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Leaps and Bounds Therapy Services

11930 Whitmore Lake Road, Suite I-M

Whitmore Lake, MI  48189

Phone: 734-449-4649 • Fax: 734-449-4669 • www.lbtherapy.com
DEVELOPMENTAL HISTORY
	Please use blue or black ink only
	
	
	
	
	
	

	Child’s Name:
	     
	     
	M
	 FORMCHECKBOX 

	F
	 FORMCHECKBOX 


	
	Last Name
	First Name
	Gender

	Date of Birth:
	     
	/
	     
	/
	     
	
	Age:
	     

	School:
	     
	
	Grade:
	     

	
	




	Does your child have a diagnosis?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	If yes, please explain: 
	     

	Who referred your child for this evaluation: 
	     

	Describe any concerns that you have for your child: 

	     

	What are your child’s strengths? 

	     


	BIRTH HISTORY


Pregnancy:

	Age of Mother at birth:
	     
	Length of pregnancy:
	     

	General health of Mother:
	     

	Complications:
	     

	Medications taken during pregnancy:
	     


Delivery:

	Duration of labor:
	     
	Type of delivery:
	     

	Difficulties during delivery:
	     

	Baby’s birth weight:
	     
	Apgar score:
	     

	Intensive care (NICU) needed?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Length of stay:
	     

	Any health problems in the first two weeks of life?

	     

	Describe your child as an infant:

	     

	Breast or bottle fed?
	     
	Did your baby suck readily?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Sleeping patterns:
	     


	MEDICAL HISTORY


	Illness: 
	     

	History of ear infections: 
	     

	Seizures: 
	     

	Surgeries: 
	     

	Current medications: 
	     

	Allergies: 
	     

	Is your child presently under the care of any doctor other than your pediatrician? 
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Name of Doctor:
	     

	Reason:
	     


	MEDICAL PRECAUTIONS:  Are there any precautions the therapist should be aware of when working with your child?

	     


	DEVELOPMENTAL HISTORY


At what age did your child complete the following motor milestones?

	Roll:
	     
	
	Ride a tricycle:
	     
	
	Feed self:
	     

	Sit:
	     
	
	Ride a bike:
	     
	
	Drink from a cup:
	     

	Pull to stand:
	     
	
	Reach for objects:
	     
	
	Use a straw:
	     

	Crawl:
	     
	
	Use a writing utensil:
	     
	
	Toilet training:
	     

	Walk:
	     
	
	Cut with scissors:
	     
	
	
	


Language Skills:

	Babble:
	     
	First word:
	     
	Combine two words:
	     

	Did speech begin and then stop? (age, date)
	     


Self Care Skills:

Please describe your child’s current level of function with the following activities:
	Dressing:
	     

	Toileting:
	     

	Bathing:
	     

	Hygiene:
	     

	Sleeping:
	     

	Feeding:
	     


Social History:

	How does your child play with other children (cooperative, leader, loner, aggressive, picked on, 

	etc.):
	     


Does your child make friends easily?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Does your child need to be in control?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	List any concerns you may have about your child’s social skills:

	     


In a few words describe your child as an:

	Infant:
	     

	Toddler:
	     

	Currently:
	     


	EDUCATIONAL HISTORY


Schools attended (please include day care and preschools):

	Dates Attended:
	Name and Location

	     
	     

	     
	     

	     
	     


	Is your child in a special education classroom?  If so, what type?

	     


	THERAPY HISTORY


	List any therapy your child has received (when, where and duration of treatment):

	     


	Is there any other important information that you feel may be helpful to your child’s treatment?

	     


	What goals would you like to see your child gain from therapy?
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