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NEURODEVELOPMENTAL HISTORY

FAMILY AND MEDICAL HISTORY SCREEN

(To be completed by the parent/carer)



	Name of child:   
	DOB: 

	Child’s address:


	NHS No:



	School/Nursery:
	Year Group:

	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
Warrington 
WA2 9HY


Or email

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


	NEURODEVELOPMENTAL HISTORY

(To be completed by the parent/carer)



	Name of child:   
	DOB: 

	Child’s address:


	NHS No:



	School/Nursery:
	Year Group:

	Completed by:                                                                                                                Date:        



	Contact phone number:


	Description of any relevant specific examples of behaviour or communication would be useful. Please give as many examples as possible (Use a separate sheet if necessary)

	Professionals involved:

	Health Visitor/School Nurse:

	Speech and Language Therapist:

	Portage/ Early Years Teacher:

	Other Professionals (Educational Psychologist/Family Support Worker etc.):



	

	1. BACKGROUND INFORMATION

	Family: please list child’s immediate family incl. parents (birth parents/step parents) brothers and sisters (tell their names and ages) indicating with (H) those that currently live at home with your child



	Please, give some indication of the family’s social history including parental employment:



	Has the child experienced any traumatic event (e.g. serious illness or bereavement of a family member, conflict or stress within the household, separation of parents, witness or experience of any abuse.)



	

	2. CURRENT CONCERNS

	What are you particularly concerned about at this point in time?

	

	Are there any aspects of behaviour that are difficult to manage?

	

	

	3.  FOR TEENAGERS:
Does he/ she smoke, drink alcohol regularly, or use non-prescription drugs?
Has he/ she had any signs or symptoms of low mood, or been overly tearful? Had signs or symptoms of significant stress, worry, anxiety or panic? Significant change in personality? 
Has he/ she ever attempted deliberately harming themselves? Have they ever had any suicidal thoughts? 


	4. SOCIAL INTERACTION  

	Tell us a bit about his/her eye contact e.g. how often, timing, quality. Does eye contact feel appropriate?

	

	How does he/she respond when you point him/her things? Does he/she point things out to you? What age did he/she start pointing?

	

	Does he/she bring things to show or share with you or just to be fixed?

	

	How cuddly is (or was) he/she? Does(did) he/she seek cuddles/tolerate them or wriggle anyway?

	

	Tell us about how well he/she gets on with other children or Adults? Does he/she enjoy their company? Is he/she better with adults or children? Does he/she make approaches to them?

	

	How does he/she respond when others approach him/her? Is this different with adults/children?

	

	Is he/she interested in the same kind of things as other children the same age?

	

	Tell us about how he/she plays with other children? Will he/she initiate play/join in/play alongside? What sort of games does he/she play with others? Any Pretend play? Or rough and tumble?

	

	

	How does he get on when he/she plays games e.g. board games/card games/team games? Cooperative, takes turns, shares?

	

	Tell us about his/her friends? Are they older /younger?

	

	How does he/she behave with unfamiliar people?

	

	What does he/she do when he/she is upset?  Does he/she seek comfort?

	

	Tell us about how he/she responds to other people’s feelings/emotions? Are his/her responses appropriate? What will he/she do if you are upset?

	

	How do you think he/she comes across to others? Does he/she seem to “fit in” with his/her peer group?

	


	Can you have a conversation with him/her? Or will he/she only converse about something he/she is interested in? Is it a 2 way conversation?

	

	Tell us about his/her gestures, facial expressions and body language.

	

	

	9. SOCIAL COMMUNICATION 

	How old was he/she when he/she learned to talk (both single words and sentences)?

	

	Before talking, how did you know what he/she wanted? Does/did he/she point, lead you by the hand etc.? If he/she points does he/she check that you are looking?

	

	How easy was it to get his/her attention in the first few years? Did he/she respond to his/her name?

	

	What is his/her understanding like?

	

	Does he/she repeat back what you have just said (echolalia)? Or repeat chunks of copied language from e.g. TV programmes or overheard conversations?

	

	Does he/she talk about a variety of things or is his/her speech repetitive? Does he/she use one phrase over and over again?

	

	How does he/she refer to himself/herself? Does he/she use pronouns “I” /”he/she” or his/her name?

	

	Tell us about anything unusual about the way he/she speaks. Is it overly precise, unusually quiet or loud, flat etc.?

	


	How well does he/she understand metaphors and things that may have more than one meaning? Does he/she take things literally? Give examples. (e.g. “it’s raining cats and dogs”). Can he understand jokes?

	

	Does he/she ever say inappropriate things e.g. that someone is fat in his/her hearing?

	

	Does he/she seem to expect you to know what he/she is thinking?

	

	Does he/she ever use words which seems to have invented or made up? Please give examples.

	


	10. FLEXIBILITY OF THOUGHT, IMAGINATION AND BEHAVIOUR

	What is his/her pretend play like? Does he/she dress up, play a different character etc? How elaborate is his/her imagination or does he/she copy scripts?

	

	Is his play in any way repetitive? If yes, what does he/she do?

	

	Tell us about any unusual mannerisms/ repetitive motor activities E.g. flicking fingers, flapping hands, flicking light switches, twiddling etc. Does he/she spin or twirl? Does he/she tip toe walk?

	

	Tell us about any preoccupations e.g. with wheels, things that can spin, absorbing facts etc.

	

	Does he/she have anything to which he/she is particularly attached and that he/she likes to carry around with him/her? Give examples of items.

	

	Would you describe him/her as a rigid or flexible person?

	


	Tell us about how he/she responds to change in routine? /unexpected events etc.? Please give examples.

	

	Does he/she have any rituals or routine? If yes, what are they? Please give examples.

	

	How does he/she approach toys/objects? E.g. does he/she have to smell them first or touch them in a particular way?

	

	What are his /her hobbies/interest? Do these seem unusual? Obsessive? Are they social?

	

	11. SENSORY SKILLS AND OTHER

	Tell us about any unusual sensitivities e.g. to sound, touch, light, smell, taste etc. 

	


	Is there any concern about his/her eating pattern?

	

	How does he/she respond to pain?

	

	Does he/she self-injure? If yes, what does he/she do?

	

	Does he/she look at things at odd angles e.g. out of the corner of his/her eyes, through his fingers etc.?

	

	What is his/her sense of danger like?

	

	Is there concern about his/her sleeping pattern?

	

	Does he/she have any special skills?

	


	12. SENSITIVE INFORMATION

	Is there any sensitive information that you do not wish to be discussed in front of your child?

	


	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.


www.northcheshireandmersey.nhs.uk

