word patient info

Date: By:

Patient First Name: Last Name: DOB:
Primary DX: Secondary DX:

Shoe sizew/o braces: Shoe size w/ braces:

Height: Weight: Shirt Size: Pant size:
Parent/Guar dians name:

Telephone: Cell:

Home Address:

City: State: Zip:
E-mail address:

Session Preferred: Date AM/PM?.

Seizures: Arethey controlled and how?

Dates of past 2-3 seizures: Seizuretype:

Hip problem
ity issues:

Date of last x-ray:
Scoliosis (%) (correction)

Heart or blood pressureissues

Kidneyliver issues

Recent surgeries or fractures (dates & cause) :

G-tubeor shunt:

for:
Current Therapies. PT oT Speech Other
ds school: Grade:
Weight bear
walker fcr :
[ i Sitting:
Crawling: Feeding:

Additional information:

How did they hear about us?
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