
PEDIATRICS 

HEALTH QUESTIONNAIRE 
 
Date: _________________ 
 
Name: _________________________________ DOB: ____ / ____ / _____ SS# _______ - ____ - ________ 
 
Street: _________________________________________ City______________ State ____ Zip _________ 
 
Home Phone # (       ) _____-_______ Cell # (       ) ______-_______ Work# (       ) ______-_______ 
 
Parent’s (Guardian’s) Name(s): ___________________________________________________________ 
 
Email Address:   _________________________________________________________ 
 
Do we have permission to contact you by E-Mail? Yes ___ No ___ 
 
Referring Physician: ______________________________ Physician’s PH#: (        ) ______-______ 
 

Emergency Contact’s PH# (        ) ______-________ Relationship: __________________________ 
 
Insurance Cardholder’s Name: ____________________________________ DOB: ____ / ____ / _____ 

 
 

Were there any problems during pregnancy or delivery? 

_________________________________________________________________________________

_________________________________________________________________________________ 

_________________________________________________________________________________ 

Have there been any hospitalizations since birth? 

_________________________________________________________________________________

_________________________________________________________________________________ 

_________________________________________________________________________________ 

If this is a long term problem, when was it first noted? 

_________________________________________________________________________________

_________________________________________________________________________________ 

_________________________________________________________________________________ 

Is your child in any pain?  If yes, please describe where and when pain 

occurs. 

_________________________________________________________________________________

_________________________________________________________________________________ 

_________________________________________________________________________________ 

 



 

At what age did your child do the following? 

Roll ________________________ Walk ______________________ 

Sit Alone __________________ Hold Bottle _______________ 

Crawl ______________________ Feed self __________________ 

Stand with help ___________ Dress self _________________ 

Stand Alone _______________ 

 

Is your child on any medications? 

_________________________________________________________________________________

_________________________________________________________________________________ 

Does your child have any other medical problems, i.e. seizure, asthma, 

allergies? 

_________________________________________________________________________________

_________________________________________________________________________________ 

Is your child receiving therapy now or in the past?  Please list where and 

when treatment was received. 

_________________________________________________________________________________

_________________________________________________________________________________ 

What are your goals for therapy? 

_________________________________________________________________________________

_________________________________________________________________________________ 

_________________________________________________________________________________

_________________________________________________________________________________ 

 

    Parent Signature _____________________________________ Date _____________ 

            Printed _____________________________________ 

 

                                                                               










