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Today’s date: ___________________ 
Child’s name: ___________________ 
Child’s DOB: ____________________ 
Child’s current age: ______________ 
Your (parent’s) name: ______________ 
 
HOME LIFE 

Caregiver:  
Who is the primary daytime caregiver? 
Who is likely to be doing home exercises 
with the child? 
Who lives in the house (names and ages) 

 

House: 
Does your house have stairs inside? 
How many stairs to enter from garage? 
How does child naviage stairs? 

 

Family life: 
 - Positioning at mealtime 
 - Preferred activities at home 
 - Do they fall frequently? Hit their head? 
 - Do you see them as a “W-sitter”? 
 

 

Why are you here for a PT  
evaluation? 
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Family goals for PT: 
 -Home life, personal hygiene, chores, 
school, athletics, family routine 
- Primary areas of focus for PT 
- Observations of child’s skills vs peers 

1. 
 
2. 
 
3. 
 
4. 

Social/Emotional: 
Does deficit affect them socially?  
Emotionally? Do they have friends? 

 

Do I have your permission to talk to 
referring MD, other PT, specialists, take 
photos (provide details on financial intake) 

 

 
PAST MEDICAL HISTORY 

Pregnancy: 
Normal or complicated? 

 

Delivery: 
Vaginal or c-section?  
Forceps or vacuum? 
NICU stay? 

 

Past medical history of patient: 
Broken bones? Surgery? Injury?  
Accident? Major head strikes with a fall? 

 

Past PT? 
 - What tried? What worked? What didn’t? 
Where? How often? When stopped? 

 

Pain 
 - Do they complain of pain? 
 - Where? How often? 
 - What makes it better? Worse? 

 

Current medical conditions  
- Diagnoses 
- Medications 
- Vision/hearing 
- Specialists seen & why 

 

Would you classify your child as 
someone who has “sensory” issues: 
covers ears? Irritated by tags in clothes? 
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rocking? flapping? Water on their head? 
Tolerates nail trim and hair cuts? 

 
 
 
 
 
 
RECREATION 

Playground: 
- Preferred activities? 
- Preferred toys? 
- Fear of heights? 
- Do they like to play with balls? 

 

Recreational activities outside of school?  
 

 
SCHOOL 

Do they take the bus? Manage the stairs?  

Do they sit still in class? (age appropriate)  

Can they keep pace with peers?  

Do they manage backpack/clothes ok?  

Can they manage household chores as 
expected? 

 

 
GROSS MOTOR SKILLS … At what age did they…? 

Roll tummy to back (by 3-5 months?)  

Roll back to tummy (by 3-5 months?)  

Tolerate tummy time (30-60 minutes/day?)  

Sit independently (by 6 months?)  

Crawl on hands/knees (or other method?) 
(by 9 months?) 

 

Pull to stand (by 10 months?)  

Stand independently (by 12 months?)  
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Walk independently (by 15 months?)  

Run (by 18 months?)  

Jump (by 18-24 months?)  

Ride a tricycle (by 3-4 years?)  

Get dressed in simple clothes (by 3 years?)  
 
 
 
MISC. OBSERVANCE 
 

Body: 
Hand dominance 
Foot dominance 
Describe posture 
Observed symmetry or asymmetry? 

 

Falling? 
Does your child fall a lot?  
Compared to peers?  
With a head strike?  
How often?  
(Please be as specific as possible) 

 

Feeding: 
Nursing or bottle-fed? 
Any difficulty with nursing? 
Picky eater? Preferred foods? 
Any food allergies? 

 

Sleeping: 
Any trouble falling asleep or staying 
asleep? Napping?  
 

 

Electronics usage: 
Please describe 

 

Anything else you’d like for me to 
know? 
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*Please return to me via FAX or EMAIL (see below) 
 
Wendy Wagner, PT, MPT 
Physical Therapist 
Wendy4therapy@gmail.com 
630-664-8513 (ph) 
630-428-3022 (fax) 


