®
° WOW

ViSiOﬂ ’rheropy YOUNG CHILD HISTORY

Developmental Vision & Rehabilitation

Dun L. Fortenbucher, O.D., FCOVD

Alyssu L. Bartolini, O.D.

Dute
Geherdl Informution

Child’s full hume

Aye Birthdute

Referred by

Is your child especiully ufruid of doctors?

Fumily Information

Father Birth Dute
Mother Birth Dute
Brothers Birth Dute
Sisters Birth Dute

Parent Informution

Home Address

City

Stute Zip

Home phone

Cell phone

Fax number

e-muil

Father’s occupution

Employer

Work phone

Mother’s occupution

Employer

Work phone

Do you have u heulth cure plan?

Naume of the hedlth cure plan

Policy humber

Medicdl history

Most recent medicul examination
Doctor’'s nume

Dute

Results

Medicutions currently using
For what condition

Any history in your fumily of the following?
[] Gluucomu [] High Blood Pressure

Hus you child been diugnosed us huving:

[] Leurniny Disubilities|_] Developmentul Deluys
[] Add Or Adhd [] Cerebrul Pulsy

[ ] Seizure Disorders [ ] Autism

[] Other Problems

List illnesses, bud fdlls, heud injuries, high fevers, etc.

Concussions?

When?

Complicutions und ages

Is your child generdlly heulthy?

Are there chronic problems like Asthma, Hay Fever,
Allergies, Ear Infections?

If so, pleuse list

Hus u heuroloyicul evaludtion been performed?

By whom

Results






Does Your Child Currently Receive

Occuputiondl therapy services?

By whom
Results

Frequency.

Physical therapy services?

By whom

Results

Frequency

Speech therapy services?

By whom

Results

Frequency.

Other therapy services?

By whom

Results

Frequency.

Nuftritional Information

Current Diet: [ ] Excellent [JGood []Fuir [ JPoor
Does your child crauve sweets?
Is your child:[ll\/loderu’rely uctive |:|Ex’rremely active
Are there periods of very high energy?

Low eneryy?
Hus your child had any dllergy testing?
When?

By whom?
Results:

Does your child have uny food sensitivities?
Does your child take dany vitamins or
supplements?

Developmentul History

Full term pregnancy?

Normual birth?

Birth weight

Any complications before, during or immediately
following birth?

Did your child crawl (stomach on floor)?
Ayge

Did your child creep (stomuch on floor)?
Age

Did your child move on ull fours?

Aye

If not, describe

At what age did your child walk?

Waus child uctive?

Developmentul History cont.

First words ut uyge:

Wus early speech clear to others?

Is it cleur now?

Any history of crossing eyes?

What ayge first noticed?

Any fumily history of crossing eyes?

Who?

Visudl History

Doctor’s hume

Dute

Reuson for exuminution

Results

Were ylusses prescribed?

Are they worn?

When?

Members of the fumily who have had visudl
uttention and why?

Nume Age
Why

Nume Age
Why

Present Situution

Is there evidence from school or psycholoyicdl
tests that some visudl mulfunction may be present?
If so, what?

Does Your Child Report Any of the Followiny

Heuduches

when?

Blurred vision

when?

Double vision

when?

Eyes “hurt or tired”

when?

List any other compluints your child mukes concerning
his/her vision




Have You Ever Noticed the Followinhy

Eyes frequently reddened
If so, when?
Frequent eye rubbiny
If so, when?
Frequent blinkiny
If so, when?
Closing of covering one eye
If so, when?

For euch uestion, pleuse check “yes” or "no” und
then check euch of the subsequent stutements which
describe your child. Your responses will probubly be
most uccurute if you reud dll the descriptions under the
yuestion before selecting “yes” or *no.” If you have
udditiondl or different descriptions, pleuse include
them under “other.”

1. Is your child sensitive to touch? [ ]Yes []No

[] Did not ulwuys find touch to be culming or

pleasurable as an infant

[] Is more unnoyed thun other children the sume

uge by having shumpoo or fuce wushed

|:| Is very picky ubout textures und clothing

|:| Is very fussy ubout the clothing (e.y. dislikes collars)

[] Dislikes having to button the top button of u shirt, is

uncomfortuble in huts, etc.

|:| Is uncomfortable in lony sleeves und punts, prefers

us little clothing us possible

[] Preferslony sleeves und punts, even in warm

weuther

|:| Avoids messy uctivities such us playdough, clay,

Mmudpies, fingerpuints and cooking

[] Is excessively ticklish

|:| Overreucts to physicdlly painful experiences

[[] Underreucts to physicully puinful experiences

[] Tends to withdraw from u group, or bump or
funch others in u group, is irrituble in close yuarters,

] other

2. Does your child have trouble with gross motor or
posture? [] Yes [] No

[] Tends to slump in the chuir or sprawl over chair
und tuble

|:| Does not feel very “firm” when you lift child up or
move child’s limbs to dress

[] Hus difficulty turning knobs or handles which
reguire some pressure

Fatigues eusily during family outings or during
physical uctivities

Hus u loose grusp on objects, such us u pencil,
scissors, spoon or somethinyg he/she is currying
Hus u rather tight, tense grusp on objects
Other

oo O o

3. Does your child puarticularly enjoy fast movihg or

spinniny equipment at the pluyground or ut home,

seeming o be less dizzy than others or hot dizzy at dll?
[JYes []No

Likes to swiny very high und/or for u lony time

Freyuently rides the pluyyround merry-go-round

when others help to keep it turning

Especidlly likes movement ut home, bouncing on

furniture, rocking chair or swivelling chair

Enjoys yetting into un upside-down position (feet

up, heud down)

Likes gumes when vision is occluded, keepiny

eyes closed for fun or using u blindfold

Enjoys most of the fust und “scury” kiddie rides

when ut un umusement park

[ other

O o o o dd

4. Does your child show particular caution in
dpprouchinyg uctivities involving fust movement or
movement of the body through spuce?

[JYes []No
Tends to avoid swinys or slides or uses them with
hesitution
Does not like riding u see-suw or yoiny up und
down un esculutor
Enjoys movement initiated by himself/herself but
not by others, especidlly if it's unexpected
Dislikes trying new movement activities or hus
difficulty learning them
Hus difficulty climbing or descending stairs or hills
Tends to yet motion sickness in u cur, dirplune or
elevator
|:| Ofther

Iy N A I A

5. Do you feel your child hus dlreudy estublished u
definite hund preference or dominunce?

[] Prefers the right hand [] Prefers the left hand
Comments




6. Cun your child eusily orient his/her body effectively
for dressing activities, such as putting arms in sleeves,
putting fingers in mittens or putting toes in socks?

] Yes ] No

Comments

7. Does your child spontuneously enguye in uctive
physical gumes involving running, jumping und use of
large play eyuipment?

[] Yes [] No

Comments

8. Does your child spontaneously seek out activities
requiring mManipulation of small objects?

[] Yes [] No

Comments

9. Does your child spontuneously choose to do
activities involving the use of "fools” such us crayons,
pencils, markers, scissors, etc?

[] Yes [] No

Comments

10. Huve you ever had concerns regarding your child’s
speech und lunguuge skills?

[] Yes [] No

Comments

11. Have you ever had concerns regyurding your child’s
hearinyg, either in general or in conjunction with ear
infections?

[] No

[] Yes

Comments

12. Is your child purticularly sensitive to hoise (for
exumple, puts hands over edrs when others are not
bothered by sounds)?

|:| Yes |:| No

Comments

13. Do you feel that your child has an adequate
attention spun for things which he/she enjoys?

|:| Yes |:| No

Comments

14. Do you feel that your child fends to be restless or
“fidgety” during times when quiet concentration is
required?

|:| Yes

Comments

[] No

Geherdl Behavior

Are there any behavior problems? |:| Yes |:| No
What causes these problems?

Family aund Home

Pleuse indicute which adults he/she lives with:
[] Mother [] Futher

[] step mother [] Step futher

[ Foster purents [] Adopted purents
[] Grandmother [] Grundfather
L] Aunt [] Uncle
L1 other

Hus he/she ever been through da tfraumatic family
situation? (Such as divorce, parentdl loss, separation)

Whut uge wus he/she?
Does he/she seem to have udjusted?
[] Yes [] No

Is family life stable ut this time?

[] Yes [] No

How does he/she get ulonyg with parents?

Siblings?

Playmates at home?
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