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I (claimant/guardian) understand that I was referred for an examination in order to assist in determination of eligibility for Social Security disability benefits and that information shared today will be relayed back only to the SSA in a report. I (claimant/guardian) understand that due to the nature of the examination, no doctor-patient relationship would exist, and if the claimant/guardian wishes to obtain a copy of the report or has question(s) about the examination/report, the claimant/guardian and or their representative must contact the disability office directly as no report(s) or opinions will be provided by the doctor or his staff directly to the claimant or their representative. I (claimant/guardian) understand that if I reveal that there is imminent danger of harming self/others or there is indication of abuse or neglect than the doctor/staff has an obligation to take action in informing the authorities/agencie(s) for the purposes of protecting the claimant/others. I (claimant/guardian) understand the aforementioned conditions and agree to undergo this One Time examination.









__________________________
___________









claimant/guardian Signature
Date
PLEASE FILL OUT BOTH SIDES COMPLETELY.

Name: ____________________________________ Social Security #:____________________________



(Last)


(First)

Mailing Address: _______________________________________________________________________

City/State/Zip_________________________________________________________________________

Home Phone #________________ 
Other Phone # ______________

Place of Birth: _____________________ Date of Birth: _____/________/_______   Age: __________         

Gender:   FEMALE / MALE                            Primary Care Physician: ___________________________

What is the Child’s Race?  Circle your answer:  White
Black/African American
Asian
Hispanic

                                                   
      American Indian

Bi-Racial

Other

Child lives with:  MOTHER/FATHER/BOTH OTHER (Describe):  ________________________________
Mothers Name:  _________________________ SS # __________________ Phone:  ________________

Fathers Name: __________________________ SS # __________________ Phone:  ________________ School______________________________ Current Grade__________ Grades Repeated: __________

Emergency contact___________________________
Phone # ____________________________

Visitation Arrangements:

Are there any custody/visitation arrangements?  Please describe, noting any court orders:

__________________________________________________________________________________________   

WHY IS THE CHILD/GUARDIAN APPLYING FOR DISABILITY? (Only complete if you are here for SS disability evaluation)

__________________________________________________________________________________________
__________________________________________________________________________________________
FAMILY MEDICAL HISTORY:   (Please mark each that applies with “1” for immediate family “2” for extended family)

___  Diabetes  
___  Heart Disease
___  Anxiety
___  Psychiatric hospitalizations

___  Depression
___  Schizophrenia
___  Suicide attempts
___  Alcohol/drugs

___  ADHD
___  Bipolar Disorder
___  Antisocial behavior (difficulties – police/violence)
CHILD’S MEDICAL HISTORY

Which is the child’s dominant hand? Right    Left 
Ambidextrous (Able to use the right and left hands equally well)    
Any history of abuse? YES / NO
If yes, please explain: _____________________________________

Is your child taking medication?  YES / NO

PLEASE LIST ALL CURRENT MEDICATIONS (Including vitamins, herbal supplements and over-the-counter drugs):

	Medication
	Dosage
	For What Purpose?
	Date Started

	
	
	
	

	
	
	
	

	
	
	
	


Has your child ever had any of the following?

	Visual Problems                                     YES/NO
	Broken Bones                                        YES/NO

	Hearing problems                                   YES/NO
	Head Injury                                            YES/NO

	Allergies                                                 YES/NO
	Serious infections                                   YES/NO

	Problems with coordination                   YES/NO
	Soiling                                                    YES/NO

	Weight loss                                             YES/NO
	Bedwetting                                             YES/NO

	Speech problems                                     YES/NO
	Chronic illness                                        YES/NO

	Seizures                                                   YES/NO
	Other:


FAMILY SITUATION

CURRENT FAMILY STATUS:   Single parent      Involved     Engaged    Cohabitating      Married
                                          Separated           Divorced    Widowed    Remarried
Please list individuals who live with the child 
	Individual/Relationship to the child
	ages 

	
	

	
	

	
	


MOTHER’S EDUCATION: ________________________________
AGE: ____________________

EMPLOYER: ______________________________________  OCCUPATION: ____________________

FATHER’S EDUCATION: ________________________________
AGE: ____________________

EMPLOYER: ______________________________________  OCCUPATION: ____________________

Specify child’s Alcohol/Drug/Tobacco/Caffeine use:   

Past: ___________________________________________________________________________

Present:_________________________________________________________________________

MENTAL HEALTH HISTORY

Has your child had mental health problems in the past (please explain)? __________________________________________________________________________________________

__________________________________________________________________________________________

Was your child treated by a Mental Health Professional?  Yes/No

Has your child sought treatment for this or other mental health problems?  Was it helpful? _____________________________________________________________________________________

_____________________________________________________________________________________

Were your child ever hospitalized for psychiatric reasons?  If so, when and where? 

_____________________________________________________________________________________
_____________________________________________________________________________________
General FunctioninG:  (Please check all that apply)
 FORMCHECKBOX 
  Cheerful/happy mood most of the time

 FORMCHECKBOX 
  Extreme ups and downs in mood

 FORMCHECKBOX 
  Conflict with authority figures

 FORMCHECKBOX 
  Sad or tearful most of the time


 FORMCHECKBOX 
  Irritability/anger


 FORMCHECKBOX 
  Stealing

 FORMCHECKBOX 
  Feelings of hopelessness



 FORMCHECKBOX 
  Distinct periods of nonstop activity

 FORMCHECKBOX 
  Physical cruelty to animals

 FORMCHECKBOX 
  Withdrawn behaviors



 FORMCHECKBOX 
  Exaggerated view of abilities

 FORMCHECKBOX 
  Physical aggression


 FORMCHECKBOX 
  Difficulty thinking



 FORMCHECKBOX 
  Fast/rapid speech


 FORMCHECKBOX 
  Verbal threats to harm others

 FORMCHECKBOX 
  Under active/sluggish behavior


 FORMCHECKBOX 
  Feels rested after 3-4 hours sleep/ night
 FORMCHECKBOX 
  Threat to kill with intent /plan

 FORMCHECKBOX 
  Intentional self harm



 FORMCHECKBOX 
  Fearless/engaging in reckless activities
 FORMCHECKBOX 
  Lying
 FORMCHECKBOX 
  Suicidal thoughts



 FORMCHECKBOX 
  Fearful of places, situations or people
 FORMCHECKBOX 
  Extreme conflict with siblings 

 FORMCHECKBOX 
  Suicide attempts



 FORMCHECKBOX 
  Worries about ____________________
 FORMCHECKBOX 
  Running away


 FORMCHECKBOX 
  Increased appetite



 FORMCHECKBOX 
  Wetting accidents


 FORMCHECKBOX 
  Poor social skills

 FORMCHECKBOX 
  Decreased appetite



 FORMCHECKBOX 
  Soiling Accidents


 FORMCHECKBOX 
  Inability to complete tasks

 FORMCHECKBOX 
  Nightmares




 FORMCHECKBOX 
  Sexual inappropriate touching of others
 FORMCHECKBOX 
  Inability to sustain attention

 FORMCHECKBOX 
  Takes more than an hour to fall asleep

 FORMCHECKBOX 
  Sexual play with toys or objects

 FORMCHECKBOX 
  Inability to remain seated

 FORMCHECKBOX 
  Night waking for longer than 30 minutes

 FORMCHECKBOX 
  Excessive masturbation


 FORMCHECKBOX 
  Overactive/hyperactive behavior

 FORMCHECKBOX 
  Hard to wake up in the morning


 FORMCHECKBOX 
  Intentional vomiting/purging

 FORMCHECKBOX 
  Easily distracted

 FORMCHECKBOX 
  Unable to sleep in own bed through the night

 FORMCHECKBOX 
  Difficulty concentrating                              
 FORMCHECKBOX 
  Poor self-care/poor hygiene

 FORMCHECKBOX 
  Sleepwalking


When did these concerns begin?  FORMCHECKBOX 
  Within past 3 months    FORMCHECKBOX 
  6 months
     FORMCHECKBOX 
  1 year
 FORMCHECKBOX 
  More than a year
How often do these occur?   FORMCHECKBOX 
  Daily
 FORMCHECKBOX 
  Weekly
 FORMCHECKBOX 
  Monthly 
 FORMCHECKBOX 
  Rarely
LIST ALL PREVIOUS AND CURRENT PSYCHIATRIC MEDICATIONS IF ANY:  

	Drug Name
	Strength
	Times/Day
	Currently Using?
	Results

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Have any of your relatives had problems with their mental health?  If so, please describe: _____________________________________________________________________________________

_____________________________________________________________________________________

DEVELOPMENTAL HISTORY

Pregnancy
During the pregnancy, did the mother experience any difficulties (such as German Measles, RH incompatibility, false labor, etc.)?  If yes, please explain: _________________________________________________________
__________________________________________________________________________________________
Were any drugs (prescribed or non-prescribed), alcohol or tobacco taken during pregnancy?
____________________________________________________________________________________________________________________________________________________________________________________  Were there any problems with other pregnancies, (miscarriage, difficult delivery)?  Please explain: 

__________________________________________________________________________________________
__________________________________________________________________________________________
Where there any problems with other pregnancies, (miscarriage, difficult delivery)? Please explain:

__________________________________________________________________________________________
__________________________________________________________________________________________
Delivery

Duration of pregnancy: _____________ Duration of labor: _______________Birth Weight: ___________

Describe any difficulties with the delivery (Caesarian section, breech birth, etc.):

_____________________________________________________________________________________  

Following birth, did the infant have any difficulties (such as trouble starting to breathe, infections, etc.)?

Development

How old was the child when he/she:

Smiled _____________ sat without support____________________ stood ____________________

walked without support________________ used single words (other than mama, dada) ______________

Combined two words into simple phrases___________________ spoke in short sentences ____________

Was bladder trained (day) _______________ (night) _____________ was bowel trained _____________ 

Therapy History
Has your child ever received any of the following services?
YES         NO 

	__Physical Therapy        

    Individual       Group


	Location                         Dates

Therapist/Provider

	__Occupational Therapy 

     Individual       Group


	Location                         Dates

Therapist/Provider

	__Speech / Language Therapy


    Individual     Group


	Location                         Dates

Therapist/Provider

	__Social Work


    Individual     Group


	Location                         Dates

Therapist/Provider

	__Assistive Technology      
	Location                         Dates

Therapist/Provider

	__Nutrition

	Therapist/Provider

	__Vision Therapy             
	Location                         Dates

Therapist/Provider

	__Audiology

	Location                         Dates

Audiologist

	__Behavior Therapy
   
	Location                         Dates

Therapist/Provider

	__Developmental Therapy  


	Location                         Dates

Therapist/Provider


PRESCHOOL HISTORY

Has a private babysitter cared for your child?  YES/NO

Has your child’s behavior been of any concern at the preschool or daycare?  YES/NO

If yes, what have the concerns been?

SCHOOL HISTORY

Name of present school: ________________________________________________________________

Teacher: ________________________________________________Grade Level __________________

Has your child’s behavior been of any concern at school?  If yes, please explain:  _____________________________________________________________________________________ Has your child needed any special help at school?  If yes, please explain: _____________________________________________________________________________________

GENERAL INFORMATION
Has the child experienced any serious upset?  YES/NO If yes, what kind: _____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Has the child suffered any significant losses?  YES/NO  If Yes, please explain: _____________________________________________________________________________________
_____________________________________________________________________________________ 

Is the child clingy?  YES/NO, Comments? ___________________________________________________

_____________________________________________________________________________________ 

Any problems with eating or appetite?  YES/NO,  Please explain: _____________________________________________________________________________________
_____________________________________________________________________________________ 

Does the child have any particular fears?  YES/NO   Comments:  _____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Any problems with sleeping? YES/NO  Comments: ___________________________________________ 

_____________________________________________________________________________________

Any problems with discipline? YES/NO  If yes, please describe: _____________________________________________________________________________________
_____________________________________________________________________________________

How active is the child? _________________________________________________________________ 

_____________________________________________________________________________________ 

Please add any information you feel would be helpful: 

PRESENTING PROBLEMS
Please Circle your answer

When did the following behaviors begin?  FORMCHECKBOX 
  Within past 3 months    FORMCHECKBOX 
  6 months
     FORMCHECKBOX 
  1 year
 FORMCHECKBOX 
  More than a year
How often do THE BEHAVIOR occur?   FORMCHECKBOX 
  Daily
 FORMCHECKBOX 
  Weekly
 FORMCHECKBOX 
  Monthly 
 FORMCHECKBOX 
  Rarely
Inattention
1] often fails to give close attention to details or makes mistakes in schoolwork, work or other activities.YES/NO  
2] often has difficulty sustaining attention in tasks or play activities YES/NO  
3] often does not listen when spoken to directly  YES/NO  
4] often does not follow through on instructions and fails to finish schoolwork, chores or duties in the 
workplace [not due to failure to understand instructions] 
YES/NO  
5] often has difficulty organizing tasks and activities   YES/NO  
6] often loses things necessary for tasks or activities [e.g. pens, books or tools] 
YES/NO  
7] often avoids, dislikes or is reluctant to engage in tasks that require sustained mental effort [such as school or 
coursework] 
YES/NO  
8] is often distracted by extraneous stimuli 
YES/NO  
9] is often forgetful in daily activities
 
YES/NO  
Hyperactivity
1] often fidgets with hands or feet, or squirms in seat 
YES/NO  
2] often leaves seat in classroom or other situations in which remaining seated is expected 
YES/NO  
3] often runs about or climbs excessively [or has feelings of restlessness]

YES/NO  
4] often has difficulty playing or engaging in leisure activities quietly

YES/NO  
5] is often on the go or often acts as if ‘driven by a motor’



YES/NO  
6] often talks excessively







YES/NO  
Impulsivity
1] often blurts out answers before questions have been completed


YES/NO  
2] often has difficulty awaiting turn






YES/NO  
3] often interrupts or intrudes on others





YES/NO  
Any additional comments: 

__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
Thank you
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