Medical History

(Return Form Immediately To Enable Us To Schedule Your Clinic Sessions)

Child’s Name: 












Date of Birth: 







Present Age: 




Parent’s Name: 












Address: 













City: 






State: 


Zip: 




Home Phone: 





Work Phone: 






Diagnosis: 













Primary Care Physician: 











Address: 













City: 






State: 


Zip: 




Phone: 






Specialists involved with your child: 









What medication is your child using? 









How is your child fed? 

ORAL


NG TUBE


G TUBE

Circle any of the following test results you will be bringing to the clinic

MRI

BRAIN SCAN

X RAYS

BLOOD

HEARING 

OTHER 






Will you be bringing videos of your child seizing?

YES


NO

What equipment will you bring from home to the clinic?

OXYGEN
SUCTION
KANGAROO PUMP

NEBULIZER

WHEELCHAIR

NASAL CANULA
MONITORS (type) 



OTHER 



Please list on the reverse side any questions/information you think the specialists should know or any particular interests you may have.
