Colorado Therapies & Aquatic Center, LLC

5412 Idylwild Trail

Boulder, CO  80301

PEDIATRIC CASE HISTORY
Child’s Name: ____________________________   Date: ______________

Address:  ____________________________________________________

Child’s Date of Birth: ___________   Child’s Age: ______ Grade: _______
Child is (Check one): Right-handed _____ Left-handed _____ Undecided (Both) ______

Physician’s Name: ________________________ Phone: __________________________
Parents Place of Work: __________________________________________

Names of Parents/Guardians:

_____________ lives with child  Y/N  H#__________W#__________C#___________

_____________ lives with child  Y/N  H#__________W#__________C#___________

Are you legally divorced / separated / joint custody?  (Please circle one).  Yes/ No

Names and ages of siblings:
1._________________2._________________3.________________4._______________

Names and types of pets: ___________________________________________________

Your child’s favorite activities: ______________________________________________

Languages spoken in the home: ______________________________________________

School /Daycare Name: _______________________Ph# / Fax#:____________________

Address: ___________________________________Teacher’s Name: _______________

Teacher’s Concerns: _______________________________________________________

Referred by: _____________________________________________________________

Parent’s Concerns: _______________________________________________________

_______________________________________________________________________ 

_______________________________________________________________________ 

Frequent sore throats? Y/N  Ear infections?  Y/N   If so, what ages: ________________

Has your child experienced:

High fevers? ………………………………………….
Y…N

Are they a nose breather? ………………………………
Y…N


Clumsiness? ……………………………………..…….
Y…N


Fear of new experiences or transitions? …………….…
Y…N


Avoidance of or craving touch? ……………………….
Y…N


Sensitivity to the environment? ……………………….
Y…N


Avoidance of certain textures, tastes, or smells in food?
Y…N


Does your child have allergies? ……………………….
Y…N

Please list allergies: ________________________________________________ 
 (Please turn over)

Who do we contact in case of emergency, if we are unable to reach you?

Name: ______________________________Address:____________________________

Phone #’s:_________________________________________Relationship:__________
Please write any pertinent prenatal/birth information, including illness or complications:

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Please write any pertinent medical or social history and previous therapies.  Please enclose recent testing or reports for the last two years (i.e. IEP’s, IFSP’s, therapy reports):
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________


Please write in your child’s developmental history:  _____________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________


Please let us know anything else that you would like us to know about your child: 
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________

______________________________________________________________________

A Team Approach to Health and Wellbeing

Phone: 303-530-1503
Fax: 303-530-1517

