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 Rehabilitation for Children


4041 N. 41 Street


Hollywood, FL 33021


Telephone: (954) 961- 7889
FAX:  (954) 989 – 5585
History Form
In order to assist you in gaining the most useful information from this video consultation, we will need some background information and past medical history on your son/daughter.
Child’s name: ________________

Birth date: ___________________

What are your concerns and the goals for this consultation?
 What do you hope to get out of it?
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What has been done about your concerns previously?  What steps have been taken? 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please tell us about your child’s medical history and current condition:
Were there any complications during the pregnancy? (For example, medications the mother was on; hospitalizations; bleeding issues, etc.) ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How long did your child remain in the hospital after being born, and what was he/she treated for?

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How has your child’s health been? 

Problems with eating?   Please circle one or describe:   Choking     Reflux    Picky eater
______________________________________________________________________
______________________________________________________________________

Sleeping? If so, please describe:

____________________________________________________________________________________________________________________________________________Surgeries? ____________________________________________________________________________________________________________________________________________Hospitalizations? Please give dates and the reason for the hospitalization: _____________________________________________________________________

______________________________________________________________________
____________________________________________________________________________________________________________________________________________

 What medications does your child currently take?
__________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Does your child have allergies?   Yes         No

If so, please describe what he or she is allergic to: ______________________________________________________________________

Is there any other information that you think would be helpful? ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

