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CLIENT HISTORY FORM 
Today’s Date _____________________

Client’s Name






 Date of Birth 








Address 





 Telephone
Home 







City 






  

Work 







State 


 Zip Code 




Fax 







Country 










Mailing Address (if different than above) 










Father’s Name






 Date of Birth 








Occupation 





Education completed 





Mother’s Name





 Date of Birth 






Occupation 





Education completed 




Siblings
Name







Age
Client’s birth weight  _____ lbs _____oz 
Was the client nursed?

Yes

No
Is the client adopted?  ____yes  ____no
If yes, at what age? ___________
Complications during pregnancy and/or delivery?  




Yes
 
No


Please describe 












Has the child ever had a head/brain injury?





Yes

No


If yes, please describe 




















 Date(s) 



Pertinent medical, neurological, visual, hearing, therapeutic, psychological or educational testing, surgeries:

Seizures?









Yes

No


Frequency of Seizures 





 Length 






Type(s) 














Currently taking any medications?






Yes

No


List medication(s) 













Are there any medical problems which place limitations on physical activity, etc.?
Yes

No


List 















Broken limbs?









Yes 

No


List specifics 














HEALTH
Does the client have a history of colds or sinus congestion?



Yes

No

Does the client have a history of ear infections?




Yes

No


If yes, which ears have been affected?




__Left  __Right  __Both

Does the client have Tinnitus?






Yes

No

Does the client have a hearing loss?






Yes

No


If yes, which ears have been affected?




__Left  __Right  __Both


Degree of hearing loss 












Does the client have hypersensitive hearing?
(Cover ears due to noise?)

Yes

No

Has the client had a tympanogram, audiogram, ABR?



Yes

No


If yes, what were the results 












Has the client had an eye examination?





Yes

No

Does the client wear glasses or contact lenses?




Yes

No


If yes, what is the prescription 










Has the client ever received vision therapy?





Yes

No


Please comment 













Sleep times from ___________ to ____________  Naps from ____________ to ____________

Client physical activity level


Daily?

Yes

No

How many times per week 







Types of activities 














Duration of activities 














Diet














Is the client currently seeing a specialist?





Yes
No
(please check)


__Neurologist



__Occupational Therapist

Other __________________


__Psychiatrist



__Physical Therapist


_______________________


__Psychologist


__Speech Therapist


_______________________


__Orthopedist



__EEG Neurofeedback Therapist
_______________________


__Cardiologist



__Vision Therapist


_______________________


__Osteopathic Physician

__Music Therapist


_______________________


__Naturopathic Physician

__AIT, Tomatis, Sound Therapist
_______________________


__Chiropractor


__Counselor



_______________________







__Tutor



_______________________

Other health problems?







Yes
No


List 






























BEHAVIOR

Does the client have a history of emotional or behavioral disorders?

Yes

No


Please describe 













Is there a family history of emotional or behavioral disorders?


Yes

No


Please describe 













Client’s specific positive behaviors 












Client’s specific negative behaviors 












Do you have specific behavioral goals for the client?



Yes

No


Please describe 



























Check all that apply

Distractibility
   
Likes competitive games

Short attention span


Avoidance behavior



Hyperactive
  
Difficulty following directions
Hypoactive (low activity level)
Difficulty with parents



Rigid or inflexible
  
Difficulty with siblings

Impulsive



Difficulty with teachers

Temper tantrums
  
Difficulty with peers

Sucks thumb


Overly sensitive to sounds


Few or no friends
  
Overly sensitive to touch

Socially immature


Overly sensitive to odors


Tics


Low frustration level

Phobias

  

Overreacts


Emotional

Destructive behavior

Overly sensitive
  

Aggressive behavior

High tolerance for pain
Compliant


Low tolerance for pain

Cooperative
Obedient


Organized


Flexible



Disorganized
Poor Coordination
Academic output (good days/bad days)

Achievement (high in some cases, but low others)

Perseverating  (talking on a topic)




Cyclical behavior (good days/bad days)








HAND PREFERENCE

Right


Mixed


Left

LANGUAGE MATH AND READING SKILLS

Articulation problems

Yes
No
Not Sure
Mirror Writing
Yes
No
Not Sure

Stammer or Stutter

Yes
No
Not Sure
Forgetful

Yes
No
Not Sure

Aphasia


Yes
No
Not Sure
Right/Left Confusion
Yes
No
Not Sure

Poor pencil grasp

Yes
No
Not Sure
Poor judge of time
Yes
No
Not Sure

Sloppy writing


Yes
No
Not Sure
Poorly organized
Yes
No
Not Sure

Copy from  board

Yes
No
Not Sure

Poor reading ability

Yes
No
Not Sure

Letter reversals

Yes 
No
Not Sure

Computation


Yes
No
Not Sure
Word Problems
Yes
No
Not Sure

Concepts


Yes
No
Not Sure
Poor Logic

Yes
No
Not Sure

DEVELOPMENTAL HISTORY

AGE

Crawled (on stomach)





_____years
_____months



Crept (on hands and knees)




_____years
_____months



Walk







_____years
_____months



Toilet Trained






_____years
_____months



First Word






_____years
_____months



Use of Couplets (two words together)


_____years
_____months



3-4 word phrases





_____years
_____months



Sentences






_____years
_____months



Conversational Language




_____years
_____months



Read







_____years
_____months

Does the client enjoy watching television?

Yes

No

Does the client enjoy being read to?


Yes

No

Does the client enjoy reading books?


Yes

No

Fine motor problems?




Yes

No

Gross motor problems?



Yes

No

Does the client bed wet?



Yes

No

EDUCATIONAL HISTORY

List any educational problems (past or current).

List any labels, classifications, or educational diagnoses (past or current).

List any exceptional abilities, academic, physical, artistic, musical.

Lessons (musical, physical/sports, art, languages, etc.)

Are there any events which may be currently affecting the client adversely?

Yes

No


Please describe 













GOALS AND PLAN

What are your goals and expectations?

Who will implement home programs? 











Signature 







 Date 
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