Dynamic  Speech                                                                     	
Pediatric Medical History Form

 (
Name of Parent/Legal Guardian
SSN#
Name of Child
Address
City
State
Zip
) 

 (
Phone
) (
Relationship to Cardholder
) (
Insurance Guarantor
)
 (
Zip
) (
S
tate
) (
City
) (
Address
addre
)

 (
Referring Physician
) (
Onset of Diagnosis
) (
Sex
) (
Age
) (
Date of Birth
)			
 (
School Attending
) (
Grade Level
) (
Age of Siblings
)
 (
If premature list cause if known
)
 (
Note any complications at birth
)	

 (
Post birth Status (O2/Heart Monitor)
)	
 (
Equipment used at home
)	

Please check if your child has a history of the following:

[bookmark: Check1][bookmark: Check8]|_| Cancer                                   |_| Stroke	                                        
[bookmark: Check2][bookmark: Check9]|_|Heart Problem	 |_|Muscular disease  
[bookmark: Check3][bookmark: Check10]|_|Circulation Problems	         	 |_| Lung Disease
[bookmark: Check4][bookmark: Check11]|_|High Blood Pressure               |_| Kidney Disease
[bookmark: Check5][bookmark: Check12]|_|Nervous System Disorder	 |_|Diabetes
[bookmark: Check6][bookmark: Check13]|_|Cardiac Pacemaker    	 |_|Hepatitis  
[bookmark: Check15][bookmark: Check19][bookmark: Check20][bookmark: Check23]|_|Metal Implant                          |_|Epilepsy           |_| Asthma                                   |_| Mental Illness
[bookmark: Check16][bookmark: Check21]|_|Cerebral Palsy                           |_|Allergies
[bookmark: Check17][bookmark: Check22][bookmark: Check24][bookmark: Check7]|_|Autism	                                      |_| Depression     |_|Developmental Delay         |_|Bone Fracture
[bookmark: Check18]|_|Serious Accident                       
[bookmark: Check14]|_|Other _______________

         	       

								

[bookmark: Check25][bookmark: Check26]Do you feel your child has feeding difficulties?             |_| Yes           |_| No
[bookmark: Check29][bookmark: Check28]Has your child been more distressed than normal in the last month?       |_|Yes       |_| No
[bookmark: Check30][bookmark: Check31]Has your child been less playful in the last month?   |_| Yes     |_|   No
[bookmark: Check32][bookmark: Check33]Are your child’s immunizations up to date?    |_|  Yes   |_| No

Please list any surgeries/hospitalizations your child has had: _____________________________________________


Please list any medication your child is taking prescription/non-prescription: _________________________________

____________________________________________________________________________________________

[bookmark: Check34][bookmark: Check35]Does your child have an established IEP from School?   |_| Yes          |_|  No

Is your  child having difficulty in any of the following areas (please check all that apply):

[bookmark: Check36][bookmark: Check41][bookmark: Check45]|_| Feeding             	   |_|  Swallowing      	     |_| Talking       
[bookmark: Check37][bookmark: Check42][bookmark: Check46]|_| Rolling Over												|_|  Sitting Up													|_|  Sitting
[bookmark: Check38][bookmark: Check43][bookmark: Check47]|_| Crawling														|_|  Kneeling														|_|  Standing
[bookmark: Check39][bookmark: Check44][bookmark: Check48]|_| Balancing														|_|  Walking														|_|  Running
[bookmark: Check40]|_| Other: _____________________________________________________________________________

[bookmark: Check49][bookmark: Check50][bookmark: _GoBack]Do you wish to utilize the services of a social worker?   |_| Yes    |_| No

	I understand and acknowledge that I am consenting to the use and/or disclosure of personally identifiable health information about my child by Dynamic Speech for the purpose of treatment, obtaining payment for treatment, and as necessary in order to carry out any healthcare operations that are permitted by the regulations. I am aware that Dynamic Speech maintains a “Privacy Notice” which sets forth the types of uses and disclosures that Dynamic Speech is permitted to make under the Privacy Regulations and sets forth in detail the way in which Dynamic Speech will make such use. By signing this consent, I understand and acknowledge that I have reviewed the “Privacy Notice” which is attached before signing this consent. 

General: I hereby assign all medical benefits to include Major Medical, Medicare, Private Insurance and other sponsored programs and health plans and I authorize payment of medical benefits to Dynamic Speech. I understand that I am financially responsible for all charges whether or not paid to by said insurance and I hereby authorize said assignee to release all information necessary to secure payment of said payment benefits. The assignment will remain in effect until revoked by me in writing.

Permission to take Photograph: I hereby consent _____________ or ____________ deny
Dynamic Speech to take a photograph of my child only for the purpose to use in his/her medical chart and will not be disclosed for any other reason without additional permission from me.

 (
For Therapists Use Only
)











_______________________________________                                _____________________
 Parent/Guardian signature of Minor                                                                    Date


_______________________________________                                _____________________
 Witness									        Date


