delivery

Other deliver complications: LNo  [QYes DESCHDE ...ccoieiicieceee e
Incubator: O No OYes HOW JONQ? ...t
Jaundiced: O No OYes

Bilirubin lights: ' No O Yes I yeS, NOW IONQ?.....oiiiiice e
Breathing problems right after birth: I No W Yes Ifyes, how long?.......ccoovviiiiiiiiiieeecee e
Anesthesia used during delivery: T No U Yes Ifyes, what KINd?.........cccoovevviiiiiiin e,
Length of stay in hospital: Mother........ccoovnvninnns days Child.....ccoiiii days

V. Medical History
Childhood illnesses / injuries:
Please circle the illnesses this child has had an indicate age (year/month).

U Chicken POX.......ccovveiiiiiieieiec e U Scarlet feVer ..o
U Rheumatic fever .......ccccocvveveiicvnece e, O MeningitiS.......ccoveveeiiiie e
U EncephalitiS ..o L ANBIMIA ..
U Fever above 104°.......cccoevvveienineneeinnns
Head injury: LINO LdYES DESCIDE ..o
Coma or loss of consciousness: LI NO L YeS DeSCIDE ....cccveiviiiiiiiiesceeee s
Sustained high fever: LINO LYES DESCIDE ..o
Please describe other serious illnesses or operations:
IlInesses/Operations Age IlIness/Operation Age
Has this child ever been on long-term medications (more than 6 months)? U No U Yes
If yes, WheN ... What Kind?........cccooeiieececee e
1T yes, WNeN ... vveiiieee e What KINA? ...
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Developmental History Questionnaire

Respiratory
Please indicate whether this child currently has any of the following problems. If yes, describe how often.
Frequentcolds: I No O Yes
Asthma: U No UYes
Sinus condition: U No 0 Yes
Chroniccough: W No U Yes
Hay fever: UNo QYes

Cardiovascular

If yes, please describe:

Shortness of breath or dizziness with physical exertion: N0 W YeS...oooiiiiiiiiiie

Activity limitation due to heart condition: LNO L YeS i

Heart murmur:  LINO L Y St b e
Gastrointestinal
Excessive VOMILING: LI INO L Y @S ittt sbe et reees
Frequent diarrhea: TINO L Y @S e et re et e ne e sae e aeeneeers
Constipation: L NO L Y S ittt bbb
Describe stool and pattern of eliMINAtION: ..o
Stomach pain: I L T I O T OSSPSR
Reflux/heart BUN:  LINO L Y @S ittt sttt enre e e eneenns
Dietary history:
FoOod SENSITIVILIES? LI NO L Y @S ittt bbb
Food cravings? L NO L Y S ittt bbb
Food aversions? I (o T T PRSP URTRRTRPR
List fOOdS MOSt COMMIONTY BALEN: ......c.veiieiiieie ettt e st esteeaeeneenneesaeeneeereenes
Genitourinary
Urination in pants/bed: LI NO L0 Y S it e e e e e e e s e e e sabe e e erbe e e eateeeenes
Pain while urinating: LI NO L Y S ittt e e re et e aneenreenneeneenns
Excessive Urination: LI NO L Y @S ittt ettt sttt sbe e nreens
Strong 0dor to UrNE: LI NO LI Y 8S .ttt be et e re e s teeneesne e re e e e
Musculoskeletal
Muscle pain: I (o T T PRSP URTRRPRPR
Clumsy walk: I L T I S SSSOSSSSSSR
Poor posture: L NO L Y S ittt bbb
Other muscle problems? LA NO T YES  DESCIIDE ...ccuvieiviiiiecciie ettt eaee s
Skin
Frequent rashes: I L T T USROS URTRTRPR
Bruises easily: I L T I O - SO UOOSSSTPR
Sores: LINO  LIYES DESCIDE c.oeoiiciiecie et
Severe acne: I L T T TR URTR TR
Itchy SKin (eCZEMA): LI NO LI Y S ittt et e e et e e e re e eesneenteenee e
Irregular skin flushing: LA NO L YES  DESCIIDE . .ocveeiiieieeece e
Fever blisters: I (o T T T PSR R PRSPPI
Neurological
Seizures/convulsions: LANO LI YES  DESCIIDE .....eoiuieiiiiiiiieiieie et
Speech defects: I L T I T OSSR
Accident prone: I (o T T T PSR R PRSPPI
Bites nails: LI NO L Y S ittt bbb
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Developmental History Questionnaire

Sucks thumb: I o T USSP
Grinds teeth: LI NO L Y S ittt bbb
Has ticS / tWILChES: LI NO L YOSttt ettt enaeeeeeneenns
Bangs heard: I L T T O - OSSPSR
Rocks back and fOrth: LI NO L0 Y @Sttt b e
Toe walking: LINO LI YES WHEN? oo
Self-injury: N0  LIYES HOW? oottt
Bowel movements in pants/bed: I L T T L T SR
Has this child ever taken medication to increase activity? LI N0 W YES.....cooiiiiiiiiiiiees
If yes, when?.........ccccoevveivinennn, What MediCation: ........cccccviiiiiecie e
Has child ever taken tranquilizing medication? O No O Yes
If yes, When?......cccccoovvveiniiennnnns What MEAICATION: ....eveeitiiei e
Brain scan obtained? LINO L Y S it
Brain wave study (EEG) obtained? I NO LI Y S ..
Allergies
Allergy to medicine: N0 LI YeES DESCIDE ...ocviciiiicice e
Allergy to food: LINO L YES DESCIIDE ..o
Other allergies: LINO  LIYES DESCIDE .ot
Adverse reactions to vaccines? U No UYes DESCIIDE ...
Hearing
Ear infections: LINO L YES DESCIDE .o
Hearing problems:  TINO LI YES DESCIIDE ....ocviiiiiieeee et
Ear tubes: LINO  LIYES DESCIDE .ot
Date Of Most ReCENt HEAINNG EXAIM: .......cciiiieiiciciee et te et e reeeesreeeeeneenns
Vision
Vision problems: N0 CIYES DESCIDE ..o
Wears glasses/contacts: 1 No U Yes
Date Of MOSE FECENT VISION EXAIM: ... c..iviitiitieiesiieieie ettt sttt se et e ettt e st e besbeese e st et e besbesbesbenbesbeareeneas
Medical Care
(08 11 [0 ISl o 01 £ (ot - T USROS
Telephone:. ... FaX: oot
E o [0 =T USSP PT PR TRPRPR
How often does this child see a doctor: .............cccu...... Date Of 1aSt VISIt: ....vecveeieiice e
Child currently on medication? O No OYes
I yes, INAICALE TYPE NG FBASON: ......eiiiiiieitieti ettt sttt et e s e bt ebe e st e s be e beaseesbeenbeaneesreeneeas

o (0TS TSRS P TP PR PR
TYPE OF COUNSEIING ...ttt bbbttt e bbbt bbbt e st et et e et eb e b e bt ene e
LT 1] 2 OSSPSR PSR
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Has this child ever had a neurological exam? O No OYes
1T YES, NEUIOIOGIST'S NMAIMIE ... ..ttt et e et e e st e s te e teeseesreeteenteaseeseeneesreenreanee e
N [0 ] £SO

Has this child ever had a psychological or psychiatric exam? U No U Yes
L YT (0ot (o] N 4 T L= USROS
0 [0 =SS
T 0 I (0] = ¢ o SRR

V1. Family Health

Has any family member had any of the following? If yes Please specify family member’s
relationship to this child. If child is not living with biological parents, please include health
information on biological parents if known.

L CaNCEr......oieeeee e, U Tay-Sachs diSEase.........covvreeeeieieienesee s
0 Cystic fibrosis........ccccevevevievecceiece e U Tourette’s SyNndrome.........cccceeveeieevesieieese e
U Diabetes. ..o, U Birth defect .....c.oovevveiiiiiie s
U Heart diSease.........ccoevveeerieneniesee e U Cerebral palsy ..o
0O High blood pressure..........ccoceevevveieseecnene, O Alcohol / drug abuse.........ccccceeveiiiieiiciecccie
0 Kidney diSEase.........covvvererveieerieniesieereennns U Behavior diSOrder .........cccocvevevieereiiieseenesieseeiens
U Migraine headaches.........cccoocovviiiiiineiee, U Emotional disturbance...........ccccooveiiiiinicinnn,
O Multiple SCIErOSIS ......ccovveeeiiciieece e O Mental ilINESS ......ocvveieiieecccee e
0 Physical handicap.........ccoccevvvevveieiiesneiee U Mental retardation ...........ccccceeeveveiiniiene e
U StrOKe....ooeeceeecee L NEIVOUSNESS. ..ottt
U Tuberculosis ........ccovevveeiieiecc e U Seizures or epilepsy......cccovvvveieeieiieiiese e
O Alzheimer’s diSease........ccvvvereerueevesvereennns U Reading problem .........cccocvveiieeiicie e
U Hemophilia........ccooviiiiiie e U Other learning disability..........cccocoviiniinieninnns
O Huntington’s chorea..........cccccccvevvecvivenene, U Speech or language problem ..........ccccoevvevieciennnn
O Muscular dystrophy.........cccccceviveieiieinernene U Food allergies/hayfever.........ccccovveviviceiveiesieennns
U Parkinson’s diSease..........ccevereeneneenieenienns U Severe head iNJUry ...
U Sickle-cell anemia ........ccocvvvvvviinneneneniniens U Other: DeSCribe.......cccoveiiiieieieee e
Describe father’s preSent NEAIN............oo i
Describe mother’s present NEAITN..............ooiiiice e
Has anyone in the family ever been in special edUCALION? ..........ccccviiiiiiiieie e
L LTSI oo PSSR PRI TR
WAL TP OF CIASS? ...ttt e e st et e e s e s b e e teeae e s teeteenteeseesreentesnneaneeeens

Additional Comments

Last revised 2/27/2010
Karen H. Harum, MD
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