Pediatric Intake Information

Child’s Last Name: Child’s First Name: Initial: Child’s Date of Birth: Age:

Parent’s Names: Stepparent’s Names:

Parents are:
O Married [ Divorced [ Not Married

Home Address: Home Phone Number: Alternate Phone Number:
Person to notify in case of emergency: Home Phone #: Relationship to patient: (please circle one)
Alternate Phone #: Mother Grandmother
; Father Grandfather
Emergency Contact Address: Stepfather
Stepmother ~ Other:

Sibling’s names and ages:

Other people living in the home:

Language Spoken at home:

Referral Information

Who referred you: Referring Physician Phone #:

Primary Care Physician: Primary Care Physician Phone #:

Please write a description of your child’s issues:

Has your child received occupational/physical/speech therapy? If so by whom:

Please inform us with whom we may share your health information:
Name: Relationship:

With my signature below, | release employees of Brazosport Regional Health System to discuss my child’s medical information,
condition, and progress with the individuals named above.

May we leave messages regarding your child’s appointments at your home? Yes No
May we leave messages regarding your child’s appointments at your work? Yes No
Signature of Patient / Guardian Date
Witness Signature Date
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Child’s Medical History

Diagnosis:

Birth history:

Childhood illnesses (Please indicate age and frequency):

Ear infections? Y | N | Age: Frequency:
Tubes in ears? Y | N | Age: Frequency:
Tonsillitis? Y | N | Age: Frequency:
Frequent colds? Y | N | Age: Frequency:
Respiratory infections? Y | N | Age: Frequency:
Reflux? Y | N | Age: Frequency:
Seizures? Y | N | Age: Frequency: Date of last seizure:
Has vision been examined? Y | N | Date: Results:
Does your child wear glasses? Y | N | Age: Comment:
Has hearing been tested? Y | N | Date: Results:
Does your child wear a hearing aid? Y | N | Age: Comment:
Does your child have balance issues? Y | N | Comment:

Please list and describe any significant injuries, illnesses, or surgeries along with the dates:

Please list the MD’s / specialists that are following your child including frequency of visits:

Drug / Food Allergies / Reactions : Environmental Allergies (such as latex or tape) / Reactions:
List obtained by: [ Pill Bottle [ List provided by Patient / Family [0 Verbalized by Patient / Family
O Patient Pharmacy [0 EMS Report [ MD Office
Medication / Herbal / Vitamin Name / OTC Medication Continued
“Please Print”
Signature of Patient / Guardian Date
Witness Signature Date

#0000020703 Gate 8/11 Chart Copy ~ Brazosport Regional Outpatient Rehabilitation Services:  Page2of4

Pediatric Health History
€D Brazgsport

100 Medical Drive Lake Jackson, TX 77566 Patient ID



Child’s Developmental History (please write age each occurred)

Sat up without help: Crawled: Walked:
Spoke 1% word: Potty Trained: Dressed self:
Put words together: Drink from an open cup:

Did / Does your child have difficulties with bottle / solids / table food?

Child’s Daily Schedule

What is your child’s daily schedule? Who do they stay with if not in school?

School Information

School: School Phone #:

Grade: Teacher(s): School Therapist(s):

School concerns:

If applicable, please provide a copy of your child’s current Individual Education Program.

Signature of Patient / Guardian Date

Witness Signature Date
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Parent Goals & Expectations

If your child requires therapy, what are your personal goals/expectations? What would you like your child to learn? Please describe?
Please add any other helpful information.

Domestic violence is a common health problem in the United States. Therefore, it is our responsibility to assess all patients for the
presence of potential domestic violence in their lives.

Please respond to the following question: Do you feel safe at home? Yes No

The preceding information is true and complete. | understand that any mis-statement or omission may affect the outcomes of my

child’s healthcare.

Signature of Patient / Guardian Date

Witness Signature Date
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