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	NEURODEVELOPMENTAL HISTORY

FAMILY AND MEDICAL HISTORY SCREEN

(To be completed by the parent)



	Name of child/ young person:
	DOB:

	Child’s address:


	Age:

	School/Nursery:
	Year Group:
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Completed by:                                                                                                                   Date:        


	Contact phone number:


Please complete all sections and give as much detail as possible.
	1. FAMILY HISTORY


	Has anyone in your child’s birth family (including cousins, grandparents, etc) ever been 

suspected to have or been diagnosed with: ADHD, Autism (or Aspergers), co-ordination difficulties (or Dyspraxia), learning difficulties (e.g. Dyslexia or dyscalculia), Speech and language difficulties, Genetic conditions?

	No 
	Yes 

Details


	Is there any history of heart conditions or sudden unexpected deaths in the child’s biological family?


	No 
	Yes 

Details


	Is there any history of drug or alcohol addiction in the child’s family? 

	No 
	Yes 

Details



	2. PREGNANCY HISTORY

Did the birth mother have any physical or mental health difficulties during pregnancy?

No 
Yes 

Details
Was the birth mother taking any medication during pregnancy, and if so, what for?

No 
Yes 

Details
Did the birth mother smoke or vape during the pregnancy? 

No 
Yes 

Details
Did the birth mother drink alcohol during the pregnancy? If so, what did she drink, how much, and how often?

No 
Yes 

Details
Did the birth mother use any non-prescription drugs during the pregnancy? If so, what did she take, how much, and how often?

No 
Yes 

Details
Did the birth mother have any stressful events during pregnancy?

No 
Yes 

Details
During the pregnancy, were there any problems or concerns relating to: Yes 
Results of scans/neonatal screening?

Bleeding, trauma, etc?

Blood pressure problems?

Infections?

Need for increased monitoring, extra scans, etc



	3. DELIVERY
Was your child born at the expected time? (full term is considered to be 37-40 weeks)
Yes 
No
Details
Were there problems during labour that required intervention for birth mother or child?

e.g loss of blood, foetal distress/low heart rate, emergency caesarean section delivery, etc
No 
Yes 

Details

What was your child’s birth weight?
Did your child require any special care after birth? 

e.g oxygen, light therapy, incubator, IV antibiotics, etc
No 
Yes 

Details
If they were in special care, how long were they in hospital, and did they need any follow up for on-going health concerns following birth?
4. EARLY DEVELOPMENT
Did your child seem late in starting to sit/ crawl/ walk/ run? (Most children sit unsupported by 9 months, crawl by 12 months, walk by 18 months, run by 2 ½ yrs)
No 
Yes 

Details
Did their first words seem late? (Most children’s first words are at around 12-15 months)
No 
Yes 

Details
Did your child lose some or all of their communication skills? e.g stop using the words or phrases they had already learned? If yes, at what age? Was there an explanation for this?
No 
Yes 

Details
5. MEDICAL HISTORY

Has your child ever had any serious illnesses, operations, hospitalisations?
No 
Yes 

Details

Is your child under the care of any Doctors/ specialists for any health concerns? Please give details of when they were last seen and any previous or awaited investigations?

No 
Yes 

Details
Does your child take any regular medication?
No 
Yes 

Details
Has your child ever had any significant head injuries? i.e that caused vomiting, drowsiness, headaches, blurred vision, confusion, loss of consciousness/ need for admission to hospital?

No 
Yes 

Details
Has your child ever had any- Seizures - Convulsions- Fits, Faints or “Funny spells”. Have they ever been diagnosed with Febrile seizures/ Epilepsy/ Non-epileptic seizures/ absences

Have you noticed any loss of skills after a single or cluster of episodes?
No 
Yes 

Details

6. CURRENT FUNCTIONING
Do you have concerns about their ability to learn or carry out tasks of daily living? e.g washing themselves, using public transport, finding their way home (compared to others of their age.) 
No 
Yes 

Details

Does your child have any stiffness in their arms or legs? Do they persistently walk on their toes?
No 
Yes 

Details

7. VISION AND HEARING

Have you ever had any concerns with your child’s vision or hearing? Do they wear any aids such as glasses or hearing aids?
No 
Yes 

Details

Does your child have any unusual physical characteristics e.g. Numerous large birth marks/ unusually shaped facial features/ significantly shorter or taller than would be expected for the family?
No 
Yes 

Details



	Any additional health information? 




	Thank you for completing this form. Please return to:

The child development centre 

Sandy lane

Or email

bchft.ndpwarringtonenquiries@nhs.net or bchft.neurodevelopmentpathwayreferrals@nhs.net.
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