Andrus Physical Therapy

Pediatric Center

901West Park Ave, Cobble Stone

Phone: (732) 493-1166

Fax: (732) 493-1188

MEDICAL HISTORY

Child Name:​​​​​​​​​​​__________________________________ ​​​​​​​​​​​​__________________________

Parent/Guardian Name:___________________________ SS#____________________

Home Address:__________________________________________________________

City:_________________________________ State:____ Zip:_____________________

Home Phone:__________________________ Cell/ Other Phone:_________________ 

Sex:___ Male ____ Female

Date of Birth:_____________ Age: ____________

How did you hear about us: ____MD ___Ins.  ____Website ____Friend/family ____Yellow pages___ Please describe your child’s symptoms, complaints or difficulties for which you are seeking Physical Therapy:_________________________________________________

_______________________________________________________________________

Has your child had any special test performed for this condition? 

___X-Ray
___MRI
____CT Scan 
___  Other

If yes please list results ___________________________________________________

Has your child had any operations?  Please list operation & year completed.

_______________________________________________________________________

Has your child received physical therapy for this condition previously? __Y  __N

If Yes, how many visits_______

Has your child been evaluated for early intervention? _____ Y _____N

If yes please explain outcome, ______________________________________________

_______________________________________________________________________

Have you have any history of or currently experiencing any of the following conditions:


High Blood Pressure____
Osteoarthritis____
Asthma____
 Hepatitis___

Low Blood Pressure____
Scoliosis____

Cancer____ Type_________  
   Seizures____


Hip Dysplasia_____
Stoke_____ What Age_____                                                                                

Cerebral Palsy____
            Diabetes ____

Rheumatoid Arthritis______

 Heart Murmur____
            Down syndrome___
Other:__________________
________________________________________________________________________

Please list any allergies: (foods, latex , etc)_____________________________________

_______________________________________________________________________

Please list any medications your child is currently taking:

________________________________________________________________________

What do you hope to get out of physical therapy/ goals :___________________________

________________________________________________________________________

Birth History
____ Vaginal Delivery _____ C- Section _____ Other

Were there any complications during birth? ___Y ___N

If yes, please explain briefly ________________________________________________________________________________________________________________________________________________

Did your child require NICU care after birth? ____Y ____N

If yes , approximately how long___________

Daily Schedule:

Does your child participate in belly time? ____Y ____N

How long / day___________________________________________________________

Is your child _____nursed  _____ bottle fed  _____ other

What is your child’s preferred sleeping position?

___Back   ____ Belly  ___Side ____Other

Has you child’s MD restricted any movements, positions, or activities? ___Y ___N

If yes, please explain ______________________________________________________

________________________________________________________________________

IN CASE OF EMERGENCY, PLEASE PROVIDE A CONTACT PERSON:

Name: ___________________________________ Relationship:___________________

Home phone:________________________________________

Work or other phone:_________________________________

Insurance Information

Primary Insurance Company: _______________________________________________

Policy Holder Name (if different from patient’s): _______________________________

Policy Holder Date of Birth: _________________________________________________

Secondary Insurance Company: _____________________________________________

Policy Holder Name (if different from patient’s) ________________________________

Policy Holder Date of Birth _________________________________________________

I HAVE READ THE ABOVE STATEMENTS AND HAVE ANSWERED THEM TO THE BEST OF MY KNOWLEDGE.  I UNDERSTAND THAT I AM RESPONSIBLE TO IMMEDIATELY NOTIFY Andrus Physical Therapy, LLC OF ANY CHANGE (S) IN MY MEDICAL HISTORY, MEDICATIONS, PERSONAL INFORMATION, ETC.  

Signature of patient or responsible party:___________________________Date:____
