Annie Steinberg, M.D.

PO BOX 531

Narberth, PA. 19072

Child Development Questionnaire

Date:                 This form completed by:_________________Relationship to the child: 

Child’s Name:                                                     . Date of birth:                     . Sex  F  M

Race: (optional)
White

African American
Hispanic
Asian




Native American
Pacific islander
Other

Child’s Doctor:                                                                 . Phone #:                                    .

Address:                                                                                                                                .

Who referred the child for evaluation?                                                                                 .
Please answer the following questions as well as you can. If you need more space, please use the last page of this form.

· What are your questions or concerns about your child? 

                                                                                                                                               .

                                                                                                                                               .

                                                                                                                                               .

                                                                                                                                               .

                                                                                                                                               .
· When did you first become concerned?                                                                     .

· What was it that first caused you to become concerned?
                                                                                                                                               .

                                                                                                                                               .

                                                                                                                                               .

                                                                                                                                               .
· What would you like to happen, or accomplish, during this evaluation?

                                                                                                                                               .

                                                                                                                                               .

                                                                                                                                               .

                                                                                                                                               .
Medical History

Pregnancy

· Is this child adopted?
Yes
No

In foster care?
Yes
No

[If yes to either of the above questions, please attach all information relevant to your child’s early experiences, including age at time of placement and adoption, information about the orphanage or previous foster homes, previous caregivers if known, etc.] 

· How old was the mother when she became pregnant with this child?                     .

· Was the mother pregnant before this child?
Yes No How many times?                .

· How far along was the mother before pregnancy was recognized?                          .

· How far along was the mother when pre-natal care was begun?                              .

· How long was the pregnancy?
Full term
Other (specify)                      .

· Was the baby active during the pregnancy?
Yes   No   Describe                           .

· Did the mother experience any health problems during pregnancy? (circle all that apply)

*Inadequate weight gain
*Excess weight gain

*High blood pressure


*Gestational diabetes (sugar in urine)
*Protein in urine
*Vaginal bleeding


Other:                                                                                                                      .

· Did the mother smoke during pregnancy?  None    ½ pack    1pack    2packs/day
· During the 12 months immediately before this pregnancy, how much alcohol did the mother drink?  (One can of beer, one glass of wine, one mixed drink counts as “one drink”).


The usual # of drinks/week:                  The greatest # of drinks/any occasion_____                           
How much did the mother drink during the pregnancy? 


Per week:                                         On any one occasion:_____________________                                                                                                .What drugs (prescription, non-prescription, other) did the mother take during pregnancy?


                       


                                                                                  .

Labor and Delivery

· Birth Hospital                            . How long was mother in labor?                           .

· How was the baby born?
Head first
Legs or buttocks first (breech)
    

· Baby was delivered by (pick one):   Vaginal delivery   C-Section   Don’t know 
· Baby’s weight at birth:             .
How long did baby stay in hospital?             .
· Any problems during delivery (mother or baby?)                                                    .
· Did the baby have any medical problems after birth?                                              .

                                                                                                                                  .


                                                                                                                                  .

· Are you concerned that you may have done something, or that something occurred during the pregnancy or delivery to cause the child’s problem?


                       


                                                                                  .

Postnatal

· Is the child growing well?
Yes
No                                                                  .
· Immunizations (baby shots) up to date?
Yes
No                                          .
· Allergies No
Yes                                                                                                    .
· Seizures  No
Yes                                                                                                    .
· Hearing Loss  No  Yes _______________________________________________
· Snoring/Sleeping problems No
Yes 
                                                           .
· Other health problems                                                                                               .
Please list all hospital admissions for this child


Date


Hospital


Reason for admission

                                                                                                                                              .

                                                                                                                                               .

                                                                                                                                               .

                                                                                                                                               .
· Please list all physicians who have cared for this child


Date


Physician


Reason for visit

                                                                                                                                               .

                                                                                                                                               .

                                                                                                                                               .

                                                                                                                                               .
· Please list all medicines that child takes on a regular basis                                      .


                                                                                                                                   .

· Did the child ever have crossed eyes? 
No
Yes                                        .

· Has child’s vision ever been checked?
No
Yes (if yes, when and results)

                                                                                                                                   .

· Has child’s hearing ever been checked?
No
Yes (if yes, when and results)

                                                                                                                                   .

· Did child ever have difficulty with: *Sucking and swallowing   *Bottle feeding *Drinking   *Chewing   *Choking   *Excessive drooling     (Explain below)

Developmental History

· Which of the following can your child do? If possible indicate approximate age when child became able to do each item

Age  Gross Motor

Age  Fine motor/Adaptive

Age Language

    . Get head up in prone
    . Open hands


    . Smile to others

    . Roll over (front to back)
    . Reach for objects


    . Coo
    . Roll over (back to front)
    . Feed self with fingers

    . Laugh
    . Sit unsupported

    . Pincer grasp


    . Babble
    . Crawl


    . Hold cup



    . Wave bye-bye
    . Pull to stand

    . Use spoon (without help)

    . Say dada or mama
    . Walk around furniture
    . Hand preference (0 Left 0 Right)
    . Understand “no”
    . Walk alone

    . Remove some clothing

    . Say first word
    . Walk up stairs (2 feet/step)    . Unbutton clothing

    . Follow simple commands        





    . Button up




      given with gestures
    . Walk up stairs (1 foot/step)




    . Point to desired objects

    . Run


    . Spread with a knife

    . Follow simple commands        










       given without gestures
    . Pedal a tricycle

    . Tie shoes



    . Say or sign 4 to 6 words
    . Skip


    . Zippers and snaps


    . Make 2 word phrases
    . Hop


    . Toilet trained (urine)

    . Say or sign 50 words
    . Ride a 2-wheeler

    . Toilet trained (stool)

    . Can say/sign full name
How old was your child when he/she first began to:


__  Communicate fluently in words or signs


    . Use complete sentences       _ . Tell fibs    

    . Hold conversations

· How clear is your child’s speech? How much of your child’s speech can a stranger understand?

Less than half

About half

Three quarters

All or almost all

· How old does your child act?                                                 .
· Has your child lost any abilities?                                                                                            .
Behavioral History

· How would you describe your child’s personality


As a toddler                                                                                                                             .

As a child                                                                                                                                 .
· How does your child get along with other children?                                                              .

                                                                                                                                                 .

· What does your child like to do for play?                                                                               .

                                                                                                                                                 .

· Does your child like to cuddle?  Is he/she affectionate in other ways? _________________

      _________________________________________________________________________

____________________________________________________________________________

· Does your child have difficulty with any of the following (if so, please explain)?
* Sleeping

* Eating
* Tantrums

* Head banging
* Biting

* Hitting (self or others)

* Mouthing or eating non-food objects

* Impulsive or hyperactive  
* Short attention span

* Distractible

* Forgetful

* Lack of concentration* Lying
* Stealing

* Aggressive

* Destructive

* Other                                                                                                                                                 .

                                                                                                                                                 .

· How do you deal with these behaviors?
* Ignoring
* Lecturing or explaining
* Scolding
* Spanking


* Send child to his/her room
* Removal of privileges


* Other: (please describe below)
Do you feel that you are currently effective in dealing with these challenging behaviors?

What is your most pressing behavioral concern?
How do other family members feel about this?
Educational History

· Please list all schools or special education programs (infant stimulation, IU, Pre-K, etc.) child has attended


Year

Child’s age

School

Grade or type of class

                                                                                                                                               .

                                                                                                                                               .

                                                                                                                                               .

                                                                                                                                               .

                                                                                                                                               .
· Does your child have problems at school?

                                                                                                                                               .

                                                                                                                                               .

                                                                                                                                               .

                                                                                                                                               .

                                                                                                                                               .
· Please list all previous evaluations of behavior or development your child has had

   Date
   Type of Professional
Location
         Results

                                                                                                                                               .

                                                                                                                                               .

                                                                                                                                               .

                                                                                                                                               .

                                                                                                                                               .
Family History



    Name

Age
Highest level of education

Occupation

Child’s father                                                                                                                                   .

Child’s mother                                                                                                                                  .

· Please list all of mother’s pregnancies and the outcome of each (birth of a living child, stillbirth, miscarriage, abortion). If living child or stillbirth, please give name and sex.

Year

Name

Sex
Present age
   Any developmental concerns?

                                                                                                                                               .

                                                                                                                                               .

                                                                                                                                               .

                                                                                                                                               .

· Is there anybody in the family with any of the following? If so, please explain.

Mental retardation or “slowness”
Learning disability
Hyperactivity/ADHD

Speech or language delay

Cerebral palsy

Autism or PPD

Seizures



Birth defects

Substance abuse

Psychiatric or mental health disorders 
Other problems with behavior or development:

                                                                                                                                               .

                                                                                                                                               .
                                                                                                                                               .

                                                                                                                                               .
Social History

· Who lives at home with the child?

                                                                                                                                               .

                                                                                                                                               .
                                                                                                                                               .

· Please tell me anything else you think would be important for me to know

                                                                                                                                               .

                                                                                                                                               .
                                                                                                                                               .

                                                                                                                                               .
                                                                                                                                               .

                                                                                                                                               .

                                                                                                                                               .
                                                                                                                                               .
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