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Leaps and Bounds®
Therapy Services



Leaps and Bounds Therapy Services

11930 Whitmore Lake Road, Suite I-M, Whitmore Lake, MI 48629

Phone: (734)-449-4649  (  Fax: (734) 449-4669  (  www.lbtherapy.com

DEVELOPMENTAL / MEDICAL HISTORY FORM

Please fill out as completely as possible.  This information will assist us in completing our initial assessment and in the development your child’s treatment plan.

DEMOGRAPHIC INFORMATION
Today’s Date:      
	Child’s Name:      
	Date of Birth:      

	Sex:  FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female
	Diagnosis:      

	Parent/Guardian Name(s)
	Relationship to Child

	     
	     

	     
	     

	     
	     

	Child Lives with:      

	Presenting Problems/Concerns:      

	Dietary Restrictions: 
     
	Allergies/Precautions:
     

	Family History of Delays or Difficulties:

     

	Siblings Name(s)
	Age(s)
	Does your child attend school?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	     
	     
	Name of School:      

	     
	     
	Grade:      

	     
	     
	Is a current school IEP (within past year) in place for your child?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Does your child attend after school care or day care?  If so, please tell us about your childcare situation and the amount of time your child spends there.

     

	Does your child use assistive devices?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  (Please check all that apply)

	 FORMCHECKBOX 
 Glasses
 FORMCHECKBOX 
 Hearing aid
 FORMCHECKBOX 
 Walker

 FORMCHECKBOX 
 Wheelchair
 FORMCHECKBOX 
 AFO’s
 FORMCHECKBOX 
 Splint

 FORMCHECKBOX 
 Other:      
	 FORMCHECKBOX 
 Mode of communication:      
 FORMCHECKBOX 
 Communication book
 FORMCHECKBOX 
 AAC device

 FORMCHECKBOX 
 Other:      

	Are there any issues (language, cultural, food restrictions, etc.) that may interfere with therapy?
  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

(If yes, please explain):      


PRENATAL HISTORY

	Did you experience any complications, illnesses, or stressors during this pregnancy?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

(If yes, please explain)

     



BIRTH HISTORY

	 FORMCHECKBOX 
 Full Term    FORMCHECKBOX 
 Premature
	Number of Weeks:      
	Birth Weight:      

	Vaginal Birth:
 FORMCHECKBOX 
 No intervention needed    FORMCHECKBOX 
 Forceps Used    FORMCHECKBOX 
 Suction Required    FORMCHECKBOX 
 Breech    FORMCHECKBOX 
    


 FORMCHECKBOX 
 Other Trauma:      

	C-Section Birth:  FORMCHECKBOX 
 Complications or Trauma:      

	Apgar Score:      
	Did the infant require any hospitalizations?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
(If yes, please explain):      

	Was there a need for oxygen, transfusions or tube feedings? (If yes, please explain): 
     

	Was the infant fed by:
 FORMCHECKBOX 
 Bottle


 FORMCHECKBOX 
 Breast


 FORMCHECKBOX 
 Both
	Did the infant have any difficulties with sucking or latching on?

(If yes, please explain):

     


DEVELOPMENTAL HISTORY
	Please describe any concerns you noted in your child’s development:

     


When did your child achieve the following:
Age
Comments
	Roll over
	     
	     

	Sit unsupported
	     
	     

	Crawl
	     
	     

	Walk
	     
	     

	Eat solid foods
	     
	     

	Drink from a cup
	     
	     

	Use a spoon independently
	     
	     

	Feed him/herself independently
	     
	     

	Speak in sentences
	     
	     

	Put on shirt independently
	     
	     

	Become completely toilet trained
	     
	     

	Began babbling
	     
	     

	Began combining 2 words
	     
	     

	Say first word
	     
	First words were:      

	Speak in sentences
	     
	     


	Was the crawling phase brief?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Did the child use a walker?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	If yes, how often?      


INFANCY AND EARLY CHILDHOOD
Please check the behaviors that describe your child as an infant and list any other behaviors or concerns you had noted during this period:

	
	Often
	Sometimes
	Seldom/Never
	Comments or Remarks

	Fussy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Good, not demanding
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Lethargic
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Quiet
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Passive
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Active
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Colicky
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Difficult to calm
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Cried easily
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Trouble sleeping
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Liked being held
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Disliked being held
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Floppy when held
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Tense when held
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Liked being on stomach
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Enjoyed bouncing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Enjoyed car rides
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


MEDICAL HISTORY

	Vision Evaluated:
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Date & Results:      

	Hearing Evaluated:
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Date & Results:      


HEALTH CONDITIONS

Please indicate any of the following conditions this child has previously or currently has.  
	 FORMCHECKBOX 

	Abnormal spinal curvature
	 FORMCHECKBOX 

	Cystic Fibrosis
	 FORMCHECKBOX 

	Multiple ear infections (3 or more)

	 FORMCHECKBOX 

	Allergies
	 FORMCHECKBOX 

	Diabetes
	 FORMCHECKBOX 

	Nervous tics or Tourettes

	 FORMCHECKBOX 

	Arthritis
	 FORMCHECKBOX 

	Drooling
	 FORMCHECKBOX 

	Poisoning

	 FORMCHECKBOX 

	Asthma
	 FORMCHECKBOX 

	Eczema
	 FORMCHECKBOX 

	Seizures

	 FORMCHECKBOX 

	Bedwetting at night
	 FORMCHECKBOX 

	Emotional problems
	 FORMCHECKBOX 

	Sleeping problems

	 FORMCHECKBOX 

	Behavior Problems
	 FORMCHECKBOX 

	Fluid in ears
	 FORMCHECKBOX 

	Tonsils/Adenoid problems

	 FORMCHECKBOX 

	Birth or congenital malformation
	 FORMCHECKBOX 

	Frequent headaches
	 FORMCHECKBOX 

	Upper respiratory infections

	 FORMCHECKBOX 

	Cancer
	 FORMCHECKBOX 

	Heart disease
	 FORMCHECKBOX 

	Urinary tract infections

	 FORMCHECKBOX 

	Chicken pox
	 FORMCHECKBOX 

	High fevers
	 FORMCHECKBOX 

	Wetting during the day

	 FORMCHECKBOX 

	Chronic diarrhea
	 FORMCHECKBOX 

	Measles
	 FORMCHECKBOX 

	Vision problems

	 FORMCHECKBOX 

	Constipation
	 FORMCHECKBOX 

	Meningitis
	 FORMCHECKBOX 

	Other


HEALTH CONDITIONS (continued)
	If you have indicated yes to any of these previously listed conditions, please provide details:

     


Is your child presently receiving any medications?

	Medication
	Dosage/Frequency
	Purpose of Medication

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	Are there any medical precautions, behaviors, or precautions the evaluating therapist should be aware of?      


	Within the past year has your child had any other treatments or evaluations?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
(If yes, please provide information including service types and dates)
PLEASE INCLUDE COPIES OF THESE REPORTS
     


HELP US GET TO KNOW YOUR CHILD AND FAMILY
	How does your child play with other children? (cooperative, makes friends easily, needs to be in control, etc.):

     


	Child’s favorite activities?

     


	How does your child typically spend their time?  Describe the environment they spend the majority of their time in.       


HELP US GET TO KNOW YOUR CHILD AND FAMILY (continued)

	Is your child involved in any extracurricular activities?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   Please list them.
     


	What responsibilities/roles/chores does your child have at home?
     


	What upsets your child?  May cause tantrums, outbursts, emotional distress, etc?
     


	Please let us know your child’s likes (food, toys, shows, movies, etc.)
     


	Please let us know your child’s dislikes (things that will upset them).
     


	What personality traits best describe your child?
     


	What do you view as your child’s strengths?
     


	What areas do you see as challenging for your child?
     


HELP US GET TO KNOW YOUR CHILD AND FAMILY (continued)

	Please list any other pertinent information you would like to share about your family or child.
     


Please describe the challenges or concerns you have about your child in the following areas:
	Self Care Abilities:     

	Feeding:      

	Communication/Language:      

	Social Skills:      

	Play:      

	Behavior:      

	Motor Skills:      

	Sensory Concerns:      

	Other:      

	What information would you like to gain from this evaluation?  What are your primary concerns?

     


	What is the primary goal or skill you would like to see your child achieve?

     


_____________________________________________
Date: ____________________

Signature of person completing this form

_____________________________________________

Relationship to patient

�
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