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Child’s Information                                                           Today’s Date:       
	Child:
	                                          
	      
                 
	 Male
	 Female

	
	Last Name (legal)
	First name
	
	Date of Birth YYYY/MM/DD

	
	

	Child’s Alberta Health Care Number: ___     ______________________

	Parent or Legal Guardian Information: 


	     
	
	     
	
	     
	
	     

	Name (Last, First)
	
	Phone Number
	
	Email
	
	Relationship to Child

	
	
	
	

	     
	
	     
	
	     
	
	     

	Name (Last, First)
	
	Phone Number
	
	Email
	
	Relationship to Child

	
	
	
	
	
	
	
	

	Mailing Address:
	     
	
	     
	
	     

	
	Street
	
	City
	
	Postal Code


	Physician: __     _______________________________________           Pediatrician: _     ___________________________
Are you the foster parent of this child?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
If yes, social worker: __     ______________________________           Phone#:_     ________________________________



	Language(s) spoken at home: ​​​​​​​_     ________________________________________

Preschool/Daycare (if any): ___     ________________________________________
Will child attend Kindergarten in next 6 months?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    If yes: __     _____________________________    

                                                                                                           
Form completed by ___     ______________                                             School name

	


	Reason for Referral (Please describe concern):

	     

	     

	     

	

	Who suggested this referral (if other than parent):      


	I am in agreement with a referral to Children’s Rehabilitation Services:

	
	
	
	

	Signature of parent / legal guardian
	Date
	Verbal consent received by
	Date


Office Use Only

	Date Received:

	Date Parents Contacted:


	 FORMCHECKBOX 
 Attended Walk-In: OT /PT /SLP on _____________

 FORMCHECKBOX 
 Referred to OT / PT / SLP/Feeding
 FORMCHECKBOX 
 Referred to: ______________________________


Please list all people who are currently living in the home. 






	Name
	Age
	Relationship to child
	Similar difficulties to referred child?

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


Developmental History
	Can people outside the family understand your child?   FORMCHECKBOX 
all or most of the time    FORMCHECKBOX 
some of the time    FORMCHECKBOX 
very little

	Did your child ever stop using previously learned words?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Is there anyone else in the family who has/had similar concerns to the referred child?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	What does your child do well or enjoy doing?      

	When did your child first:

Say their first word (other than “mama” or “dada”):       months    FORMCHECKBOX 
 not yet
Put two words together:       months   FORMCHECKBOX 
 not yet

	Talk in sentences:       months   FORMCHECKBOX 
 not yet

	Sit unsupported:       months    FORMCHECKBOX 
 not yet
	

	Crawl:       months    FORMCHECKBOX 
 not yet

	Walk unassisted:       months    FORMCHECKBOX 
 not yet

	When was your child toilet trained:        years   FORMCHECKBOX 
not yet

	Does your child:

Eat well?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

Choke or gag while eating or drinking?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Thumb suck or use a pacifier?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Sleep well?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Have troubles focusing on a task (compared to others his/her age)  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
React to loud noises, clothing, or food textures  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


Social/Emotional History

	Has there been a recent transition or change experienced by your child?    FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	(e.g. change of caregiver, teacher, living situation, medication, etc.)

	Please explain:
	     


	Do you have any concerns about your child's coping with their emotions and getting along with others?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	If yes, please explain:      

	Describe your child’s daily routine (e.g. daycare/home, playtime routines, bedtime)      
     


Health History

	Was your child healthy during pregnancy and at birth?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   If no, please explain:      


	Was your child born early?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	If yes,       weeks gestation      birth weight:       

	Does your child have a diagnosed medical condition?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No    Please explain:
	     


	Has your child had any major illnesses or injuries?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   Please explain: 

	     


	Has your child had any medical procedures or have any planned (e.g. surgery, treatments, etc.)?   FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
Please explain:      

	Does your child have allergies/asthma?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No Please explain:      

	Is your child currently on any medications?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   Please describe:      
	

	Do you have any concerns about your child’s hearing?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   Please describe:      

	Has your child had a hearing test?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No      When:       
	Results:
	      

	Does your child have a history of ear infections, tonsillitis or chronic colds?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 

	Please indicate ages and how often:      

	Has your child had a vision test?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No      When:       
	Results:
	     


Previous Services
	Has your child received previous assessment or therapy for the referral concern(s)?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 

If yes, please describe:      


	Has your child seen?
 FORMCHECKBOX 
 Audiologist
 FORMCHECKBOX 
 Dietitian/Nutritionist
 FORMCHECKBOX 
 Ear, Nose, Throat (ENT) Specialist

 FORMCHECKBOX 
 Occupational Therapist
 FORMCHECKBOX 
 Optometrist/Ophthalmologist

	 FORMCHECKBOX 
 Pediatrician

 FORMCHECKBOX 
 Physiotherapist

 FORMCHECKBOX 
 Psychologist

 FORMCHECKBOX 
 Speech Language Pathologist
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