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     OT Developmental History                           
Parents:  This history may appear to be quite long.  A number of questions require checking off responses, which can be done quickly.  This information is very useful in gaining a clear understanding of your child’s strengths and weaknesses.  We appreciate your time.

	General Information:



	Child’s Name:
	Birth Date:

	Address:
	Home phone #:

	
	

	
	

	Parent’s Name:
	Parent’s Name:

	Occupation:
	Occupation:

	Work #:
	Work #:

	E-Mail:
	E-mail:

	Name and Ages of Brothers and Sisters:                                (any diagnosis, delays or difficulties)

	Name:
	Age:
	

	
	
	

	
	
	

	
	
	

	
	
	

	Referral Source:
	Primary Care Physician:

	Address:
	Address:

	
	

	
	

	Phone # 
	Phone #

	Are there any custody issues we should be aware of?




	Academic Information:

	Name of Day Care/Preschool/ School?
How many hours/week?
What grade?
Does your child have an IEP or 504?

Is your child Home Schooled?

	Difficulties noted? 

	
	Paying attention
	
	Playing with Peers
	x
	Following Directions
	
	Hyperactivity  

	
	Finishing work
	
	Organization
	
	Completing Homework
	
	Aggression/

Tantrums

	
	Separation anxiety
	
	Difficulty w/ Transitions
	
	Other: (Describe)
	
	

	Does or did your child receive Early Intervention: (Name of EI if currently receiving)

.

	
                         Please list all school and outpatient services                 

	 Does or did your  child receive any of the below services:                 
                                   
	Hours/Week
	Most Recent Eval
	Agency

	
	Occupational Therapy
	
	
	

	
	Speech and Language Pathology
	
	
	

	
	Physical Therapy
	
	
	

	
	Developmental Specialist/ Pediatrician
	
	
	

	
	Psychology/
Counseling
	
	
	

	
	ABA
	
	
	

	
	Other:

	
	
	


Medical Information: 

	

	Medical Diagnosis (please circle if any)

Autism Spectrum Disorder

Down Syndrome
ADHD
Non Verbal Learning Disability
Developmental Coordination Disorder

Developmental Delay

Dyslexia

Cerebral Palsy

Congenital Anomaly (please specify below)
Mental Health Diagnosis

Please specify below:

Prematurity

ARFID

Learning Disability

Anxiety Disorder

Asthma
Other:


	Has your child had any of the following?
	Yes
	No
	Date(s)
	Additional information (Please be specific)

	Major illnesses 
	
	
	
	

	Hospitalizations
	
	
	
	

	Congenital Abnormalities
	
	
	
	

	Surgery
	
	
	
	

	Serious injury
	
	
	
	

	Ear infections
	
	
	
	

	Tubes in ears
	
	
	
	

	Allergies
	
	
	
	List all allergies (environmental/food/etc.)



	Seizures
	
	
	
	

	Adaptive Equipment 
	
	
	
	List all equipment (glasses, oxygen, wheelchair/walker, etc.)


	Diet Restrictions
	
	
	
	

	Anxiety
	
	
	
	

	Gastroenterology Issues
	
	
	
	

	Torticollis
	
	
	
	

	Orthotics/Braces
	
	
	
	

	Hearing Loss
	
	
	
	

	Low/ High Birth Weight


	
	
	
	


	Has your child had any of the following?
	Yes
	No
	Date(s)
	Additional Information (please be specific)

	Vision/Ocular motor issues
	
	
	
	

	Breathing difficulty
	
	
	
	

	Other:
	
	
	
	

	List any medication your child is currently receiving and frequency of dosages.

	Medication
	Dosage
	Frequency of dosage

	
	
	

	
	
	

	
	
	

	Are there any allergies or medical precautions the therapist should be aware of when working with your child?



	Medical Assessment & Treatment

	Evaluation
	Eval Date
	Professional Name
	Results/Treatment

	Neurological
	
	
	

	Neuro-psychological
	
	
	

	Psychological
	
	
	

	Developmental Pediatrician
	
	
	

	Mental Health Professional
	
	
	

	Gastrointestinal
	
	
	

	Ears, Nose and Throat
	
	
	

	Swallow Study
	
	
	

	Vision Specialist
	
	
	

	Audiology
	
	
	

	Pulmonology
	
	
	

	Ear Nose and Throat
	
	
	

	Other:
	
	
	

	
	
	
	

	Mother’s Health During Pregnancy:                        
	Yes
	No
	Describe:

	Any infections/illnesses during pregnancy?
	
	
	

	Any shocks or unusual stresses during pregnancy?
	
	
	

	Any medications received during pregnancy?
	
	
	

	Any complications during pregnancy/delivery/labor?
	
	
	

	Mother’s Health During Pregnancy:                        
	Yes
	No
	Describe:

	Maternal High Blood Pressure?
	
	
	

	Gestational Diabetes?
	
	
	

	Preterm Labor?
	
	
	

	Other:

	
	
	

	Child’s Birth:
	Yes
	No
	Describe

	Is your child adopted?
	
	
	Country of birth:

	Traumatic pre-adoptive environment?
	
	
	

	Low Birth Weight/ Small for Gestational Age/ IUGR?
	
	
	Birth Weight?

	Complications at Birth? – circle all that apply
(Premature, pre-term, Drop in heart rate, Breech, Cord wrap, Required ventilation, CPAP, Forceps, Suction, Other)
	
	
	Describe complications:
Gestational age at birth:

	Were there any birth injuries?
	
	
	

	Was intensive care hospitalization required?
	
	
	How long?

	Was your child jaundiced?
	
	
	

	Nursed or bottle fed well?
	
	
	

	Other pertinent history?
	
	
	

	Type of delivery?
	Vaginal, C-section

	If known, Apgar rating at one minute?
	At 5 minutes?


	Developmental Milestones: 
	Age   
	Comments or anything unusual

	Rolling over
	
	

	Sit alone
	
	

	Crawl
	
	Commando?        Scoot on bottom?       Bunny Hop?

	Walk
	
	

	Say words
	
	

	Say sentences
	
	

	Toilet Trained
	
	

	Feeding Milestones: 
	Age
	Comment or anything unusual

	Breast/Bottle fed easily?
	
	

	Introduced to purees?
	
	

	Introduced to solids?
	
	

	Chew Solid food?
	
	

	Feeding Milestones: Continued
	Age
	Comment or anything unusual

	Transitioned to table food?
	
	

	Drink from a cup?
What type? (sippy, straw, open)
	
	

	Feed self with utensils?
	
	

	Problems with Feeding?
	
	

	Early Childhood:

	Did/Does your child:
	Yes
	No
	Describe:

	Have sleeping problems?
	
	
	

	Have/had colic?
	
	
	

	Dislike lying on stomach?
	
	
	

	Have/ had difficulty self-soothing?
	
	
	

	Have/had difficulty sleeping?
	
	
	

	Have difficulty playing with other children? 
	
	
	

	Have/ had feeding problems? ( describe)
	
	
	

	Have/had difficulty transitioning to table foods?
	
	
	

	Have/had episodes of choking or gagging on food or liquid?
	
	
	

	Have/had episodes of vomiting?
	
	
	

	Have/had difficulty with food texture/taste?
	
	
	

	Have/had difficulty learning to self-feed?
	
	
	

	Have/had difficulty using utensils?
	
	
	

	Demonstrated signs of /or diagnosed with Reflux?
	
	
	

	Demonstrated signs of / or diagnosed with constipation?
	
	
	

	Difficulty playing with other children?
	
	
	


	Sensory Processing

	Tactile: Does your child have difficulty tolerating the following:

	
	Yes
	Sometimes
	No
	Describe:

	Messy substances? – circle all that apply 

(Glue, Finger paint, Shaving cream, Fur, Sand, Food on hands, Other)

	
	
	
	

	Clothing textures? – circle all that apply Transitioning clothing seasonally, Tags, Seams, Shoes, Socks, Tight clothing, Loose clothing, Other?

	
	
	
	

	Grooming? – circle all that apply Washing hair, Brushing hair, Haircuts, nail cutting, Tooth brushing,  Handwashing,  Face washing, Other
	
	
	
	

	Had/have difficulty coming out of bath?
	
	
	
	

	Being splashed with water?
	
	
	
	

	Band-Aids/ stickers on skin?
	
	
	
	

	Being bumped/ pushed?
	
	
	
	

	Hand being held?
	
	
	
	

	Hugs/cuddling?
	
	
	
	

	Dentist?
	
	
	
	

	Difficulty recognizing food on their face?
	
	
	
	

	Feels pain not as much/ or much more than others?
	
	
	
	Not as much
More than others

	Seems oblivious to pain?
	
	
	
	

	Drools without noticing?
	
	
	
	


	Smells : Does your child demonstrate the following:

	
	Yes
	Sometimes
	No
	Describe

	Have difficulty tolerating various odors?
	
	
	
	

	Comments on smells?
	
	
	
	

	Have difficulty restaurant or Cafeteria?
	
	
	
	

	Deliberately smells objects?

	
	
	
	

	Proprioception: Does your child demonstrate the following:

	
	Yes
	Sometimes
	No
	Describe:

	Banging head on purpose?

	
	
	
	

	Seeks out activities that provide excessive force? – circle all that apply Jumping, Pushing, Pulling, Crashing, Wrestling, Other

	
	
	
	

	Find physical activities calming?
	
	
	
	

	Craves being cuddled/ held?
	
	
	
	

	Likes tight clothes/shoes?
	
	
	
	

	Toe walks?
	
	
	
	

	Demonstrate repetitive behaviors? circle all that apply
Hand Flapping, Head banging, Wrings fingers, Pinch self/others, Mouths objects, Obsessive touching of objects, lining up objects, repetitive closing of doors, Other?
	
	
	
	

	Bumps into things frequently?
	
	
	
	

	Trips/falls frequently?
	
	
	
	

	Uses too much/ too little force when writing/coloring/playing?

	
	
	
	

	Vestibular: Does your child demonstrate the following:

	
	Yes
	Sometimes
	No
	Describe:

	Hesitancy/Avoidance of movement? – circle all that apply 
Playground activities, Slide, Swings, Walking on uneven surfaces, Climbing on jungle gym, Other)
	
	
	
	

	Fearful of heights? 
	
	
	
	

	Becomes frightened during movement?
	
	
	
	

	Becomes car sick?
	
	
	
	

	Express discomfort while laying on back or belly?
	
	
	
	

	Vestibular:  continued
	Yes
	Sometimes
	No
	Describe

	Constantly moving or have difficulty sitting still?
	
	
	
	

	Moves in and out of chair often?
	
	
	
	

	Seek out spinning or swinging motions?

	
	
	
	

	 Auditory: Does your child demonstrate the following:

	
	Yes
	Sometimes
	No
	Describe:

	Finds noises bothersome? – circle all that apply Lawn Mower, Vacuum, Blender,  Toilet flushing, Hand dryers, Sirens, Alarms, Music, Other)
	
	
	
	

	Covers ears to protect from sounds?
	
	
	
	

	Distracted by background noises?
	
	
	
	

	Does not respond to name or appear to hear?
	
	
	
	

	Has difficulty following directions/ remembering what was said?
	
	
	
	

	Requires repetition of directions?
	
	
	
	

	Talks excessively loud/ soft?
	
	
	
	


	Visual Processing: Does your child demonstrate the following:

	
	Yes
	Sometimes
	No
	Describe:

	Visually fixate on objects? – circle all that apply 
Spinning fans, Wheels, Lights, Shadows, Other
	
	
	
	

	Stares at walls when walking?
	
	
	
	

	Overly sensitive to bright lights/ sun?
	
	
	
	

	Dislike having their eyes covered?
	
	
	
	

	Visual attention difficulties?
	
	
	
	

	Does your child make eye contact?
	
	
	
	

	Does your child look away when catching a ball?
	
	
	
	

	Easily distracted by visual stimuli?
	
	
	
	

	Difficulties with visual perception?
	
	
	
	

	Difficulty finding an object among within a group of items?
	
	
	
	

	Difficulty discriminating shapes/ colors/completing puzzles?
	
	
	
	

	Draw letters/numbers backwards?
	
	
	
	

	Difficulty tracking objects with eyes?
	
	
	
	

	Difficulty copying from a blackboard?
	
	
	
	

	Difficulty with connect the dots?
	
	
	
	

	Difficulty with mazes?
	
	
	
	

	Does your child squint their eyes often?

	
	
	
	

	Postural Strength/Endurance:

	
	Yes
	Sometimes
	No
	Describe:

	Does your child slump while sitting?
	
	
	
	

	Does your child W-Sit? 
	
	
	
	

	Have difficulty sitting upright on floor?
	
	
	
	

	Have difficulty playing on stomach?
	
	
	
	

	Does your child tire more easily than peers?
	
	
	
	

	Postural Strength/Endurance: (continued)
	Yes
	Sometimes
	No
	Describe:

	Can your child ride a bike?
	
	
	
	

	Walk up/ down stairs without holding rail?
	
	
	
	

	Fine Motor:

	
	Yes
	Sometimes
	No
	Describe:

	Does your child demonstrate a hand preference?
	
	
	
	Right      Left

	Can your child cut with scissors?
	
	
	
	

	Does your child color in the lines?
	
	
	
	

	Does your child experience hand fatigue when writing/coloring?
	
	
	
	

	Does your child have difficulty using utensils when eating? 
	
	
	
	

	Does your child use an appropriate grasp pattern on crayons/pencils?
	
	
	
	

	Can your child twist a cap off?
	
	
	
	

	Does your child have difficulty with handwriting tasks?
	
	
	
	

	Can your child write their name?
	
	
	
	

	Can your child print upper and lower case letters/numbers?
	
	
	
	

	Can your child write in cursive?

	
	
	
	

	Activities of Daily Living (ADLs): Can your child:

	
	Yes
	Sometimes
	No
	Describe:

	Button/unbutton buttons?
	
	
	
	

	Zip/unzip?
	
	
	
	

	Complete snaps?
	
	
	
	

	Dress/undress self?
	
	
	
	

	Tie shoes?
	
	
	
	

	Velcro shoes?
	
	
	
	

	Buckle?
	
	
	
	

	Activities of Daily Living :( cont.)
	Yes
	Sometimes
	No
	Describe:

	Is your child toilet trained?
	
	
	
	

	Have difficulty recognizing need to go the bathroom?
	
	
	
	

	Brush teeth?
	
	
	
	

	Brush/comb hair independently?
	
	
	
	

	Chooses appropriate clothing?
	
	
	
	

	Shower/bathe independently?
	
	
	
	

	Performs adequate grooming?
	
	
	
	

	Choose appropriate leisure time activities and play by self?
	
	
	
	

	Participate in group activities with peers?
	
	
	
	

	Complete age appropriate chores independently?
	
	
	
	

	Calm self to fall asleep without help?
	
	
	
	

	Sleep well through the night?
	
	
	
	How many hours of sleep a night?



	What time is bedtime?

	
	
	
	

	 Motor Planning: Does your child:

	
	Yes
	Sometimes
	No
	Describe:

	Require extra time to learn motor skills?
	
	
	
	

	Has difficulty with tasks that have several steps?
	
	
	
	

	Hesitant to try new activities?

	
	
	
	

	Moves in a clumsy manner?
	
	
	
	

	Need to imitate prior to completing new motor task?

	
	
	
	

	Falls when negotiating environment?
	
	
	
	

	Falls off furniture?
	
	
	
	

	Difficulty standing on one foot?
	
	
	
	

	Motor Planning ( continued)
	Yes
	Sometimes
	No
	Describe:

	Jump with 2 feet?
	
	
	
	

	Skip?
	
	
	
	

	Ride a bike with/without training wheels?
	
	
	
	

	Walk up/ down stairs alternating feet?
	
	
	
	

	Need to use railing when going up/down stairs?
	
	
	
	

	Kick a ball?
	
	
	
	

	Pump a swing?
	
	
	
	

	Self-Regulation:
	
	
	
	

	
	Yes
	Sometimes
	No
	Describe:

	Does your child have frequent outburst of anger or temper tantrums?
	
	
	
	What triggers outburst? What helps calm them?


	Does your child bite/kick/pinch/hit?
	
	
	
	

	Does your child have a strong desire for routine or deal poorly with unstructured time?
	
	
	
	

	Is your child impulsive?
	
	
	
	

	Does your child become easily frustrated?
	
	
	
	

	Does your child lack self-confidence?
	
	
	
	

	Does your child crave attention?
	
	
	
	

	Is your child sensitive to criticism?
	
	
	
	

	Does your child prefer the company of adults?
	
	
	
	

	Does your child tend to be stressed?
	
	
	
	

	Is your child quiet/withdrawn?

	
	
	
	

	Oral Motor Skills:

	
	Yes
	Sometimes
	No
	Describe:

	Can your child blow bubbles?
	
	
	
	

	Can your child stick out their tongue?
	
	
	
	

	Can your child blow whistles?
	
	
	
	

	Oral Motor Skills ( continued)
	Yes
	Sometimes
	No
	Describe:

	Can your child suck through a straw?
	
	
	
	

	Can your child drink from an open cup?
	
	
	
	

	Takes too large of a bite of food?
	
	
	
	

	Takes too small of a bite of food?
	
	
	
	

	

	Eating/Feeding:

	
	Yes
	Sometimes
	No
	Describe:

	Pockets food between cheeks/teeth?
	
	
	
	

	Does your child have any eating difficulties?
	
	
	
	

	Does your child eat food from all the food groups?
	
	
	
	

	Are you concerned with your child’s weight?
	
	
	
	

	Overstuff mouth?
	
	
	
	

	Keeps mouth open while eating?
	
	
	
	

	Does your child cough/choke/gag or vomit on food
	
	
	
	

	Parental Concerns:

	What are your main concerns for your child?



	Do any of your child’s issues affect your family life? If so, please describe how:


	What do you hope to gain from this evaluation and/or treatment?


	What particular skill would you like your child to develop?



	Does anyone in your family have similar difficulties? If so, please describe:



	Please list anyone that has permission to pick your child up and receive feedback

1.

2

3.

	Do you give consent to receive feedback in the waiting room?  YES / NO
If No please talk with your therapist on best way to receive feedback.


Signature                                                                Relationship

    

    Date
1

