
 SIGNATURE OF PARENT AUTHORIZES PLACEMENT OF INTAKE FORM IN CHILD’S AGENCY RECORDS. 
FIRMA DEL PADRE QUE AUTORIZA LA MATRICULA DE LA FORMA DE ENTRADA DE SU NIÑO(A) PARA LOS REGISTROS DE LA AGENCIA. 

 

HEALTH INTERVIEW  
Entrevista de Salud 

Child’s Name: 
Nombre del nino 

Date of Birth: 
Fecha de Nacimiento 

Diagnosis: 
 

BIRTH HISTORY 
HISTORIA PARTO 

 

Prenatal care began at         1st trimester    2nd trimester     3rd trimester    No prenatal care    Unknown 
El cuidado prenatal comenzó en          

 
Maternal diseases, illnesses or conditions during pregnancy:__________________________________________ 
Enfermedades de la madre/ condiciones durante el parto  

 

Medication during pregnancy: ___________________________________________________________________ 
Medicamento tomado durante del embarazo 
 

Usage during pregnancy:  Drugs   Yes Si    No No      Alcohol   Yes Si    No No      Tobacco   Yes Si    No No       

Usar durante el embarazo           drogas                                                alcohol                                                    tobaco 
Labor and Delivery 

Parto 

Weeks gestation: ________   Birthplace:_____________________   Number of previous pregnancies:_____ 
Semanas de gestación                         Lugar de nacimiento                                               Numero de embarazos anteriores   
 

Length of labor: ________   Natural    Caesarian Section    Induced    Anesthesia used 
Horas que estuvo de parto                  natural             cesarea                              inducido            anestesia usada 
 

Was labor difficult?   Yes Si    No No      If yes, what were difficulties:___________________________________ 
Fue difícil el parto                                                     cuáles fueron las dificultades 

Neonatal History 
Historia Neonatal 

 

Birth weight: ________   Infant’s condition at birth:_________________________________________________ 
Peso al nacer                            condición del bebé al nacer 
 

NICU:  Yes    No  If yes, why?____________________        Breast fed:   Yes  No      Bottle fed:   Yes  No  
                   Si            No   Si es así, ¿por qué?                                                      De pecho                Si           No       De botella             Si          No 

DEVELOPMENTAL HISTORY 
Historia del Desarrollo 

 

Please indicate the approximate age your child did the following: 
Por favor, indique la edad aproximada que cada cosa ocurrió 

 
_____ Sat unsupported Se sentó sin apoyo         _____ Crawled gateo                   _____ Stand supported  suporto con apoyo 

 

_____ Walked camino solo                   _____ First words primeras palabras                   _____ Toilet trained Aprendió a ir al baño 

 

Is there anything regarding your child’s development that you feel is important we understand? 
¿Algo raro en el desarrollo de su hijo/a que usted siente que sea necesario que nosotros sepamos?   

 
 
 
 
 
 
 

https://audio1.spanishdict.com/audio?lang=es&text=el-cuidado-prenatal-comenz%C3%B3-en
https://audio1.spanishdict.com/audio?lang=es&text=el-cuidado-prenatal-comenz%C3%B3-en
https://audio1.spanishdict.com/audio?lang=es&text=uso-de-tabaco-durante-embarazo
https://audio1.spanishdict.com/audio?lang=es&text=uso-de-tabaco-durante-embarazo


 SIGNATURE OF PARENT AUTHORIZES PLACEMENT OF INTAKE FORM IN CHILD’S AGENCY RECORDS. 
FIRMA DEL PADRE QUE AUTORIZA LA MATRICULA DE LA FORMA DE ENTRADA DE SU NIÑO(A) PARA LOS REGISTROS DE LA AGENCIA. 

 

Any recent or upcoming surgeries, procedures or medical treatments:  
Cualquier cirugias, procedimientos o tratamientos medicos recientes 
 
 
 
 
 
 
 

MEDICAL DEVICES 
 
 Tracheostomy:  Type________________   Size__________   Oxygen_________   Date of Placement:________ 
    
 Gastronomy Tube:  Type___________________ Size___________________ Date of Placement:________ 
 
 Porta Cath:  Type___________________ Size___________________ Date of Placement:________
   Reason for cath________________________________________________________________ 
 
 Pacemaker:  Type___________________ Model__________________ Date of Placement:________ 
   Parameter Settings________________________ Electro Cardiologist_______________ 
 
 Apnea Monitor: Type___________________ Model__________________ Date of Placement:________ 
   Parameter Settings________________________ 
 
 Ventricular/Peritoneal Shunt     Date of Placement________________ Date of Revisions______________________ 
   Symptoms of Blockage _________________________________________________________ 
 
 Colostomy  Type of Bag______________ Size___________________ Date of Surgery_________________                      
                 Reason______________________________________________________________________ 
 
 Vagal Nerve Stimulator               Date of Placement:________________ 
 
 Baclofen Pump          Date of Placement:________________ 

 

 
 

 

Parent / Guardian Signature:  _________________________________________________Date: _________________ 
Firma del padre/guarda             Fecha 
 

NURSING NOTES 
(office use only) 

 

_____  Action Plan(s)   Seizure  Allergy  Asthma Action Plans Received:__________ 
_____    MD Note(s)   Dietary  Sleep    MD Notes Received:____________   
_____ Medication Dispensation Forms Completed (if needed) 
_____ Immunization Records 
 

 


