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Developmental History 
Please complete the following questionnaire. This will give me a general understanding of your child’s developmental and medical history that is important for me to generate accurate diagnosis. Some of these questions are highly personal and may be triggering but your information is dealt with the highest confidentiality and privacy. Accuracy and honesty is important so please try to be both as much as possible.  
Demographics:  
Child’s name:_________________________________DOB:____________ 
Gender/Sex at birth:____________________________________ 
Race/Ethnicity:______________________________ 
Name of parent/guardian:______________________________________________ Home 
address:___________________________________________________________________ 
Contact details: Ph:________________________________ 
       Email:________________________________________ 
Name of person completing this form:_______________________________________ 
Relationship to child:______________________________________________________ Child’s Birth place:________________________________________________________ 
Presenting Concerns:  
What are your primary concerns for your child? Why are you seeking Assessment? 
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ ___________________________________________________________________________ ___________________________________________________________________________ How long ago did your Child’s problems begin?  
___________________________________________________________________________
___________________________________________________________________________ Who referred you? ________________________________________________________ 
Family History:  
Child is living with: ___________________________________________________________ Is the child adopted? Yes. No. When?   
Status of parents marriage: Married 	  	Separated  	Divorced 
How long married?_________ If divorced when?__________Child’s age at divorce?______ 
Who has legal custody of the child?_____________________________________________ 
Fathers name: _________________________________Age:______ 
Highest level of Education:____________________________________________ 
Employment:_________________________ Type of work__________________ 
Mothers name: _________________________________Age:______ 
Highest level of Education:____________________________________________ Employment:_________________________ Type of work__________________ 
Siblings? 
Name:__________________________________ Age:___________ Sex:_______ Name:__________________________________ Age:___________ Sex:_______ Name:__________________________________ Age:___________ Sex:_______ 
List the people who live at home: age: relationship to child: occupation:  
___________________________________________________________________________ 
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ ___________________________________________________________________________ ___________________________________________________________________________ ___________________________________________________________________________ 
Other people important to your child:  

___________________________________________________________________________ 
Early Childhood and Development:  
Pregnancy:  
What number pregnancy was this child? __________________ 
Did any of the mothers previous pregnancies end in miscarriage, still birth or termination?  
If yes explain: 
___________________________________________________________________________
___________________________________________________________________________ 
Was this pregnancy planned?       Y          N    
Age of the mother when pregnant with the child:____________ Age of father:____________ 
Length of pregnancy:______________ 
Complications during pregnancy? Eg. Gestational diabetes, placenta previa, eclampsia, hyperemesis 
gravidarum  	 	 Y 	N 
If yes please provide more detail: 
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ 
Did the mother take medications whilst pregnant? Y       N 
 If so please list: ______________________________________________________________ Did the mother use alcohol or drugs during pregnancy? Y.    N.  
 If yes please provide further details eg. How much. 
___________________________________________________________________________ 
Did the mother smoke whilst pregnant? Y.       N.     
 If yes how much? 
___________________________________________________________________________ 
Delivery:  
Were any complications during birth?  
Eg. Non-progressive, Occiput Posterior Position, Low birth weight, Breech, Premature rupture of membranes, umbilical cord wrapped around neck, prolapsed cord, forceps signs of frontal distress?  ___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ 
 
Delivery was:  Vaginal,  	C-Section, 	 Emergency C-Section  
Length of labour: ________________________________________ Length of Hospital stay; ___________________________________ Complications following birth?  Y.     N.   
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ 
Birth weight?_______________________ Birth Length? _____________________________ 
 
 
Infancy and Early Childhood:  
Please rate your child as an infant on the following behaviours. 1= not at all, rarely, doesn’t describe them at all 5= Often, all the time, describes them well  
	Quiet and content 
	1.        2.         3.         4.         5.  

	Easy to feed 
	1.           2.         3.         4.         5.  

	Slept Well 
	1.           2.         3.         4.         5.  

	Usually relaxed 
	1.           2.         3.         4.         5.  

	Cuddly, easy to hold 
	1.           2.         3.         4.         5.  

	Easily calmed/ settled 
	1.           2.         3.         4.         5.  

	Cautious and careful 
	1.           2.         3.         4.         5.  

	Liked people 
	1.           2.         3.         4.         5.  

	Irritable 
	1.           2.         3.         4.         5.  

	Slept poorly 
	1.           2.         3.         4.         5.  

	Active 
	1.           2.         3.         4.         5.  

	Alert 
	1.           2.         3.         4.         5.  

	Disliked other people 
	1.           2.         3.         4.         5.  

	Clingy 
	1.           2.         3.         4.         5.  

	Cried a lot 
	1.           2.         3.         4.         5.  


 
Please describe your child’s temperament as a infant: 
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ 
 
Please list any other problems or comments regarding infancy or early childhood development: 
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
__________________________________________________________________________ 
 
 
 
Milestones: 	 	 	 	 	Age 
	Rolling over 
	 

	Sitting on own/ without support 
	 

	Crawling 
	 

	Pulling self into standing position 
	 

	Standing Unsupported 
	 

	First steps 
	 

	Walked unsupported 
	 

	First words:  
	 

	Sentences 
	:  


 
Any concerns with child’s gross motor development? Running, skipping, jumping?  
___________________________________________________________________________ ___________________________________________________________________________ 
 
Any concerns with child’s fine motor development? Writing, buttoning, zipping?  
___________________________________________________________________________
___________________________________________________________________________ 
 
Any concerns with speech? If yes have they received 
therapy_____________________________________________________________________ ___________________________________________________________________________
______ 
 
Any difficulties toilet training? If yes please explain? 
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________  
 
Any difficulties with sleep?  
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ 
 
Any difficulties, aversions with food or at feeing time?  
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ 
 
Behavioural concerns as a toddler?  
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ 
 
Temperament as a toddler/ young child? Any changes?  
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ 
 
Thinking of your child now 
Description: 
	Active 
	Cautious 
	Distractible 
	Insecure 
	Playful 

	Shy 
	Motivated 
	Fearful 
	Curious 
	Affectionate 

	Aggressive 
	Demanding 
	Fearless 
	Passive 
	Stubborn 

	calm 
	Difficult to comfort 
	Fussy 
	Persistent 
	Withdrawn 

	Defiant 
	Co-operative 
	Independent 
	Friendly 
	Sensitive 


 
 
Social/ Emotional Skills: 
	Is easily distracted from feelings 
	Gets distracted easily 
	Only plays with adults 

	Calms self easily 
	Doesn’t allow others to join play 
	Prefers to play alone 

	Gets angry/ frustrated easily 
	Has difficulty making friends 
	Has difficulty with separations 

	Is aggressive towards others 
	Plays with peers 
	Likes to play only by their rules 

	Prone to emotional outbursts  
	Has difficulty keeping friends 
	 


 
Please describe any social-emotional or behavioural concerns: 
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ ___________________________________________________________________________ ___________________________________________________________________________
__________________________________________________________________________ 
 
Have they experienced (circle): Bullying  Teasing  Peer rejection  being the bully 
 
Please list any unusual, traumatic or possibly stressful events in your child’s life that you think may have had an impact on their development and current functioning;  
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ ___________________________________________________________________________ ___________________________________________________________________________
___________________________________________________________________________ ___________________________________________________________________________
___________________________________________________________________________ 
 
Medical History:  
GP’s name:_____________________________________ Ph:_________________________  Paediatrician name:______________________________ Ph:_________________________  
 
Has your child been taken to the emergency room? Y 	N 
___________________________________________________________________________ 
 
Has your child ever been hospitalised? Y 	N ___________________________________________________________________________ 
 
Any serious injuries and/or surgeries? Y 	N 
___________________________________________________________________________ 
 
Have they ever had a head injury? Y  	N 
___________________________________________________________________________ 
 
Have they been diagnosed with a chronic illness/ health condition?  
___________________________________________________________________________
___________________________________________________________________________ 
 
Is your child on any regular medication please list with dosage:  
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ 
 
Family Medical and Psychiatric History 
Has anyone in your immediate or extended family struggled with any of the following problems?  
 
	Condition 
	Sibling 
	Mother 
	Father 
	Mothers family 
	Fathers family 

	Depression 
	 
	 
	 
	 
	 

	Anxiety 
	 
	 
	 
	 
	 

	Excessive worries 
	 
	 
	 
	 
	 

	Mood dysregulation 
	 
	 
	 
	 
	 

	Panic attacks 
	 
	 
	 
	 
	 

	OCD 
	 
	 
	 
	 
	 

	Tics 
	 
	 
	 
	 
	 

	Headaches 
	 
	 
	 
	 
	 

	ADHD 
	 
	 
	 
	 
	 

	Autism  
	 
	 
	 
	 
	 

	Learning Disability 
	 
	 
	 
	 
	 

	Anger management 
	 
	 
	 
	 
	 

	Drugs/Alcohol use 
	 
	 
	 
	 
	 

	Eating Disorder 
	 
	 
	 
	 
	 

	Opposition/ Defiance 
	 
	 
	 
	 
	 

	Suicidal thoughts 
	 
	 
	 
	 
	 

	Suicide attempts 
	 
	 
	 
	 
	 

	Other 
	 
	 
	 
	 
	 


 
Please list any medical illness or chronic conditions within the family:  
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ ___________________________________________________________________________ ___________________________________________________________________________ ___________________________________________________________________________ Educational/ Academic History:  
Current Grade: __________________ 
Name of School: ________________________________ 
Name of Teacher: _______________________________ Type of school:  public private  Special 
How does the school describe your child’s classroom behaviour/ school concerns:  
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ ___________________________________________________________________________ ___________________________________________________________________________
___________________________________________________________________________ ___________________________________________________________________________ ___________________________________________________________________________ What does your child do best at school?  
___________________________________________________________________________
___________________________________________________________________________ ___________________________________________________________________________ 
List any extracurricular activities:  
___________________________________________________________________________
___________________________________________________________________________ ___________________________________________________________________________ 
Are they learning to their potential?   Y.     N.   
Please indicate academic area’s that you think or have been reported to be underdeveloped? 

Mathematics:   o Problems with acquisition of mathematical facts o Difficulty performing simple arithmetic o Careless errors
· Difficulty understanding word problems
Other: _______________________________________________________ Reading:  o Difficulty matching letter sounds to written symbols o Difficulty pronouncing words (especially long ones) o Reading is ‘choppy’ non fluent o Difficulty with reading comprehension
Other: __________________________________________________________ 
Writing:   
· Poor pencil grip o Letters too big o Inconsistent spacing/ handwriting o Difficulty expressing ideas in writing o Poor Spelling
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