
    
   

APPLICATION, 
HEALTH AND DEVELOPMENTAL HISTORY 

Motor Development Clinic 
College of Science 

California State Polytechnic University, Pomona 
 

PLEASE PRINT 

Participant's Full Name:  Birthdate:   

Address:   
 Street City Zip 
 
Phone: ( )  Email:    
 Area Code   

Name of School:   Grade:   

Parent Name(s):    

Address:    

City/State/Zip:    

Phone: (H) (_____)______-_______   (W) (_____)______-_______ Cell  (_____)______-  

Parent’s Email:    

Guardians Name:    

Address:    

City/State/Zip:    

Phone: (H) (_____)______-______   (W) (_____)______-________ Cell  (_____)______-  

Other person to notify if parent or guardian is unavailable:   

Phone: (H) (_____)______-______  (W) (______)______-________ Cell  (_____)______-  

Brothers/Sisters: Names and Ages: ,    

 ,   

Major reason for referral to our clinic?   

  

Referred to clinic by:  
 Name Title 
  
 Address and City 
 
 
 
 
 



  

    

To enable us to fully understand and better serve your child, please 
 complete the following history. 

 
HEALTH HISTORY 
  1. Was the child listed above born after a full-term pregnancy?  If no, length of time:  

  2. Pregnancy normal in every respect? If not, explain:   

   

  3. Was the birth normal in every respect? If not, explain:  

   

  4. Child's birth weight: Birth length:    

  5. Did this child have any problems in any of the following prior to age six? 

 (Check appropriate items) 

 Vision   Speech   Hearing   Balance   

 Orthopedic (bone, muscle, joint)  Other (explain):    

6. Has this child ever: (Circle appropriate items). 

worn leg braces, used a wheelchair, worn corrective shoes, worn a cast?   

  7. Was this child an active baby?  If not, explain:        

    

  8. Has this child ever suffered a serious fall?  If yes, explain and give dates:  

   

  9. Has this child ever been hospitalized?  If yes, explain and give dates:  

   

   

10. When reading, does this child perform one or more of the following behaviors:  eye squinting, 

 tilt head, hold reading material close to eyes, rub eyes while reading or directly after reading,  

 close one eye while reading?  If yes, explain:  

   

11. Explain how this child plays with other children:  

   

12. Does this child seem to be behind his/her friends in any of the following movements?  

 (walk, run, hop, jump skip, throw, catch, finger control, balance, etc.)  

               

 

 



  

    

13. List any health conditions of which the Clinic should be aware that would prohibit/limit 

active participation in our movement program including swimming (i.e., ear infections, seizures, 

medication needed, asthmatic conditions, etc).        

               

14. Has this child ever had convulsions?  If yes, explain:         

15. Was this child convalescing from illness?  If yes, explain:        

16. Has this child ever been unconscious?  If yes, explain:        

 

If the child has seizures, please answer the following: 

• Does the child have aura or a warning that a seizure is about to begin? Yes No 
 If yes, how long is the aura?  
 List type(s) of aura:  
 
• Type of seizure the child may have: tonic or  clonic.  (Tonic phase refers to the 

continuous contraction of muscles where a person becomes stiff.  Clonic phase refers to 
intermittent contraction and relaxation of muscles.) 

 
• What should we do for the child when she/he is having a seizure and no injury has occurred? 
 

  
 
• Does the child fall into a sleep or coma phase after the seizure? Yes  No 
 If yes, for how long?  
 
• Do you want us to call 911 when the child has a seizure: Yes  No 
 
• Do you want to be notified immediately if the child has a seizure? Yes  No 
 
• Does the child take any type of medication for his/her seizures: Yes  No 
 
 If yes, list medication:  

 
DEVELOPMENTAL MILESTONES 
 
To the best of your ability, indicate the approximate age of each developmental milestone for your 
child: 
 

1. Sat up without any support __________ 
2. Crawled __________ 
3. Walked without assistance __________ 
4. Spoke first word __________ 
5. Jumped into the air __________ 

6. Pedaled a big wheel, tricycle, or  
 other 3 or 4 wheel toy __________ 
7. Started clothing self __________ 
8. Able to button shirt or clothes _________ 
9. Able to tie own shoes __________

 
 



 

    

SCHOOL RECORD 
 
1. Did your child attend a pre-school program?  If yes, at what age(s)?  How long did your child attend 

the school?   

 
2. Did your child attend Kindergarten?   At what age did the child enter Kindergarten?  

 How long did the child attend Kindergarten?    
 
3. Did your child enjoy pre-school and Kindergarten?  If not, explain:  

   
 
4. Are there any school difficulties?  If yes, explain:  

   
 
FAMILY RELATIONSHIPS AND ACTIVITIES 
 
1. Does any member of the family have movement problems similar to that of your child?  If yes, 

explain:   
2. Is there a good relationship between your child and all other members of your family? If not, explain:  

    

3. Family hobbies/leisure activities:            

Child's hobbies/leisure activities:            

Sibling hobbies/leisure activities:            

Mom's hobbies/leisure activities:            

Dad's hobbies/leisure activities:             

Other's hobbies/leisure activities:            

 
4. Child's favorite: pastime inside:            

    pastime outside:            

    pastime alone:            

    pastime with others:            

    school or recess activity:           

    sport to play:             

    sport to watch:            



 

    

5. Does your child: ride a bicycle?            

    ride a scooter?            

    roller blade/skate?            

    ride a skateboard?            

    tie their own shoes?            

    play on playground equipment?          

 
6. Has your child ever played on a team?  _____ If so, what sport/activity?       

Describe the experience:              

7. Describe how your child learns the following best (verbally, visually, kinesthetically) 

 home chores    

 homework:    

 fine motor tasks (shoe tying, brushing teeth, etc.):    

 large motor tasks (catching, throwing, etc.):    

 academic tasks (reading, spelling, etc.):    

 
CHILD'S PERSONALITY 
 
1. How does your child react to stress or pressure?  

   
 
2. Is your child a happy person? If not, explain:   

   
 
3. Does your child have any abnormal fears?  If yes, explain:   

 
PROGRAM GOALS 
 
1. What is your goal for your child in achieving motor skills?   

   

 
2. What is your goal for your child in improving their behavior?    

   

 

3. What is your goal for your child in achieving social skills?    

   

 



 

    

ADDITIONAL COMMENTS 
 
Please use this space to provide any other information that would be useful for the Clinic to know about 
your child. 
  

  

  

  

  

 

 

By signing below, the undersigned acknowledge that she/he has read and has filled out this history 
on the Participant identified above and represent that he/she is the parent/legal guardian: 

 

Parent/Legal Guardian: ________________________________          Dated: _______________ 

 

 

 

Annual Review: 

By signing below, the undersigned acknowledge that she/he has reviewed this application and 
health history and the information remains true or correct as of the date signed below except 
as otherwise indicated in the space below: 

Parent/Guardian: __________________________________________    Date: ________________ 

Parent/Guardian: __________________________________________    Date: ________________ 

Parent/Guardian: __________________________________________    Date: ________________ 

Parent/Guardian: __________________________________________    Date: ________________ 

Parent/Guardian: __________________________________________    Date: ________________ 

 


