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Pediatric Evaluation Parent Form

What is your child’s name?

Today’s date:


What is your child’s birth date?

How old is your child?


Was your child in an automobile accident? 
Yes 
No

Was your child riding in a “safety bucket”? 
Yes 
No


If yes, was the bucket:
In the 
rear seat or 
front seat?



Facing
forward or
backward?

Was your child in a “booster” seat?
Yes
No

Was the vehicle struck from the
Rear
Front
Left Side
Right Side


Please describe:


List any visible bumps, bruises, scrapes, cuts, etc. on your child that were caused by this accident:

Has there been a change in your child’s eating habits?
Yes
No


If yes, please describe:


Has there been a change in your child’s sleeping habits?
Yes
No


If yes, please describe:


Has there been a change in your child’s disposition?
Yes
No


If yes, please describe:


Does your child cry if a parent attempts to change its sleeping position?
Yes
No

Does your child wake up crying frequently at night?
Yes
No

Are there any other alterations of your child’s normal sleep pattern?
Yes
No


If yes, please describe:


Does your child have a fever of unknown origin?
Yes
No

Does your child have a loss of appetite or other recent eating disorder?
Yes
No


If yes, please describe:


Does your child have a recent change in “bathroom” habits?
Yes
No


If yes, please describe:


Has your child recently become irritable, restless, or grumpy?
Yes
No


If yes, please describe:
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