New Client Application
Student’s Name_____________________________  Home Phone______________________

Address_____________________________________________________________________

Date of Birth_________ Age____Grade____ Family email: ____________________________

Father_____________________Employer_______________Work Phone_________________

Mother_____________________Employer_______________Work Phone________________

Cell phone mother: ___________________  Cell phone father: _________________________

FAMILY HISTORY
Siblings:
Name


Age

School Attending

Grade

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Is there is history of learning difficulties in your family?    YES  or  NO


If so, with whom?    Siblings    Father    Mother   Other relatives:_______________
Is your child:  ______natural born  _________adopted   ________foster

other:______________________________________________________________

Is your child living with: 

_____ birth mother
______ birth father
______ step-mother
______ step-father

_____ adoptive parents     _____ legal guardian
______ other

Since the child’s birth there has been:

Reaction of child:

_____ death in family



__________________________________________

_____ separation



__________________________________________

_____ divorce




__________________________________________

_____ remarriage of  (mother) (father)
__________________________________________

_____ other major trauma


__________________________________________

Briefly describe the student’s relationship with you, your spouse, other family members:

______________________________________________________________________________

______________________________________________________________________________
MEDICAL HISTORY
Currently on medication?  YES  or  NO  vitamins?  YES  or  NO  antihistamines? YES  or  NO 

If so, what kind and for what condition?___________________________________________

______________________________________________________________________________

When was the last examination?

     Physical ___________________Results_______________________________________

     Eye Exam__________________Results_______________________________________

     Hearing Screening___________Results_______________________________________

     Speech/Language____________Results_______________________________________

     Other:_____________________Results_______________________________________

Child was:  _____ full term

_____ premature

State any complications that occurred during pregnancy (e.g., toxemia, diabetes, etc.)

______________________________________________________________________________

State any complications that your child had immediately after birth (e.g., difficulty breathing, blue color, etc.) ______________________________________________________________________________

Check any problems in infancy or childhood with:

_____ colic

_____ talking

_____ crawling
_____ walking/running

_____ sleeping
_____ bedwetting
_____ eating
_____ general slow development

_____ motion sickness


_____ hayfever
_____ headaches

Child: (check where applicable)

_____ needs glasses

_____ wears glasses
   _____ has/had frequent ear infections

_____ has allergies/asthma
_____ has/had high fevers
_____ has/had hearing difficulty

_____ has/had seizures, convulsions, or staring spells  _____ experienced injury/accident to head

_____ has/had difficulty with balance or coordination  _____  has/had trouble with foods or dyes

Explain any items checked: _______________________________________________________

______________________________________________________________________________

EDUCATIONAL HISTORY
Is your child:  ______right-handed  _____left-handed or ____ambidextrous?

State child’s best and worst subjects:  Best _______________    Worst _____________________

Please list all schools previously attended (preschool to present).

School 
Grade(s) Attended

Any difficulties cited? Or Reason for change?

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Check where applicable:

____ repeated a grade(s)   If so, which grade(s)?_______

____ had difficulty adjusting

_____ received tutoring? What subject? _______________

____ began kindergarten late

_____ enrolled in special class(es)? Which one? ________

____ received Speech or Language services If so, when? ___________
Where? ___________

____ received physical/occupational therapy?  If so, when? ___________
Where? ___________  

Effectiveness of any services received? ______________________________________________

______________________________________________________________________________

Has your child had a psycho-educational evaluation?   YES  or  NO    If so, when? ___________

Who was the evaluator?  _________________________________________________________

Has your child ever received other educational testing? YES  or  NO    If so, when? __________

Where? ___________  Who was the evaluator? _______________________________________

Child has been diagnosed with:  _____ ADHD
_____ Learning Disabilities  _____ Other

If YES for any of the above, please include a copy of the report with this application.

Additional comments or information regarding child’s schooling:

______________________________________________________________________________

______________________________________________________________________________

Check where applicable:

____ independent
____ lacks common sense
____ stubborn

____ dependent

____ anxious

____ easily distracted
       ____ aggressive    ____ complains about school

____ dishonest
____ overly fearful

____withdrawn
____ overly sensitive

____ shy

____ enjoys school

____ moody

____ self-centered

____ passive

____ makes friends easily
____ confident
____ easily frustrated

____ likes to read
____ likes to be read to
____ follows directions well   ____ clumsy

____ prefers playing with much older children  ____ prefers playing with much younger children

Home activities and responsibilities of child: _________________________________________

______________________________________________________________________________

Coping, socialization, and adaptive skills: ____________________________________________

______________________________________________________________________________

State the area(s) in which you feel your son/daughter needs help:

______________________________________________________________________________

______________________________________________________________________________

Any other information that you feel you would like to share to help me serve your child better:

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

You have my permission for the following:

_____ Perform testing and assessment as part of an Educational Evaluation (ER or RR) and provide the results in a written report to the referral source.

_____ Share and receive any results educational evaluations, assessment or from educational therapy evaluations and educational testing battery information with my child’s teacher(s), principal, and/or other school related services provider (ie: OT, PT, SpLang).




Parent/Guardian Signature ______________________________________





Date _________________________________________________
