Milestones In NeuroDevelopment
Megan Greenwell, Neurodevelopmentalist

CLIENT HISTORY

Today’s Date __________
Form is completed by: Self ____ Spouse ____ Parent ____ Guardian ____

Client’s Name ____________________________________________
Full Address 	____________________________________________
		____________________________________________
Phone 	________________________
Email Address _________________________________

Country Born _________________________________
All countries lived in or visited (and dates) ________________________________
		_______________________________________________________
Client lives with: Self ____ Spouse ____ Parent ____ Guardian _____ Other ____
Is the client adopted? Yes or No	At what age? ____

Father’s Name ____________________________________________
Date of Birth _____________________________________________
Father’s Occupation ________________________________________

Mother’s Name ____________________________________________
Date of Birth ______________________________________________
Mother’s Occupation ________________________________________

Guardian’s Name ____________________________________________
Date of Birth _______________________________________________
Guardian’s Occupation ________________________________________

Siblings:
Name ______________________ Age ____		Name______________________ Age ____
Name ______________________ Age ____		Name______________________ Age ____
Name ______________________ Age ____		Name______________________ Age ____
Name ______________________ Age ____		Name______________________ Age ____









MEDICAL HISTORY

Medical

Family Physician ________________________________________
City of Practice ________________________________________

Length of pregnancy __________
Please describe any complications during birth and / or pregnancy:
______________________________________________________________________
______________________________________________________________________

Client’s birth weight _____lbs _____oz	Apgar scores (if known) 1._____ 2._____

Has the client ever had a head / brain injury? Yes or No
Please describe: ________________________________________________________
______________________________________________________________________

Vaccination history:
Date:		Vaccine:		Notes if applicable:
_____		_______________	_____________________________________________
_____		_______________	_____________________________________________
_____		_______________	_____________________________________________
_____		_______________	_____________________________________________
_____		_______________	_____________________________________________

Pertinent medical, neurological, genetic, visual, hearing, therapeutic, psychological, or educational testing:
Date:		Diagnosis:		Examined by:		Recommendations:
_____		_______________	_______________	______________________________
_____		_______________	_______________	______________________________
_____		_______________	_______________	______________________________
_____		_______________	_______________	______________________________
_____		_______________	_______________	______________________________

Is the client currently seeing any specialists?
	Neurologist
	
	Counselor / Psychologist
	
	Psychiatrist
	

	Chiropractor
	
	Nutritionist
	
	Speech therapist
	

	Occupational therapist
	
	Physical therapist
	
	Vision therapist
	

	Orthopedist
	
	Cardiologist
	
	Tutor
	



Other (please specifiy): ________________________________________________________

Has the client had any broken bones? Yes or No
Please list specifics and dates: __________________________________________________
___________________________________________________________________________

Has the client had any surgeries? Yes or No
Please describe: ____________________________________________________________
__________________________________________________________________________

Does the client have any medical problems which limit physical activity? Yes or Not
Please describe: ____________________________________________________________
__________________________________________________________________________

Is the client physically active? Yes or No
How many days per week? __________
Please describe type and duration of activities: __________________________________
_________________________________________________________________________

Clients sleeps from _____ to _____		Client naps from _____ to _____

Does the client have seizures, or has the client in the past? Yes or No
Frequency of seizures: ____________________ Length of seizures: ____________________
Type(s) of seizures: ____________________
Does the client take seizure medications currently? Yes or No	List: ____________________
Has the client taken seizure medications previously? Yes or No	List: ____________________

Is the client currently taking other medications? Yes or No
Please list: __________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________

Nutritional

Is the client taking nutritional supplements or vitamins? Yes or No
Please list:  __________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________

Circle all that apply to the client’s diet:
Food cravings		Overeating
Picky eating		Limited diet
Poor appetite



Please describe:
___________________________________________________________________________
___________________________________________________________________________

Does the client have food allergies?		Yes	No	Never Tested
Please describe: ____________________________________________________________
__________________________________________________________________________

	
	Excessive
	Daily
	Weekly
	Rarely
	Never

	Vegetables
	
	
	
	
	

	Fruit
	
	
	
	
	

	Meats
	
	
	
	
	

	Sugar
	
	
	
	
	

	Gluten
	
	
	
	
	

	Dairy
	
	
	
	
	

	Artificial Colorings
	
	
	
	
	

	Alcohol
	
	
	
	
	

	Tobacco
	
	
	
	
	



Hearing

Does the client have environmental allergies? Yes or No
Please describe: ____________________________________________________________
_________________________________________________________________________

Does the client have a history of frequently recurring colds or sinus infections? Yes or No

Does the client have a history of ear infections? Yes or No
How many? Left _____ Right _____

Has the client had ear tubes? Yes or No
Dates? Left __________ Right __________

Has the client had an audiogram or tympanogram? Yes or No
Please describe the results: __________________________________________________
________________________________________________________________________

Does the client have hearing loss? Yes or No
Which ear? Left _____ Right _____

Does the client have hypersensitive hearing? Yes or No


Vision
Has the client had an eye examination? Yes or No
Does the client wear glasses or contact lenses? Yes or No
What is the prescription? __________________________________________________

Has the client ever received vision therapy? Yes or No
Please describe: ____________________________________________________________
_________________________________________________________________________

Has the client been diagnosed with any of the following?

	Near sighted
	
	Far sighted
	
	Astigmatism
	

	Amblyopia
	
	Strabismus
	
	Macular problems
	

	Glaucoma
	
	Cataracts
	
	Nystagmus
	

	Blindness
	
	Cortical blindness
	
	Color blindness
	



Other (please specify) ____________________________________________________________

Does the client have any other health problems? Yes or No
Please list: _______________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________




























DEVELOPMENTAL AND BEHAVIORAL HISTORY

	Gross Motor History
	Years
	Months
	Language History
	Years
	Months

	Crawled flat on stomach
	
	
	First word
	
	

	Crept on hands and knees
	
	
	Couplets (two words together)
	
	

	Walked
	
	
	3-4 word phrases
	
	

	Toilet trained
	
	
	Sentences
	
	

	
	
	
	Conversational language
	
	

	
	
	
	Learned to read
	
	



Does the client have a history of emotional or behavioral disorders? Yes or No
Please describe: ____________________________________________________________
__________________________________________________________________________

Is there a family history of emotional or behavioral disorders? Yes or No
Please describe: ____________________________________________________________
_________________________________________________________________________

Please list the client’s specific positive behaviors:
____________________________________________________________________________

Please list the client’s specific negative behaviors:
____________________________________________________________________________

Do you have specific behavioral goals for the client? Yes or No
Please explain: ____________________________________________________________
_________________________________________________________________________


Are there any events which may be currently affecting the client adversely? Yes or No
Please explain: _______________________________________________________________
_____________________________________________________________________________
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[bookmark: _GoBack]Rate the following items on a scale of 0-5, where 0 = not a concern, 5 = very concerning

	Distractible
	

	Short attention span
	

	Hyperactive
	

	Hypoactive
	

	Clumsy / falls frequently
	

	
	

	Impulsive
	

	Difficulty following directions
	

	Temper tantrums
	

	Easily frustrated
	

	
	

	Overreactive
	

	Aggressive behavior
	

	Destructive behavior
	

	Hurts other people
	

	Manipulative
	

	
	

	Overly competitive
	

	Doesn’t tolerate competition
	

	Socially immature
	

	Overly emotional
	

	Few or no friends
	

	Poor eye contact
	

	Poor / no communication
	

	Desires to withdraw
	

	
	

	Rigid / inflexible
	

	Needs routine
	

	Dislikes change
	

	Perseverating / obsessing
	

	
	

	Difficulty with parents
	

	Difficulty with siblings
	

	Difficulty with teachers
	

	Difficulty with peers
	

	







	

	Cycles between:
	

	Good and bad days
	

	Good and bad grades
	

	High and low achievement
	




	Overly high pain tolerance
	

	Overly low pain tolerance
	

	Bedwetting
	

	Dislikes clothes
	

	Overly sensitive to touch
	

	Hates haircuts
	

	Hates hairbrushing
	

	Poor hot / cold perception
	

	Sensitive to odors
	

	Sensitive to tastes
	

	Picky eating
	

	Eats nonfood items
	

	Doesn’t chew food
	

	Sucks thumb
	

	
	

	Excessive pretending
	

	Sensory play
	

	Tics
	

	
	

	Uncompliant
	

	Uncooperative
	

	Avoidance Behavior
	

	Disorganized
	

	Compulsive about organization
	

	
	

	Phobias
	

	Fearful
	

	Timid
	

	Shy
	











MOTOR AND LANGUAGE SKILLS

Are there any concerns about the client’s gross motor skills? Yes or No
Circle all that apply:
	
Low muscle tone
	High muscle tone
	Athetoid movement
	Ataxic movement
	Poor coordination
	Poor balance
	Weakness
	Difficulty with walking
	Difficulty with running
	Difficulty with biking
	Other (please specify):
______________________

Are there any concerns about the client’s fine motor skills? Yes or No
Please describe: ____________________________________________________________

Are there any concerns about the client’s pencil grasp? Yes or No
Please describe: ____________________________________________________________

Does the client use one dominant hand for all activities? Yes or No
Please specify:
	
	Right
	Mixed
	Left

	Writing
	
	
	

	Eating
	
	
	

	Throwing / Sports
	
	
	

	Brushing teeth
	
	
	

	Combing hair
	
	
	

	Other: __________
	
	
	



Client’s age when dominant hand was known: _________________________

Was the child ambidextrous after age 6? Yes or No

Was the child encouraged to choose one hand over the other? Yes or No
Please describe: ____________________________________________________________

Please indicate family handedness:
	
	# / Right
	# / Mixed
	# / Left

	Siblings
	
	
	

	Parents
	
	
	

	Father’s siblings
	
	
	

	Mother’s siblings
	
	
	

	Paternal grandparents
	
	
	

	Maternal grandparents
	
	
	



Are there concerns about the client’s language skills? Yes or No
Circle all that apply:


Articulation problems
Stammer / stutter
Aphasia
Vocal tics


EDUCATIONAL HISTORY

List all schools / years attended, grade completed, degrees earned:
_____________________________________________________________________________
_____________________________________________________________________________

List any educational problems:
_____________________________________________________________________________
_____________________________________________________________________________

List any labels, classifications, or educational diagnoses:
_____________________________________________________________________________
_____________________________________________________________________________

List any exceptional abilities (academic, musical, artistic, or athletic):
_____________________________________________________________________________
_____________________________________________________________________________

List extracurricular lessons (music, athletics, art, languages):
_____________________________________________________________________________
_____________________________________________________________________________

Are there concerns about the client’s academic skills? Yes or No
Circle any that apply:


Difficulty copying from board
Sloppy writing
Right / left confusion
Letter/word reversals during writing
Mirror writing
Letter/word reversals during reading

Poor reading ability
Poor comprehension

Forgetfulness
Poor time judgment
Poor organization

Remembering math facts
Difficulty with math computation
Difficulty with word problems
Difficulty with math concepts
Poor logic








7 DAY FOOD AND DRINK DIARY
Include all food, water, and other drinks

	
	Breakfast
	Lunch
	Dinner
	Snacks

	Day 1
	
	
	
	

	Day 2
	
	
	
	

	Day 3
	
	
	
	

	Day 4
	
	
	
	

	Day 5
	
	
	
	

	Day 6
	
	
	
	

	Day 7
	
	
	
	









GOALS AND PLANS

What are your goals and expectations for this program?
_____________________________________________________________________________
_____________________________________________________________________________

What are your priorities to work on?
_____________________________________________________________________________
_____________________________________________________________________________

Who will implement the program?
_____________________________________________________________________________

What length of time is available daily for parents / helpers to work on this program?
_____________________________________________________________________________

How did you first hear about this organization?
_____________________________________________________________________________

Milestones In NeuroDevelopment is a Christian organization. It is based on the understanding that the image of God is found innately in all people regardless of ability, and is dedicated to helping individuals increase function and achieve potential. It utilizes an eclectic approach to eliminating learning, motor, and speech inefficiencies.

Program recommendations are educational, and not medical, therapeutic, or psychological prescriptions. Application of said recommendations is offered for the client and family’s review, investigation, and education. It is the responsibility of the client and family to decide which, if any, recommendations, will be followed, and to implement them safely and with common sense. Megan Greenwell is licensed to practice massage therapy, but does not, nor is licensed to, practice any other branch of medicine or psychology. If medical or other licensed professional advice is needed, the family is urged to consult a licensed physician or other licensed professional.

I acknowledge that I have read and completed this information to the best of my knowledge and ability, and that I understand that neither Milestones In NeuroDevelopment, Megan Greenwell, nor those trained by or employed by her are assuming responsibility or liability for the client. I, as a client, parent, or guardian, assume full responsibility for myself or my child.

Signature ______________________________________________ Date ________________
			client / parent or guardian of dependent client





