


Insurance Information: 

Primary Insurance Name:--------------------------------

Policy ID #: _________ _ Group #: ________ _ 

Subscriber's Name: _____________ _ DOB: _______ _ 

Relation to patient: _____________ _ 

Secondary Insurance Name: ______________________________ _ 

Policy ID #: _________ _ Group#: ________ _ 

Subscriber's Name: _____________ _ DOB: ______ _ 

Relation to patient: _____________ _ 

Family History: 

Father's Name: _________________ _ DOB: ______ _ 

Place of Employment: ___________ _ Phone: ( __ ) ______ _ 

Occupation: ________ _ Highest Grade Completed: ________ _ 

Mother's Name: _________________ _ DOB: ______ _ 

Place of Employment: ___________ _ Phone:( __ ) _______ _ 

Occupation: _________ Highest Grade Completed: ________ _ 

If parents do not live together, describe custody arrangements: _______________ _ 

Child is our: Biological __ Adopted __ Foster Child 

Siblings: 

Name Age M/F Speech, Hearing, or Medical Conditions 
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Were intravenous or intramuscular fluids required? _ _________________ _ 

How long did the child remain in the hospital? ______ _ Mother? _____ _ 

Is there any additional information regarding mother or baby during pregnancy and delivery that 
would help us to evaluate the child? _______________________ _ 

Medical History: 

Has the child have any of the following illnesses, surgeries, or injuries? If yes, please note at what 
age and the severity. 

Whooping cough Ear Infections 

Mumps Draining Ears 

Scarlet Fever PE Tu bes Inserted 

Measles Tonsillectomy 

Chicken Pox Adenoidectomy 

Pneumonia Allergies 

Diphtheria Epilepsy 

Croup Encephalitis 

Influenza Typhoid 

Headaches Tonsillitis 

Sinus problems Chronic Colds 

Meningitis Head Injury 

Rickets Mastoidectomy 

Rheumatic Fever Asthma 

Polio Dental problems 

Please describe any other operations or medical conditions your child has had that are not listed 
above:----------------------------------------

Pediatrician Name: ____________ _ Office Phone: ( __ ) ________ _ 
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MY MEDICATION LIST 

Patient Name: 
-----------------

Date of birth: 
--------

List all medicine you are currently taking: Prescription and over-the-counter medications (examples: aspirin, antacids) and dietary supplements 

(example: vitamins) and herbals (examples: ginseng, gingko). Include medications taken as needed (examples: inhalers, nitroglycerin). 

Medication Dose 
How and How Often You 

(Brand and Generic Name) Take the Medication 
Reason for taking Date Started Prescriber 





Does your child have an IEP? Yes/ No What is the date of the last IEP? _______ _ 

Is there any additional school related information that you feel would help with evaluating the 
child? ___________________________________ _ 

Associated Services: 

Intelligence testing: Yes / No Date: _____ _ Where: ____________ _ 

Results:---------------------------------

Neurologic testing: Yes / No Date: _____ _ Where: ___________ _ 

Results:---------------------------------

Psychological testing: Yes/ No Date: _____ _ Where: ___________ _ 

Results:---------------------------------

Physical Therapy evaluation: Yes / No Date: _____ _ 

Where:---------------------------------

Results: ---------------------------------

Occupational Therapy evaluation: Yes/ No Date: _____ _ 

Where:--------------------------------

Results: ---------------------------------

Speech/Language Therapy evaluation: Yes / No 

Where: 

Date:----�-

Results:. _______________________ _ 

**Please provide copies of any evaluation reports to Red River Therapeutic Solutions** 

Additional Background Information: 

Describe your main concerns: __________________________ _

When were concerns first noticed? _____ _ By whom? _____________ _ 

7 



What changes in your child's development and/or behavior have you noticed since that time? __ _ 

List the people / organizations that you have consulted about the concerns: 

Date Name / Address Outcome 

Preferences: 

Please indicate anything that the clinicians should know when working with him/her: _____ _

o Preferences (favorite activities, food, interests/topics, sensory) ____________ _

o Dislikes (aversions) ______________________________ _

o Other ____________________________________ _
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