brandywineneuropsychologyassociates

5 christy drive. brandywine II suite 207.chadds ford, pa 19317 

office (484) 841-6725

fax (888) 732-8120

BACKGROUND QUESTIONNAIRE PEDIATRICS
Dear Parents: 

Your answers to this questionnaire will be helpful to me in getting to know you and your child prior to our appointment. Please complete all relevant items. I realize that some questions may not be appropriate due to age or family make-up, so mark those that apply to you.

Thank you. 

Name of Person(s) completing form   ___________________________________________
 

Relationship to child  _______________________________________________________

Date ____________________________________________________________________

GENERAL INFORMATION

Child’s name ___________________________

Age _______________________________

Email _______________________________

Date of Birth ________________________

             Is this child biological, adopted, fostered?     
Mother _________________________________
Father __________________________________
Marital Status ___________________________
             Marital Status ____________________________
Occupation ______________________________ 
Occupation ______________________________
Highest Level of Education__________________
Highest Level of Education__________________
If biological parents are divorced, who has custody? __________________________________

If joint custody, with whom has child lived since the divorce?___________________________ 

If divorced, child’s age at time of divorce _____________________________________

List all others living in household:

Name



Relationship to Child


Age 

DEVELOPMENT

Birth weight ________________________
Full term or premature ____________________

Any problems with (If so, please explain):

Pregnancy 
__________________________________________________________________

Labor 

__________________________________________________________________

Delivery 
__________________________________________________________________

At what age did child (some skills listed may not apply due to age):

· crawl _________________________
walk independently      _______________


· talk (single words)_______________
speak in sentences (>2 words) ______________

· toilet train for day
_____________

toilet train for night ___________________

· ride 2-wheel bike____________ 

start to read _____________________________

· Which hand do they use to write /eat with ________________________

MEDICAL HISTORY

Check all that apply either now or in the past:

Meningitis or encephalitis____________________
Head injuries _________________________

Other illnesses ____________________________
Loss of consciousness _________________

Frequent ear infections _____________________
Tubes in ears _________________________

Seizures _________________________________ 
Feeding Problems______________________

Hearing problems__________________________
Visual problems_______________________

Sleep problems ____________________________ 
Allergies _____________________________


Hospitalizations ___________________________

Received psychological or psychiatric treatment ______________

Receive Occupational, Speech, or Physical Therapy ____________

Please explain any items you checked: __________________________________________________

_________________________________________________________________________________

What medications does child take if any (type and dose)?  ___________________________________

Does child wear glasses or contact lenses? If so, for what reason?   ___________________________

Please describe any behaviors that are particularly concerning to you or others:  __________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

List any unusual, traumatic, or possibly stressful events in child’s life that you think may have had an impact on his / her development. Include incident, child’s age at the time, and any comments:

____________________________________________________________________________________

Please describe the best things about your child: _____________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

SCHOOL HISTORY:

Did child attend preschool (any problems) ________________________________________________

Did child attend kindergarten (any problems) ______________________________________________

Was child ever tested by a psychologist before? If so, when and by whom? ______________________ 

________________________________________     Diagnosis? ______________________________

Present school and grade_____________________________________________________________

Previous schools____________________________________________________________________

Has the school reported problems with:


Reading____________________________________ 
Writing _____________________________
Spelling____________________________________

Math
____________________________
Following rules /Behavior ______________________

Attention _______________________

Making friends _______________________________

Doing homework ___________________

Has child  tutoring? ______________________________________________________

Has child been classified for Special Education; If so, at what age? Does child have an IEP or 504 Plan? 

________________________________________________________________________________

Has child ever been held back a grade? ________________________________________________
PERSONAL HISTORY

List three favorite play or leisure activities / hobbies

1.


2.


3.


List any extra curricular activities at or outside of school (e.g., play instrument, sports, etc.)

1.


2.


3.


FAMILY HISTORY     Do any family members have a history of (who and what type)?

Neurological Disorder__________________________________________________________________

Psychiatric Disorder 
________________________________________________________________

Learning Disorder _____________________________________________________________________

Attention Disorder ____________________________________________________________________
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