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Client’s	  Name:	   ________________________________	   	  Date:____________	  	  
Birth	  Date:	   _____________________________	  	  Chronological	  Age:	  ________	  
Form	  complete	  by:	  ____________________________________	  	  	  

Please	  check	  the	  column	  that	  best	  describes	  the	  individual.	  After	  each	  item	  and	  category,	  
please	  write	  any	  remarks	  or	  comments	  that	  you	  feel	  may	  be	  helpful.	  Please	  include	  the	  
individual’s	  strengths	  in	  the	  comment	  areas.	  

Medical	  Diagnosis	  (if	  any):	  _________________________________	  
Who	  Provided	  the	  Diagnosis:	  _______________________________	  
Age	  Diagnosis	  was	  given:___________________________________	  

 
Prenatal	  History	  	   Yes  No 
1.	  Were	  there	  any	  illnesses,	  injuries,	  fainting	  spells,	  bleeding,	  anemia,	  operations	  or	  any	  other	  
difficulties? 

  

2.	  Were	  any	  drugs	  or	  medications	  taken	  during	  pregnancy?	  Specify:	  	  
	  

  

3.	  Were	  there	  any	  major	  stressful	  events	  during	  pregnancy?	  (Divorce,	  illness,	  death,	  etc.)	  
Specify.	  	  
	  

  

4.	  Were	  there	  any	  abnormal	  positioning	  of	  the	  umbilical	  cord	  during	  pregnancy?	  (i.e	  wrapped	  
around	  neck,	  leg,	  arm	  etc.)	  If	  yes,	  explain.	  	  
	  

  

Comments: 
 

 
Delivery Yes  No 
1.   Was the pregnancy full term? (If no, give the months and weight) 

 
  

2.   Was it an unusual delivery? (Breech, Caesarian, specify)  
 

  

3.   Was the labor normal? (If no specify, prolonged, short etc) 
 

  

4.   Was suction used? (If yes, give details) 
 

  

5.   Was medication given during delivery? (If yes, specify) 
 

  

 
Comments:  
 
 

Birth  Yes  No 
1.   Was the individual considered to be low birth weight? Specify    
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2.   Were there any complications such as cyanosis, jaundice, congenital defects, or 

limpness? Specify.  
  

3.   Was there a need for oxygen, transfusions, or tube feedings? Specify. 
 

  

4.   Was the individual breast fed? How long?   
5.   Was the individual bottle fed?   
6.   Did the individual have problems sucking?   
7.   Was the length of stay in the hospital unusually long? If yes, specify?   

Comments:  
 
 

 
Infancy Always Frequently  Occasionally  Seldom Never N/A 

a.   Cried a lot, fussy irritable        
b.   Was good, non-demanding       
c.   Was alert       
d.   Was quiet       
e.   Was passive        
f.   Was active        
g.   Liked being held        
h.   Resisted being held       
i.   Was floppy when held       
j.   Was tense when held       
k.   Had good sleep patterns       
l.   Had irregular sleep patterns       

 
 

Medical History  Yes  No 
1.   Has the individual had any of the following? Please give dates and indicated if the 

individual had the illness or was immunized. 
  

a.   Meningitis    
b.   Measles    
c.   Chicken Pox    
d.   High Fevers   
e.   Mumps   
f.   Whooping Cough   
g.   Scarlet Fever   
h.   Convulsions    
i.   Diabetes   
j.   Lung or Bronchial Difficulties   
k.   Heart Trouble    
l.   Seizures (indicate when and how often)   
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m.   Allergies    
n.   Excessive Vomiting    
o.   Tuberculosis   
p.   Herpes    

2.   Has the individual had any physical injuries or surgical procedures? If yes, describe 
please.  

  

3.   Has there been an eye evaluation? Is there a diagnosed visual problem? 
a.   Date: 
b.   Diagnosis: 
c.   Glasses? 

  

4.   Does the individual have a hearing problem? If yes, specify. 
 

  

5.   Has the individual received Auditory Integration Training or Sound Therapy?  
 

  

6.   Is the individual currently on medications? If yes, specify.  
Medication                                          Dosage (mg& times/day)                     Purpose 
 
 
 
 

  

Comments:  
 

  

 
 
 

Developmental History  Yes  No  
1.   At what age did the individual? (Please specify ages as near as possible.)   

a.   Roll over both ways intentionally?   
b.   Belly crawl?   
c.   Crawled on all fours (creep)?   
d.   Sit alone?   
e.   Walk while holding on?   
f.   Speak his/her first word? (What was it?)   
g.   Speak his/her first sentence? (What was it?)   
h.   Drink from a cup independently?   
i.   First clapped his/her hands?   
j.   Use a spoon independently?    
k.   Feed him/herself independently?   
l.   Undress him/herself independently?   
m.   Dress him/herself independently?    
n.   Button independently?   
o.   Toilet trained?    
p.   Started pre-school?   
q.   Tied his/her own shoes?   
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Individual Presently Always Frequently Occasionally  Seldom  Never  N/A 
1.   Is mostly quietly       
2.   Is overly active        
3.   Tires easily        
4.   Talks constantly        
5.   Too impulsive        
6.   Is restless        
7.   Is stubborn or resistant to 

change  
      

8.   Overreacts or exhibits 
frequent temper tantrums  

      

9.   Is clumsy or falls often       
10.  Has difficulty separating 

from primary caretakers  
      

11.  Has nervous habits or tics       
12.  Wets bed        
13.  Has poor attention span       
14.   Is frustrated easily        
15.  Has unusual fears        
16.  Rocks self-frequently       
17.  Has difficulty learning new 

tasks (i.e. writing, throwing 
a ball, riding a bike, work 
tasks, chores)  

      

 
Comments:  
 

Communication/Language  Always Frequently Occasionally Seldom Never  N/A 
1.   Is (was) speech 

developmentally delayed? 
      

2.   Show interest in you (not only 
inanimate objects)? 

      

3.   Understand what is said to 
them? 

      

4.   Communicates wishes, 
intentions, and feelings using 
vocalizations ____ gestures 
____, words _____? 

      

  
Comments:  
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Auditory History: 
 Does the individual:  

Always  Frequently  Occasionally  Seldom  Never  N/A 

1.   Respond negatively to 
unexpected or loud noises? 
(Siren, vacuum cleaner, truck 
passing, dog barking, thunder?) 

      

2.   Become distracted if there is a 
lot of noise around or have 
difficulty working with 
background noise? 

      

3.   Enjoy strange noises? Seek to 
make noise for the sake of 
noise? 

      

4.   Hold hands over ears?       
5.   Have chronic ear infections?       
6.   Appear to not hear what you say 

or doesn’t respond to name 
when called? 

      

7.   Need directions repeated?        
8.   Seem oblivious within an active 

environment? 
      

9.   Have diagnosed hearing loss?       
 
Comments:  
 
 
 
 

Visual:  
Does the individual: 

Always Frequently Occasionally Seldom Never N/A 

1.   Avoid eye contact?       
2.   Express discomfort with bright 

lights?  
      

3.   Watches everyone when they move 
around the room or looks away from 
a task? 

      

4.   Becomes excited when there are a 
variety of visual objects?  

      

5.   Have trouble finding objects in 
competing backgrounds (i.e. toy in a 
junky drawer) 
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6.   Loses place in books or skips words 
when reading? 

      

7.   Writing is illegible? Explain. 
 

      

8.   Difficulty putting puzzles together?        
9.   Difficulty copying from board or 

from book to paper? 
      

10.  Has trouble staying in lines when 
coloring?  

      

 
Comments:  
 
 
 
 

Touch and Tactile:  
Does the individual:  

Always  Frequently Occasionally  Seldom Never  N/A 

1.   Avoid being touched?       
2.   Avoid getting “messy” (i.e. in 

finger paint, mud, paste, sand, glue, 
tape?) 

      

3.   Dislike grooming (i.e. hair brush, 
face wash, toothbrush, hair cut etc.) 
Explain: 
 
 

      

4.   Tend to feel pain more than others?       
5.   Dislike certain fabrics? (clothing or 

bed sheets) 
      

6.   Find clothing tags irritating?       
7.   Avoid going barefoot in the sand or 

grass?  
      

8.   Withdrawal from splashing water?       
9.   Have difficulty standing in line or 

dislike being in crowded places?  
      

10.  Bangs head on purpose or hurts 
him/herself intentionally? 

      

11.  Tend to feel pain less than others or 
have a decreased awareness to 
pain? 

      

12.  Always touch people and objects?       
13.  Crave rough play, bumps, or pushes 

others frequently? 
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14.  Doesn’t notice when they are messy 
or when someone touches them? 

      

15.  Strips off clothing?       
16.  Wraps self in clothing or bedding?       
17.   Insists on being barefoot?       
18.  Refuses to undress?       

 
Comments:  
 
 

Taste-Smell:  
Does the individual:  

Always  Frequently Occasionally  Seldom Never  N/A 

1.   Deliberately smell objects or food?       
2.   Chews/licks non-food objects?       
3.   Avoid putting toys or objects in 

mouth as an infant or toddler?  
      

4.   React negatively to smell? Explain:        
5.   Not seem to smell strong odor? 

Explain: 
      

6.   Have food preferences that are 
limited? Explain. 
 
 

      

7.   Dislike certain food textures or 
smells? Explain.  
 
 
 

      

8.   Have an over-reactive gag reflex?        

9.   Have early difficulty sucking, 
swallowing, or chewing? Explain. 
 
 

      

10.  Drooled after 15 months?       

11.  Stuffs food/objects in mouth?        
12.  Have trouble with constipation?       
13.  Have trouble with bladder control?       
14.  Have trouble with bowel control?        
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Movement/Vestibular 
Does the individual: 

Always  Frequently  Occasionally  Seldom Never  N/A 

1.   Become anxious or distressed when 
feet leave the ground or avoid 
climbing, jumping, or uneven 
ground? 

      

2.   Fear falling or heights?       
3.   Seek movement that interferes with 

daily routines? 
      

4.   Dislike riding in car?       
5.   Seek sedentary play options?       
6.   Turn whole body to look at you?       
7.   Take excessive risks during play that 

compromises safety? 
      

8.   Hold head upright when bending or 
leaning over? 

      

9.   Become overly excited after a 
movement activity? 

      

10.  Have poor endurance or appears 
lethargic? 

      

11.  Have poor sense of balance?       
12.  Gets dizzy easily?       
13.  Falls or trips often?       
14.  Uses shuffling gaits?       
15.  Avoids/needs assistance with 

overhead reach? 
      

 
Comments:  
 
 
 

Body Position/Proprioception:  
Does the individual:  

Always Frequently Occasionally Seldom Never N/A 

1.   Seek opportunities to jump or fall 
without regard to personal safety? 

      

2.   Hang on other people, furniture, 
objects even in familiar situations? 

      

3.   Seem to have week muscles or tire 
easily when standing? 

      

4.   Move stiffly?       
5.   Walk on toes?       
6.   Have a weak grasp?       
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7.   Lock joints (elbows or knees) for 
stability? 

      

8.   As an infant, learned to walk with 
little or no crawling? 

      

9.   As an infant, crept on tummy rather 
than hands and knees? 

      

10.  Rocks, rotates, or twirls body?       
11.  Passive unless encouraged or 

assisted in movement? 
      

12.  Waves or flicks fingers near eyes?       
13.  Climbs in inappropriate places?       
14.  Paces?       
15.  Grinds/clinches teeth?       

 
Comments: 
 
 
 

Emotional/Relational 
Is or does the individual? 

Always Frequently Occasionally Seldom Never  N/A 

1.   Self-isolated, withdrawn?       
2.   Not interested or easily engaged 

with others or has difficulty 
making new friends 

 
 

     

3.   Have difficulty liking self?       
4.   Have trouble “growing up”       
5.   Sensitive to criticism?       
6.   Overly affectionate with others?        
7.   Doesn’t express emotion?       
8.   Cry easily?       
9.   Is overly serious?       
10.  Fearful? List: 

 
 

      

11.  Have difficulty tolerating change 
in plans, routine, and expectations? 

      

12.  Need more protection from life 
than other children? 

      

13.   Impulsive?       
14.  Blames others, unable to take 

responsibility for actions? 
      

15.  Tend to be bossy or refuse to play 
if it’s not done their way? 

      

16.  Poor loser?       
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17.  Difficulty making choices, needs 
guidance to make good choices? 

      

18.  Gives up easily?       
  
Comments: 
 
 
 

Fine Motor/Motor Planning  
Does the individual have difficulty 
with: 

Always  Frequently  Occasionally Seldom Never N/A 

1.   Cutting or pasting?       
2.   Learning to hold a pencil or 

crayon in a three-point position?  
      

3.   A weak grasp?       
4.   Grasping objects too tightly or 

breaking lots of pencil points? 
      

5.   Controlling release of object?        
6.   Shaping hand to hold objects?       
7.   Poor desk posture?       
8.   Switching hands?       
9.   Seeming to be accident prone?       
10.  Using both hands to do same 

movement? 
      

11.  Excessive body movement while 
seated at desk? 

      

12.  Atypical alignment of the paper 
while drawing or writing?  

      

13.  Managing fasteners and tying 
shoes? 

      

14.  Poor coordination of hands and 
legs? 

      

15.  Poor articulation?       
16.  Confusing right and left?       
17.  Poor eye-hand coordination?       
18.   Immature ability to draw a 

person? 
      

19.  Poor reading speed or 
comprehension?  

      

20.  Limited rotation of pelvis and/or 
shoulder girdle around central core 
of body? 

      

21.  Performing two different task as 
same time (cut meat with knife 
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and fork, hold and turn paper 
while cutting with scissors)? 

22.  Crossing the boy’s midline with 
head or extremities? 

      

23.  Disorganized or inefficient 
approach to tasks?  

      

 
Comments:     

Activity Level/Arousal & Self-
Regulation: Does the individual: 

Always  Frequently  Occasionally  Seldom Never  N/A 

1.   Have difficulty sleeping through 
the night? 

      

2.   Have difficulty getting sleep 
and/or waking up in the morning? 

      

3.   Have difficulty being calmed once 
upset? 

      

 
Comments:   
 

School Performance/Handwriting Always Frequently Occasionally  Seldom Never  N/A 
1.   Make reversals of letters or 

numbers when writing? 
      

2.   Not have a clear dominant hand?       
3.   Tires easily when writing?       
4.   Have poor spacing between 

letters? 
      

5.   Have trouble differentiating 
capitals and small letters? 

      

 
 

School Performance/Organization Always Frequently Occasionally Seldom Never  N/A 
1.   Have generally poor organizational 

skills? 
      

2.   Have difficulty remembering 
schedules? 

      

3.   Have difficulty with graded sizes 
of nesting or staking toys? 

      

 
School Performance/Math Always Frequently Occasionally Seldom Never  N/A 
1.   Count accurately?       
2.   Confuse concepts of lesser and 

greater?  
      

3.   Have difficulty proceeding from 
rote counting of objects to an 
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abstract arithmetic problem 
without pictures?  

 
Comments: 
 
 

School Performance/Behavior Always  Frequently  Occasionally  Seldom Never  N/A 
1.   Rush through assignments?       
2.   Dawdle or take excessive time for 

work? 
      

3.   Seem lazy and as if could do it if he 
or she tried harder? 

      

 
 
Comments:  

Ages 3+




