
CHILD’S HISTORY 

 

BIRTH & DEVELOPMENT 

Please check if yes: 

□ Complications with pregnancy/delivery (circle one) 

Describe:   _____________________________ 

_______________________________________ 

□ Prematurity, less than 37 weeks gestation 

□ Birth weight under 5 lbs.  

□ Labor over 20 continuous hours 

□ Apgar score less that 7 at five minutes 

□ More than 2 days in hospital after delivery 

□ Breast fed: how long? ______________ 

□ Adoption 

□ Colic or excessive crying (before age 1) 

□ Feeding or digestive problems (before age 1) 

□ Excessive activity, or under activity (circle one) 

□ Poor crawling (stomach on floor) 

□ Poor creeping (stomach off floor) 

□ Walked late (after 18 months) 

□ Rocking or head banging (circle one) 

□ Overly sensitive to touch, or to noise (circle one) 

□ Difficulty learning to run with good coordination. 

□ Speech difficulties 

 

Has your child ever received? 
□ Neurological testing:     Date: ______________________    

Name, Address & Phone # of Provider: _________________ 

________________________________________________ 

________________________________________________ 

□ Psychological testing:   Date: ______________________  

Name, Address & Phone # of Provider: _________________ 

________________________________________________ 

________________________________________________ 

□ Occupational therapy:       Date: ____________________ 

Name, Address & Phone # of Provider: _________________ 

________________________________________________ 

________________________________________________ 

□ Physical therapy:   Date: ______________________  

Name, Address & Phone # of Provider: _________________ 

________________________________________________ 

________________________________________________ 

□ Speech therapy:   Date: ______________________  

Name, Address & Phone # of Provider: _________________ 

________________________________________________ 

________________________________________________ 

 □ Vision therapy:   Date: _____________________  

 Name, Address & Phone # of Provider: ____________ 

____________________________________________ 

________________________________________ 

 
BEHAVIOR 

□Indoor activities: _________________________ 

________________________________________ 

  Hours daily: TV___, computers___, videos___ 

  Outdoor activities, including sports: __________ 

________________________________________ 

□ Prefers outdoor or indoor activities (circle one) 

□ Plays alone, or with other children (circle one) 

□ Playmates same age. 

□ Socializes well with other children 

When fatigued or tense:      □ withdraws? 

   □ excitable?      □ crying spells & tantrums 

□ Difficult to discipline at home and/or at school.  

□ Frustration, tears during home work  

□ Does not use time well. 

□ Frequently says “I can’t” before trying 

□ Child feels “stupid”. 

□ Child does not like going to school. 

□ Self confidence is low and attitude is poor. 

□ Child ridiculed by others. 

□ Frustration seems to trigger behavior problems. 

□ Family is concerned over child’s school performance. 

 

EDUCATION  HISTORY 

Current grade: ____   

Name and city of school:__________________ 

______________________________________ 

Name of teacher:________________________ 

□ Repeated or skipped a grade (circle one) 

□ Reading, math, spelling, or writing problems  

   (circle those that apply)   

□ Average school work (overall) 

□ Above average school work (overall) 

□ Below average school work (overall 

□ Currently in special classes or programs.   

List: ________________________________ 

____________________________________ 

□ Enjoys reading on own for fun 

□ You feel that child not working up to potential 

□ Teacher feels child not working up to potential 

□ Difficulty completing assignments 

□ Poor school performance could limit future            

   educational and job opportunities 

 



VISION HISTORY, SCHOOL AGE 

If these apply to your child, please rate frequency as 1 (occasional), 2 (frequent), or 3 (constantly)

 

PHYSICAL COMPLAINTS 

□ 1 2 3    Headaches, especially after near work 

□ 1 2 3    Carsickness 

□ 1 2 3    Stomach aches 

□ 1 2 3    Exhausted after day of school 

□ 1 2 3    Blur, even if vision tests “normal”. 

□ 1 2 3    Frequently rubs itchy or watery eyes.  

□ 1 2 3    Turns head to side when watches TV. 

□ 1 2 3    Head tilt and/or closes an eye at desk. 

 

Score:   

 READING 

□ 1 2 3    Words run together or become double. 

□ 1 2 3    Skips, repeats lines when reading.   

□ 1 2 3    Uses finger to maintain place. 

□ 1 2 3    Omits small words when reading. 

□ 1 2 3    Reads well for short time, then slows. 

□ 1 2 3    Can’t recognize same word in next line. 

□ 1 2 3    Dislikes small print books.  

□ 1 2 3    Head gets close to reading material 

□ 1 2 3    Trouble keeping attention on reading.  

 

 Score:   

WRITING/DRAWING 

□ 1 2 3    Difficulty copying from chalkboard. 

□ 1 2 3    Writes up/ down hill.  

□ 1 2 3    Misaligns digits/columns of numbers. 

□ 1 2 3    Struggles to get thoughts on paper. 

□ 1 2 3    Copies words backwards. 

□ 1 2 3    Copying takes forever. 

□ 1 2 3    Reverses numbers, letters, or words. 

□ 1 2 3    Does your child use their fingers to        

     count? 

 Score:   

COORDINATION AND SPORTS 

□ 1 2 3    Clumsy, poor balance, stumbles. 

□ 1 2 3    Difficulties learning bike riding. 

□ 1 2 3    Can’t keep eye on ball, or hit a ball. 

□ 1 2 3    Often knocks things over, esp. at table. 

□ 1 2 3    Reads a lot, avoids exercise. 

 

Score:   

 

 

 

ATTENTION 

□ 1 2 3    Attention better when listens to story           

               instead of reading on own. 

□ 1 2 3    Attention better when hands used. 

□ 1 2 3    Homework is a battle; a point is reached  

               where your child “shuts down”. 

□ 1 2 3    Needs to put hands on everything. 

□ 1 2 3    Constantly fidgets in a chair. 

□ 1 2 3    Poor eye contact; seems as though child  

               is not listening. 

□ 1 2 3    Can’t locate belongings/ things. 

Score:   

Total score: 

 
What are your main concerns about your child’s 
vision and/or learning issues (feel free to use the 
back of the page if necessary): 
 

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________ 


