
         Outpatient Rehabilitation Center- Pediatrics
         1904 North Church Street
         Greensboro, NC  27405
         336.274.7956  Fax: 336.271.4921

PEDIATRIC CASE HISTORY
Today’s Date: ______________  
Child’s Name:______________________________________________   Preferred Name: _________________________ 
Person Completing Form: ______________________________________   Relationship to child: ___________________
Date of last check-up: _________________      Height OK?     Y      N          Weight OK?     Y      N
Are immunizations up to date?      Y     N        If no, specify: _________________________________________________
Has the child had a hearing test?    Y     N       Results:______________________________________________________
Has the child had a vision test?      Y     N       Results:______________________________________________________
Medications currently taking:    NONE       _______________________________________________________________     
Allergies (foods, latex, tape, bee stings, medications, etc):   NONE   ___________________________________________     
Birth Weight: ___ lb ___oz    Concerns at birth?   NONE   __________________________________________________
__________________________________________________________________________________________________    
Was the child premature?    Y     N        If premature, how many weeks?  ______________________________________
Please describe the difficulties that the child is having that are concerning you: __________________________________
__________________________________________________________________________________________________
What are your and/or your child’s goals for therapy? _______________________________________________________
Does your child have or complain of pain?   Y      N     If yes, where and when? __________________________________
Previous illnesses/hospitalizations (date):  NONE   ________________________________________________________
Surgery (type and date):  NONE   ______________________________________________________________________ 
Testing (X-rays, MRI, CT, etc, date, results):  NONE   _____________________________________________________ 
Diagnoses (ADD, PDD, Autism, CP, etc):  NONE  ________________________________________________________
Previous and current therapy (date(s) and location): 

Physical:  NONE   ____________________________________________________________________________
Occupational:   NONE   _______________________________________________________________________
Speech: NONE ______________________________________________________________________________      

Do other children live in the home?   Y     N    Names/ages: __________________________________________________
Are languages other than English used at home?   Y     N    If yes, please list: ____________________________________
Does the child attend pre-school or school?   Y      N     If yes, please name: _____________________________________
Does the child attend any special classes/therapy?    Y    N    N/A   List: ________________________________________
Has any teacher mentioned any difficulties?    Y    N    N/A   List: _____________________________________________
Does the child have any eating problems?    Y    N    List: ___________________________________________________
Please give the approximate ages for the development of the following skills if applicable:
Sitting: ____________________    N/A   Self-feeding: _________________________    N/A 
Crawling: __________________    N/A   Bladder/bowel control: _________________    N/A
Walking: ___________________   N/A   Self-dressing: ________________________     N/A


