
 
Pediatric History Form 

Child:  ​ 
Name:​ ​ ___________________________________________________________________ 
Date of Birth:​ ___________________________________________________________________ 
Who is completing the form?​ ______________________________________________________ 
Date of this form:​ ____________________________________________________________ 

 
Medical History: 

1.​ List your child’s medicine allergies: 
___________________________________________________________ 

 
2.​ List your child’s surgeries: 

____________________________________________________________ 
 

3.​ What are your child’s medical problems? 
____________________________________________________________ 

 
4.​ What medicines does your child take? 

____________________________________________________________ 
 
Family Medical History: 
​ ​ What medical problems run in your family? 

____________________________________________________________________________ 
 
Developmental History: 

1.​ Has your child been diagnosed with any developmental delays? ​ ​ Yes/ No 
2.​ Are you concerned with your child’s development?​ ​ ​ Yes/ No 
3.​ Is your child currently receiving any therapies?​ ​ ​ ​ Yes/ No 

Please circle:​ Speech​ ​ PT​ OT​ Feeding​ ABA 
4.​ Do you have concerns with your child’s behavior?​ ​ ​ Yes/ No 
5.​ Do you have concerns with your child’s learning?​ ​ ​ Yes/ No 

 
Please list any specific concerns or anything you would like to make sure your provider knows about 

your child. 
 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
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