2005 SOFT CLINIC
1. Child’s Name: __________________________________________

2. Date of Birth: ____________  Present Age: ____

3. Parent’s or Legal Guardian’s Name: __________________________

Address: _____________________________________________

City: _________________  State__________ Zip Code ________

Phone #’s:  Home:_______________  Work: __________________

4. Names of individuals who will be accompanying child to clinic, and relationship to child: ________________________________

________________________________________________
5. Primary Diagnosis:___________________________________

6. Secondary Diagnosis: ________________________________

7. Current Height: ______________  Current Weight: _________

8. List of Active Problems: _______________________________

__________________________________________________

__________________________________________________

9. What do you hope to gain from your child’s attendance at this clinic?

___________________________________________________

___________________________________________________

___________________________________________________
10. What medical specialists and health personnel are involved now with 

Your child?

___________________________________________________

___________________________________________________

___________________________________________________

11. Please list your child’s current medications, with doses and how 

Often given?

	Medication Name
	Dose
	When Given

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


  12.  Please circle how your child is fed     ORAL        NG Tube
    G Tube

         If you are using a supplement to oral nutrition or your child is fed by 

         NG tube or G tube, what and how much is your child receiving?


Brand ____________________  Amount __________________

13.  Circle any of the following that you have brought for use in this clinic:

MRI

Head CT Scan
Skeletal X Rays         Blood test result

Hearing

Vision


Educational Testing   Videotapes

Medical Records


Other _______________________

14. What special equipment have you brought to clinic?

Oxygen


Nasal Canula

Suction
Kangaroo pump

Nebulizer

Wheelchair

Braces
Monitor (Type)

Other: __________________________    ____________________

15. What special information about your child or you and your family should    

Our specialists be aware of?

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________ 

