Children’s Neuropsychological Services LLC
26 Chestnut Street, Suite 2E Andover, MA 01810
Phone: 978-749-2700/ Fax: 978-749-2709
www.childrensneuropsych.com
CNS Pediatric Questionnaire (to be filled out by Parent/Guardian)

PLEASE READ: Ideally the questionnaire will be filled out and mailed/faxed to CNS prior to the evaluation
but it also can be submitted or completed on the day of the evaluation. We encourage you to read
through the evaluation completely prior to filling it out to become familiar with the questions.

Name of person being evaluated: Date of Birth
Date of Evaluation:

Name of person completing questionnaire:
Relationship to person being evaluated:

Main Concerns (write on back of sheet or attach a sheet if necessary)
[0 Additional notes on back [ see attached sheet

Does the child have any behavioral problems?

Does the child have any school study problems, besides those listed in main concerns?

Please describe the child’s strengths.

Please describe the child’s weaknesses.
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FAMILY HISTORY
Please list as appropriate

Current Age Birth weight

This Child

Brother or Sister

Brother or Sister

Brother or Sister

Brother or Sister

Is this child: [ Biological [ Adopted [ A Foster Child [ Other Family Member:

With whom does the child live with at the present time? (Include parents, brothers, sisters,
grandparents, other relatives, friends, etc...)

What language(s) is used in the home?
What is the mother’s education? her occupation?
What is the father’s education? his occupation?
Please list anybody in the child’s family who is left-handed or mixed-handed

Please list anybody in the child’s family who has had problems in school:

Person (parents, grandparents, Problem (language, reading, writing, spelling,
brothers, sisters, aunts, uncles, etc...) etc...)

Please list anybody in the child’s family who has had behavior problems:

Person (parents, grandparents, Problem (overactive, restlessness, withdrawn,
brothers, sisters, aunts, uncles, etc...) etc...)

Has anybody in the child’s family ever suffered from:

Person(s)
Seizures/Epilepsy
Other Neuropsychological Disease or Disorder
Emotional Problems
Mental Retardation
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BIRTH HISTORY
Did the Doctor note any problems with the mother’s pregnancy? labor? delivery?

Which (1%, 2™, 3™ etc...) was this child of the mother’s pregnancies?
Was child full-term? Was he/she born at expected time?
Age of mother at delivery? Age of father at delivery?

MEDICAL HISTORY (CHILD)
Condition of child at birth?

Did child have jaundice, “Rh” problems, chemical abnormalities, etc...
Has child had seizures, convulsions? [ Yes [ No If yes, at what age?

Were seizures/convulsions associated with a high fever? [ Yes [ No [J not sure
Has child ever had a serious illness? [ Yes [ No If yes, what?

If yes, at what age? For how long?
Has child ever been hospitalized? [ Yes [ No If yes, why?

If yes, at what age? For how long?
Has child ever had any operations? [ Yes [ No If yes, at what age?

If yes, at what type of operation?
Does the child have any allergies? [ Yes [0 No If yes, please list allergies

Has the child ever had any head injuries? [ Yes [ No If yes, at what age(s)?

If yes, what happened?
Was child unconscious? [ Yes [0 No Dizzy [0 Yes [0 No Have a headache 7 Yes [0 No
Was the child seen by a physician? [ Yes [ No

How often does the child have abdominal pain/vomiting? ™1 Yes [ No
If yes, when does this occur?
How often does the child have headaches?
How are these headaches treated?
Does the child have vision problems? [ Yes [ No (please specify)

Does the child have hearing problems? [ Yes [ No (please specify)

Has child had a history of frequent ear infections? [ Yes [ No
If yes, how often? What age did they start? stop? [ Still happening
Please list all of the medications the child takes?
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DEVELOPMENTAL HISTORY
As an infant, was the child fussy? [ Yes [0 No Over-sleepy? [0 Yes [ No Difficult to rouse? [
Yes O No
Compared to other children did this child have difficulty learning:
To talk? To understand?
Gross motor skills (walking, talking, hopping, riding bike, etc...)?
Fine motor skills (fastening buttons, zippers, drawing, etc...)?
Early school related skills (colors, alphabet, etc...)?
To play/socialize with other children?
To build with blocks, play with puzzles, etc...?
DEVELOPMENTAL HISTORY (continued)
Has the child had difficulty in separating? At what age?
When was the child toilet trained for day? For nights?
Has the child had any sleeping difficulties?
Has the child had any eating difficulties?
Which hand does he/she prefer? for writing? for sports?
At what age did he/she show a clear hand preference?
Does child play with older, younger or same age children?
Does child have the opportunity to play with children of the same age?
Has child ever had psychotherapy/counseling? [ Yes [0 No Whatage?  Duration?

SCHOOL HISTORY
What grade is child presently in? Has he/she ever repeated a grade? [ Yes [ No If yes, which

VRt schooling, if any, did child have prior to first grade? (please specify)

Did child have pre-kindergarten screening?
If yes, did he/she pass? [ Yes [ No

In which grade did school problems become noticeable? (where appropriate)

Which grade(s)?
What services have been provided?
Does child have an Individualized Education Plan (IEP)? [0 Yes [ No

Does child have resource room help now? [ Yes [ No If yes, how often?

For which academic skills?
Has child had frequent change of school(s)? [0 Yes [ No If yes, describe:

What is the child’s present school? (please give full address)
School Name:
Street:
City: State Zip:
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Who is the appropriate contact person for details of the child’s school work?

Signature of Parent/Guardian: Date:

Parent/Guardian Contact Information:

Home Phone: Cell Phone: Other Phone:

Preferred phone: [0 Home [ Cell O Other Besttime to call:

Email Address:

Mailing Address:
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