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La Luz Therapies, LLC.
Family and Medical History Form







Introduction: Welcome to La Luz Therapies! Thank you for completing the time to complete the intake form. Please be as thorough as you can when completing this form. The information provided will help us best serve your child. 

Client /Family Information 
Today’s Date: _________
Child’s Name: _____________________________                            Age: _______________
Date of Birth (DOB): ____/_____/______			              Gender: _____________
Address of Residence: _________________________________________________________
City: ______________                     State: _____________                  Zip: ________________
Primary Language(s) Spoken at Home: ____________________________________________

Parent/ Caregiver Information 
Parent/Guardian Name(s):________________________________    Phone #:______________
Relationship to Child:  Biological     Adoptive      Foster            Other: ________________
Alternative phone number: ______________   Work Phone: ___________    
 
Parent/Guardian Name(s):________________________________   Phone #:_______________
Relationship to Child:  Biological    Adoptive      Foster          Other: ________________
Home Phone: ______________   Work Phone: ___________    Alternate Phone: ___________

Emergency Contact: _________________________________     Phone: __________________
Relationship to Child: __________________________________________________________
Other persons in household who may be involved in treatment or care: ___________________

Today’s Evaluation/Visit:   How can we help your child? What are your primary concerns with your child at this time? ____________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
When did you first notice these concerns? ________________________________________________________________________________________________________________________________________________________

Physician Information
Primary Care Physician: _____________________________
Clinic Name: _____________________________________ Address: ___________________
Insurance Information

Company Name:______________________		Company Phone:____________________
Group #:____________________________		Policy #:___________________________
Insured Name: _______________________		Insured DOB:_______________________
Relationship to Insured:________________		Employer:__________________________
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Prenatal and Birth History 
Were there any Prenatal Complications? Yes □  No □ 
(If you answered “No” please proceed to Medical History) 

Did the mother receive pre-natal care?  Yes      No 
Type of Delivery:  Full-term    Premature    Vaginal   C-Section   
Weeks’ Gestation: ______ Birth Weight: ____________  Birth Length: _________
Where was your child born?    Hospital      Birthing Center        Home  
If Hospital or birthing center, please name the facility: ________________________________

Did mother have any illnesses or complications during pregnancy or delivery?  Yes    No  
Please explain: ________________________________________________________________________________________________________________________________________________________

Did your child require a hospital stay or time in the NICU?  Yes   No  
If so, please explain: ________________________________________________________________________________________________________________________________________________________

Medical History
Describe any pertinent medical history, diagnosis or conditions your child has:_____________________________________________________________________________________________________________________________________________________

Has your child ever had any major medical procedures/surgeries? Yes □  No □
If yes, please explain: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Has your child seen a specialist or had other evaluations/testing? ________________________________________________________________________________________________________________________________________________________

Has your child ever had their vision tested? Yes □  No □ 
Year of last test: _____________________    
Does your child wear glasses? Yes □  No □ 
If yes, for what vision problem? ________________________

Has your child ever had their hearing tested? Yes □  No □
Year of last test: _____________________
Does your child use hearing aids? Yes □  No □

Do you have any concerns about your child’s hearing and vision? 
If yes, please explain. ________________________________________________________________________________________________________________________________________________________
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How would you describe you’re your child’s health (past and present)? ________________________________________________________________________________________________________________________________________________________

Medication
Is your child taking any medications? Yes □  No □
If so, please list the medications taken (including prescription and over the counter medications, vitamins and herbal supplements) 

	Medication
	Dosage
	Reason

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Does your child have any allergies? Yes □  No □
Please List: ________________________________________________________________________________________________________________________________________________________

Developmental History
How old was your child when they: 
Held head up: ________________
Rolled over: _________________
Sat independently: ____________ 
Crawled :___________________
Pulled to stand: _____________
Walked independently: ________ 
Finger fed: __________________
Ate solid foods: _____________
Drank from cup: ____________
Used spoon/fork: ____________ 
Toilet trained: ______________

How would you describe your child’s personality? ________________________________________________________________________________________________________________________________________________________

What activities does your child enjoy doing? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Early Intervention Services:
Does your child have an IFSP? □ Yes □ No
If yes, please explain the main reasons for your child’s IFSP: 
________________________________________________________________________________________________________________________________________________________
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Education Information (only applies to school age children)
Does your child attend school or daycare? Yes   No 
(If you answered “No” please proceed to the behavioral and social history) 

Name of school/daycare: ____________________________________
Grade: ______________
Does or did your child have an Individualized Education Plan (IEP)?    Yes    No 

If yes, please explain the primary reasons for the IEP and the services rendered from the IEP: 
________________________________________________________________________________________________________________________________________________________

Does your child receive any of the following services through school? 
	Special Education                     	    Speech Therapy
	Physical Therapy                      	    Social Work
	Occupational Therapy              	    Psychology

Behavioral and Social History.  Do you have any concerns regarding your child’s behavior?  Yes □  No □
(If you answered “No” please proceed to the Nutritional/Feeding History) 
If yes, please explain:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does your child experience difficulty following directions at home? Yes □ No □
If yes, what is his/her typical response? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does your child experience difficulty with any of the following? 

Transitioning away from a preferred activity □
Dealing with unexpected change in routine □
Transitioning from one activity to another □

If yes, what is his/her typical response?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Self-Care
Do you have any concerns about your child’s ability to complete activities of daily living, such as dressing, toileting, brushing teeth, etc.)  Yes □  No □

If yes , please explain: ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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Nutritional/ Feeding History
Do you have concerns about your child’s feeding and nutrition? □ Yes □ No 
(If you answered “No” please proceed to the Speech and Language section)

Was your child   breast fed? (Until what age?)  Bottle fed   combination 
If breast fed, were there any difficulties? ___________________________________________
Did/Does your child use a pacifier or suck their thumb? If yes, how often/long? ________
Did/Does your child use a bottle?  Yes    No If yes, how often/long? ___________________
Would you describe your child as a mouth breather?    Yes   No 
Do/Did you notice excessive drooling?   Yes    No If yes, explain: ____________________
Would you describe your child as a picky eater?  Yes    No  

Mark any of the following that you have observed: 
· Putting too much food in their mouth at a time 
· Unable to drink without spilling 
· Food falling out of mouth 
· Difficulty chewing meats
· Coughing and choking on certain foods    Please list: _____________________
· Avoiding certain textures of consistencies Please list: ____________________

Has your child experienced any of the following? 
· Colic 
· Food allergies
· Sucking/latching problems 
· Growth/ nutritional problems  
· GERD/Reflux 

Does your child eat a variety of food textures and flavors? Yes □  No □ 
If so, please elaborate: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have specific concerns regarding your child’s feeding/nutrition? If so, explain: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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Speech and Language History 
Do have any concerns regarding your child’s speech and language development? □ Yes □ No 
(If you answered “No” please proceed to the Self-care section) 

Do you have any of these concerns regarding your child?
Speech understood by most people? □ Yes □ No 
Able to follow verbal instructions?  □ Yes □ No
Stutter?  □ Yes □ No 
Recognize people, places, and things?  □ Yes □ No

When did your child begin: 
Babbling? _____________ 
Saying first words? _____________ 
Naming familiar objects? _____________
Putting 2 words together? _____________
Using short sentences? _______________

What were your child’s first words? _______________________________________________

Your child’s primary communication is: Verbal □ Non-verbal □ None □
Methods of communication used: 
Vocalizations □	2-word phrases □		Facial Expressions □	      Sign Language □
Single words □	Complete Sentences □ 	Body Language □              Pointing □


Please describe your primary concerns regarding your child’s speech: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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