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Newropsychological Assessment





Bay Kids Initial History Form
Patient Name:      
Date of Birth:      
Age:      
Grade:      

School:      
Home Address:      
Phone Number:      
Referred By:      
Insurance (to help select appropriate referrals):      
Reason for Referral:        

What concerns do you have and what questions were you hoping to answer from this evaluation?           

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
          

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Family History
(1) Parent’s Name:      

 FORMTEXT 
     

 FORMTEXT 
     
Email:      

 FORMTEXT 
     

 FORMTEXT 
     
Phone:      

 FORMTEXT 
     

 FORMTEXT 
     
Alt. Phone:      

 FORMTEXT 
     

 FORMTEXT 
     
Occupation:      

 FORMTEXT 
     

 FORMTEXT 
     

Employer:      

 FORMTEXT 
     

 FORMTEXT 
     
Highest Grade Completed:      

 FORMTEXT 
     

 FORMTEXT 
     
History of Learning Disability/Attention Deficits/Mental Health Issues/Medical Problems? 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
      If yes, please explain:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
(2) Parent’s Name:      

 FORMTEXT 
     

 FORMTEXT 
     
Email:      

 FORMTEXT 
     

 FORMTEXT 
     
Phone:      

 FORMTEXT 
     

 FORMTEXT 
     
Alt. Phone:      

 FORMTEXT 
     

 FORMTEXT 
     
Occupation:      

 FORMTEXT 
     

 FORMTEXT 
     

Employer:      

 FORMTEXT 
     

 FORMTEXT 
     
Highest Grade Completed:      

 FORMTEXT 
     

 FORMTEXT 
     
History of Learning Disability/Attention Deficits/Mental Health Issues/Medical Problems? 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
      If yes, please explain:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Child’s parents are:  Married  FORMCHECKBOX 
  Divorced/Separated  FORMCHECKBOX 
  Other FORMCHECKBOX 
 (please explain)      

 FORMTEXT 
     
Siblings: 

Name:     

 FORMTEXT 
     Age:      Sex:      School:      

 FORMTEXT 
      Grade:     

 FORMTEXT 
     
Name:     

 FORMTEXT 
     Age:      Sex:      School:      

 FORMTEXT 
      Grade:     

 FORMTEXT 
     
Name:     

 FORMTEXT 
     Age:      Sex:      School:      

 FORMTEXT 
      Grade:     

 FORMTEXT 
     
Name:     

 FORMTEXT 
     Age:      Sex:      School:      

 FORMTEXT 
      Grade:     

 FORMTEXT 
     
Name:     

 FORMTEXT 
     Age:      Sex:      School:      

 FORMTEXT 
      Grade:     

 FORMTEXT 
     
How does this child get along with their siblings?      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Has anyone in the family ever been in special education: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
      

If yes, please explain:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Has anyone in the family ever been diagnosed with Autism: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
      

If yes, please explain:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Medical History

Child’s Pediatrician:      

 FORMTEXT 
     
Telephone:      

 FORMTEXT 
     
Address:      

 FORMTEXT 
     
Date of Last Doctors Visit:      

 FORMTEXT 
          Reason for Last Visit:      

 FORMTEXT 
     

 FORMTEXT 
     
Is your child currently on medication? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  


If yes, indicate type/reason/amount/frequency:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

Who prescribed the medication:      

 FORMTEXT 
     

 FORMTEXT 
      


When did your child start taking this medication:      

 FORMTEXT 
     

 FORMTEXT 
     
Does your child see a psychologist/psychiatrist/therapist: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  

     Name:     

 FORMTEXT 
     

 FORMTEXT 
        Phone number:     

 FORMTEXT 
     

 FORMTEXT 
      Email:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
     Name:     

 FORMTEXT 
     

 FORMTEXT 
        Phone number:     

 FORMTEXT 
     

 FORMTEXT 
      Email:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Has your child been evaluated before? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
      

Please list evaluations, dates, diagnoses, and the names of evaluators:

     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Has your child ever had a neurological exam: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  


If yes, neurologist’s name:      

 FORMTEXT 
     

 FORMTEXT 
     
Date of exam:      

 FORMTEXT 
     

 FORMTEXT 
     
Reason for exam & findings:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Hearing and Vision

Ear infections? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  


Recurrent? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
   Amount:      
Hearing Problems? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  

Date of Most recent hearing exam:      

 FORMTEXT 
      Findings:      

 FORMTEXT 
     
Wears glasses or contacts: Glasses  FORMCHECKBOX 
        Contacts  FORMCHECKBOX 
   
 Has them but doesn't wear them  FORMCHECKBOX 

Date of most recent vision exam:      

 FORMTEXT 
      Findings:      

 FORMTEXT 
     
Childhood Illnesses/Injuries: 

(Please check the illnesses or injuries that apply and indicate your child’s age during the incident)

Measles  FORMCHECKBOX 
      

 FORMTEXT 
     
Chicken Pox  FORMCHECKBOX 
      

 FORMTEXT 
     
Tuberculosis  FORMCHECKBOX 
      

 FORMTEXT 
     
Whooping Cough  FORMCHECKBOX 
      

 FORMTEXT 
     
Scarlet Fever  FORMCHECKBOX 
      

 FORMTEXT 
     
Fever above 104*  FORMCHECKBOX 
      

 FORMTEXT 
     
Anemia  FORMCHECKBOX 
      

 FORMTEXT 
     
Encephalitis  FORMCHECKBOX 
      

 FORMTEXT 
     
Meningitis  FORMCHECKBOX 
      

 FORMTEXT 
     
Diphtheria  FORMCHECKBOX 
      

 FORMTEXT 
     
Head Injury:  FORMCHECKBOX 
 Describe:      

 FORMTEXT 
     
Other:  FORMCHECKBOX 
      

 FORMTEXT 
     
Illness/Operations: (please list all operations and ages)

     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
          

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Please indicate if your child experiences the following problems. 

If yes, describe how often and when:

Frequent colds  FORMCHECKBOX 
      

 FORMTEXT 
     
Chronic cough  FORMCHECKBOX 
      

 FORMTEXT 
     
Asthma  FORMCHECKBOX 
      

 FORMTEXT 
           Inhaler: Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

Hay fever (allergies)  FORMCHECKBOX 
      

 FORMTEXT 
     
Sinus condition  FORMCHECKBOX 
      

 FORMTEXT 
     
Shortness of breath or dizziness  FORMCHECKBOX 
      

 FORMTEXT 
     
GI/Stomach difficulties  FORMCHECKBOX 
      

 FORMTEXT 
     
Muscle pain  FORMCHECKBOX 
      

 FORMTEXT 
     
Clumsy walk  FORMCHECKBOX 
      

 FORMTEXT 
     
Frequent rashes  FORMCHECKBOX 
      

 FORMTEXT 
     
Bruises easily  FORMCHECKBOX 
      

 FORMTEXT 
     
Seizures/convulsions  FORMCHECKBOX 
      

 FORMTEXT 
      

Severe acne  FORMCHECKBOX 
      

 FORMTEXT 
     
Itchy skin  FORMCHECKBOX 
      

 FORMTEXT 
     
Speech issues  FORMCHECKBOX 
      

 FORMTEXT 
     
Accident prone  FORMCHECKBOX 
      

 FORMTEXT 
     
Bites nails  FORMCHECKBOX 
      

 FORMTEXT 
     
Sucks thumb  FORMCHECKBOX 
      

 FORMTEXT 
     
Grinds teeth  FORMCHECKBOX 
      

 FORMTEXT 
     
Has tics/twitches  FORMCHECKBOX 
      

 FORMTEXT 
     
Bangs head  FORMCHECKBOX 
      

 FORMTEXT 
     
Other self-injurious behavior  FORMCHECKBOX 
      

 FORMTEXT 
     
Rocks back and forth  FORMCHECKBOX 
      

 FORMTEXT 
     
Bowel movements in pants/bed  FORMCHECKBOX 
      

 FORMTEXT 
     
Allergies

Allergies to medicine  FORMCHECKBOX 
      

 FORMTEXT 
     
Allergies to food  FORMCHECKBOX 
      

 FORMTEXT 
     
Other allergies  FORMCHECKBOX 
      

 FORMTEXT 
     
Developmental History
Pregnancy: 

Was your child a planned pregnancy: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  

List the number of previous pregnancies/miscarriages:      
Was your child adopted: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
   Are they aware of their adoption: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  

List any complications with your pregnancy:      
List any complications with your child’s delivery:      
Difficulty in conception  FORMCHECKBOX 
 
Excessive Swelling  FORMCHECKBOX 
    Abnormal weight gain  FORMCHECKBOX 
   Measles  FORMCHECKBOX 
   Flu  FORMCHECKBOX 

Emotional Problems  FORMCHECKBOX 
   Anemia   FORMCHECKBOX 
     Toxemia   FORMCHECKBOX 
     High blood pressure  FORMCHECKBOX 
    Vaginal bleeding  FORMCHECKBOX 
 Excessive vomiting  FORMCHECKBOX 
  

Hospitalization during pregnancy  FORMCHECKBOX 
: Reason      
Alcohol used during pregnancy  FORMCHECKBOX 
: Frequency      
Cigarettes used during pregnancy  FORMCHECKBOX 
: Frequency      
Other drugs used during pregnancy  FORMCHECKBOX 
: List names of drugs & frequency     
Birth: 

At the child’s birth what were the parents ages: #1      #2      
Was the child born in a hospital: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
   Where?      
Length of pregnancy:      
Birth weight:      lbs      oz

Length of labor:       hours

Apgar scores:      /     
Child’s condition at birth:      

Mother’s condition at birth:      
Check any of the following complications that occurred during birth: 

Forceps used  FORMCHECKBOX 
  
Breeched birth  FORMCHECKBOX 
  
Labor induced  FORMCHECKBOX 
  
Caesarean delivery  FORMCHECKBOX 
  

Other complications: Describe      
Incubator FORMCHECKBOX 
  How long?      
Jaundiced  FORMCHECKBOX 
  Bilirubin lights?  FORMCHECKBOX 
  If yes, how long?      
Breathing problems right after birth: Describe      
Supplemental oxygen?  FORMCHECKBOX 
  If yes, how long?      
Was anesthesia used during delivery : Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
   
Length of stay in hospital: Mother:      days, Child:      days

Was your child breast-fed? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  When weaned? :      
Was your child bottle-fed? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  When weaned? :      
When was your child toilet trained:       Please describe any issues with this      
Did bed wetting occur after toilet training? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  


If yes, until what age       & what frequency      
Did bed soiling occur after toilet training? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  


If yes, until what age       & what frequency      
Were there any medical reasons for bed-wetting or soiling? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  

If yes, please explain:      
Developmental Milestones:
Were motor developmental milestones met on time:  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  
At what ages did your child…


Turn over       months

Roll over       months
Crawl       months
Walk alone       months
Were speech developmental milestones met on time:  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  

At what ages did your child…

Babbling     

Understand first word      
First word      

Speak in phrases      

Speak in sentences      
During your child’s first 4 years were there any special problems noted in the following areas?


Temper tantrums 





Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  


Separating from parents 




Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  


Excessive crying 





Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  


Behavioral regression 





Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  


Speech regression 





Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  


Difficulty relating/connecting or making eye contact 
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  

Which hand does your child use for writing or drawing?    Left FORMCHECKBOX 
 
    Right FORMCHECKBOX 
 
Both  FORMCHECKBOX 






Throwing? 
          Left FORMCHECKBOX 
       Right FORMCHECKBOX 
 
Both  FORMCHECKBOX 






Eating?          
          Left FORMCHECKBOX 
       Right FORMCHECKBOX 
 
Both  FORMCHECKBOX 

Current Services

 FORMCHECKBOX 
 Counseling:       min /       times per week      Name of Provider      

What skills are currently being worked on?      
 FORMCHECKBOX 
 Occupational Therapy:      min /       times per week      Name of Provider      

What skills are currently being worked on?      
 FORMCHECKBOX 
 Physical Therapy:      min /       times per week      Name of Provider      

What skills are currently being worked on?      
 FORMCHECKBOX 
 Speech Therapy:      min /       times per week      Name of Provider      

What skills are currently being worked on?      
Other services: Please provide a list of other previous/current services (start/end dates) below: 

     
School History

Was your child held back? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
      What grade(s)?            Reason(s):      
Early Intervention Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
      List services and start/end dates      

 FORMTEXT 
      

Preschool Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
     Name of school      

 FORMTEXT 
     

 FORMTEXT 
      Ages of attendance      

 FORMTEXT 
     
Name of Elementary School:      

 FORMTEXT 
        Year started      

 FORMTEXT 
       Year ended     

 FORMTEXT 
     
Name of Middle School:      

 FORMTEXT 
        Year started      

 FORMTEXT 
       Year ended     

 FORMTEXT 
     
Name of High School:      

 FORMTEXT 
        Year started      

 FORMTEXT 
       Year ended     

 FORMTEXT 
     
IEP: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
     Classification for IEP:      

 FORMTEXT 
     
504: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
     Reason for 504:      

 FORMTEXT 
     
What accommodations does your child receive:      

 FORMTEXT 
      

What is your child’s GPA:      

 FORMTEXT 
     
What are their academic strengths and weaknesses:      

 FORMTEXT 
      

Does your child have difficulty in reading: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  

Does your child have difficulty in math: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  

Is you child absent from school frequently: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  

Does your child enjoy school: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  

Has you child received or qualified for any scholarships:  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  

Have you used the scholarship:  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  


Name of scholarship awarded:       

 FORMTEXT 
      

Family Relations

Child’s favorite family activities:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
What do you find most enjoyable about this child:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
What do you find most difficulty about raising this child:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Who is mainly in charge of discipline at home:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Do all caregivers agree on discipline:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Describe discipline techniques:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Behavioral/Temperament

Please indicate whether this child exhibits any of the following behaviors

Is easily overstimulated in play  FORMCHECKBOX 
      

 FORMTEXT 
     
Seems overly energetic in play  FORMCHECKBOX 
      

 FORMTEXT 
     
Has a short attention span  FORMCHECKBOX 
      

 FORMTEXT 
     
Seems impulsive  FORMCHECKBOX 
      

 FORMTEXT 
     
Lacks self-control  FORMCHECKBOX 
      

 FORMTEXT 
     
Overreacts when faced with a problem  FORMCHECKBOX 
      

 FORMTEXT 
     
Seems unhappy most of the time  FORMCHECKBOX 
      

 FORMTEXT 
     
Withholds affection  FORMCHECKBOX 
      

 FORMTEXT 
     
Hides feelings  FORMCHECKBOX 
      

 FORMTEXT 
     
Requires a lot of parental attention  FORMCHECKBOX 
      

 FORMTEXT 
     
Seems uncomfortable meeting new people  FORMCHECKBOX 
      

 FORMTEXT 
     
Has fears  FORMCHECKBOX 
 Please describe      

 FORMTEXT 
     
What makes this child angry:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Does your child have any odd rituals or behaviors:  FORMCHECKBOX 
       

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Social History

How does your child relate to other children:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Frequently fights with playmates: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  

Prefers playing with younger children: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  

Has difficulty making friends: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  

Prefers to play alone: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  

Stays out the outskirts and observes in play situations: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  

Are there children in the neighborhood with whom this child could play: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

What roles does this child take in peer group games (for example: leader, aggressor, follower, etc.)      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Recreation/Interests

What activities does this child enjoy? 

Sports:  FORMCHECKBOX 
      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Hobbies:  FORMCHECKBOX 
      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Other:  FORMCHECKBOX 
       

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Has this child’s interest in participating in these activities declined recently? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  

           If yes, describe:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Adaptive Skills

Please indicate whether this child has the following skills:

Dresses self: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Bathes self: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Helps with household chores: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Has good hygiene: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Buys gifts or presents for others: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Has good table manners: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Tells time accurately: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Knows how to get help or find home if lost: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Does this child receive an allowance: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
       


 If yes, how does he/she spend it:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
I,      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     , parent or guardian of:     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
                 

 FORMTEXT 
     

 FORMTEXT 
     
             (Print Full Name)



                   (Child’s Full Name)                    (Child’s DOB)
Hereby authorize the release of my child’s health information

From/to: 


Name: Dr. Kelsey Lisle & Bay Kids FL Inc. 


Address: 111 2nd Ave NE, Suite 906


City, State, Zip: St. Petersburg, FL 33701


Phone: (833) 375-4753

Email: DrLisle@BayKidsFL.Com
From/to: (List all applicable-referral sources, schools, therapists, doctors that you authorize us to collaborate with)


Name:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

Phone:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

Email:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

Address:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

City, State, Zip:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

Name:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

Phone:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

Email:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

Address:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

City, State, Zip:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

Name:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

Phone:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

Email:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

Address:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

City, State, Zip:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
I understand and acknowledge that this may include alcohol/drug abuse, mental health, and/or HIV/AIDS information. 

Purpose of disclosure:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Information Requested:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
I give my permission for the information listed above to be released to the above named requestor. I understand that I may receive this authorization at any time, expect to the extent that action has already been taken to comply with it. This authorization will expire 120 days after the date signed. The requestor should not redisclose my medical records to another party without further written consent.

I will not hold Dr. Kelsey Lisle nor the staff of Bay Kids FL Inc. liable for any injury, whether mental or physical, resulting from my misunderstanding of information in the released report as a result of my not asking for clarification of the information therein.

Date:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

Signature:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     






          (Patient or Legal Representative)
Date:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

Witness:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
              111 2nd Ave NE
Saint Petersburg, FL 33701
Suite #906 
111 2nd Ave NE
Saint Petersburg, FL 33701
Suite #906 

