

ANAMNESIS – INFORMATION FORM FOR ASSESSMENT

1. Identification
Name (Person to be assessed): 
Date of birth:					Age:				
[bookmark: _GoBack]Address: 
Contact number: 
Mother’s name, age and profession: 
Father’s name, age and profession: 
Brother’s name, age and profession: 
Sister’s name, age and profession: 
Please inform if parents are deceased, retired, separated, if a member of the family doesn’t live together or any other relevant information. 
Home language: 

2. Reason for assessment/consultation (chief complaint):
	


3. Who referred you (or your child) for the assessment:
	


4. History of the current problem - Please describe how and when it has appeared in life.
	



5. Interventions / Support: What other (if any) interventions or support have been received up until this point? Details.
	



6. How does this problem affect daily life?
	



7. Personal history
	Pregnancy - Prenatal
	YES
	NO
	Relevant Details

	Were the routine medical examinations carried out? 
	
	
	

	Use of medication during pregnancy?
	
	
	

	Was there contact with any chemical element (e.g., lead, drugs)?
	
	
	



	Birth
	YES
	NO
	Relevant Details

	Born at full-term?
	
	
	

	Born naturally?
	
	
	

	Caesarean?
	
	
	

	Was the delivery unusual in any way? (Cry? Turn purple or yellow? Needed oxygen?)
	
	
	



	Motor milestones
	Approx. Age Achieved
	Anything unusual? Describe. 

	Head support
	
	

	Rolling Over
	
	

	Sitting Independently
	
	

	Crawling
	
	

	Walking Independently
	
	

	Running Steadily
	
	

	Pincer Grasp
	
	

	Scribbling 
	
	

	Utensil Use (Spoon)
	
	

	Utensil Use (Fork/Knife) 
	
	

	Drawing Basic Shapes
	
	

	Shoe Tying
	
	

	Hand Dominance (Handedness):
	
	

	Right-Left Discrimination 
	
	

	Are you currently experiencing any difficulties? If yes, please specify (e.g., with coordination, balance, handwriting, or precise hand movements).



	Speech and Language development
	Approx. Age Achieved
	Anything unusual?

	Babbling
	
	

	First words
	
	

	Phrase Speech (2-word combinations)
	
	

	Sentence Speech (3+ words)
	
	

	Fluent Speech (clear articulation)
	
	

	Please describe your current experience with verbal expression. Do you notice any difficulties with fluency (like stammering or getting "stuck")? Overall, how easy is it for you to convey your thoughts?



	Toilet Training & Elimination
	Approx. Age Achieved
	Relevant Details 

	Acquisition of Bladder Control: Daytime 
	
	

	Acquisition of Bladder Control: Night-time
	
	

	Acquisition of Bowel Control
	
	

	History of Encopresis (Soiling) - (If applicable, age range)	- Frequency, any treatments/strategies, impact: 

	History of Enuresis (Bedwetting) - (If applicable, age range) - Frequency, any treatments/strategies, relationship to constipation: 



	Social/Adaptive Skills
	Approx. Age Achieved
	Relevant Details 

	Social Smile:
	
	

	Wave "Bye-Bye":
	
	

	Pretend Play:
	
	

	Dressing Independently:
	
	



	Eating habits
	(Yes/No)
	Relevant Details 

	Breastfeeding:  
	
	

	Bottle Use:
	
	



	Current Eating habits
	Relevant Details / Examples

	Portion Size: (Small/Medium/Large)
	

	Variety: (Adventurous/Selective/Restricted) 
	

	Notable Behaviors: 
(e.g., constant hunger, food repetition, etc.)
	



	Sleep habits 
	Weekdays
	Weekends or Holidays

	What time do you usually wake up or get up?
	
	

	What time do you usually go to sleep?
	
	

	Do you usually wake up in the morning well rested?
	
	



	Sleep pattern 
	Y/N
	How often?

	Difficulties to induce sleep (fall asleep)?
	
	

	Difficulties in sleep maintenance? Do you wake up during the night?
	
	

	Talking in sleep
	
	

	Walking in sleep
	
	

	Grinding teeth 
	
	

	Moving around a lot in bed (restless sleep)
	
	

	Quick movements (e.g. kicking, jumping, arm flailing)
	
	

	Snoring loudly 
	
	

	Nightmares, night terrors. 
	
	

	Afraid of the dark
	
	

	Sleeping in parent’s bed or moving to parent’s bed during the night?
	
	

	Sweating a lot during sleep
	
	



	Medical & Health History

	Significant Illnesses & Injuries
	✓ (If Applicable)
	Approximate Age / Date
	Relevant Details & Comments

	Meningitis or Encephalitis
	
	
	

	Seizures or Epilepsy
	
	
	

	Significant Head Injuries
	
	
	(e.g., with loss of consciousness)

	Loss of Consciousness (from any cause)
	
	
	

	Other Major Physical Injuries
	
	
	

	Chronic & Recurrent Conditions
	✓ (If Applicable)
	Approximate Age / Date
	Relevant Details & Comments

	Chronic Ear Infections
	
	
	

	Allergies (Food, Environmental, Medication)
	
	
	(Specify allergen and reaction)

	Other Relevant Medical Conditions
	
	
	(e.g., asthma, diabetes, autoimmune)

	Hospitalizations & Procedures
	✓ (If Applicable)
	Approximate Age / Date
	Relevant Details & Comments

	Any Hospitalizations
	
	
	(Reason and duration)

	Any Surgeries
	
	
	(Type and reason)

	Sensory & Neurological Screen
	✓ (If Applicable)
	Approximate Age / Date
	Relevant Details & Comments

	Formal Hearing Test
	
	
	(Result, if known)

	Formal Vision/Eye Test
	
	
	(Result, if known)

	Nervous Habits or Tics
	
	
	(e.g., nail-biting, hair-pulling, grimacing)

	Mental Health & Substance Use
	✓ (If Applicable)
	Approximate Age / Date
	Relevant Details & Comments

	Diagnosed Mental Health Condition
	
	
	(Diagnosis and date)

	Current Mental Health Therapies
	
	
	(Type, e.g., CBT, frequency)

	Current Medications & Treatments
	✓ (If Applicable)
	Approximate Age / Date
	Relevant Details & Comments

	Prescription Medications
	
	
	(Name, dosage, reason)

	Other Therapies/Treatments
	
	
	(e.g., physiotherapy, acupuncture)

	Substance Use (Please be as specific as possible)
	✓ (If Applicable)
	Approximate Age / Date
	Relevant Details & Comments

	Tobacco/Nicotine Use
	
	
	(Type, frequency)

	Alcohol Use
	
	
	(Frequency and typical quantity)

	Other Substances or Gambling
	
	
	(Substance, frequency, concerns)



Sexuality - Any relevant comment? 
	


Religion - Do you participate in any religion or spiritual group in the present? Which? 
	



8. Family background and family situation
Please describe your relationship with your parents and siblings. 
	


What about the other members of family such as grandad, aunt, cousins?
	


Who is responsible for the finances at home? 
	


Who does the household tasks? Do you do chores? Which and how often? 
	


Please mention any important medical or psychological condition in the family. 
	



9. Psychosocial history
	General social behavior: 
	

	Do you prefer to play/do things alone or with others?
	

	Are you careful with your toys/personal belongings? 
	

	Do you tidy/clean as you go? 
	

	Do you prefer outdoor or indoor play/activities? 
	

	What do you do in your leisure time? 
	

	Do you have any difficulty in experiencing leisure? (any withdrawal, shyness?) 
	

	Do you have friends?  How often do you meet them? 
	

	Is it easy for you to make new friends? Do you initiate friendship? 
	

	Are you a leader? A follower?
	

	Do you feel comfortable with sharing? 
	

	How do you feel/act when you are the centre of attention?
	



10. School 
When did you start school? Did you go to creche? Preschool? Any issues? 
	


Current level of education and school: 
	


What are your grades (in average)? Any difficulties learning? 
	


Do you have a study routine at home? Do parents track learning progress? 
	


Repeated a year? Which? When? 
	


Has the school or other professionals ever referred you for assessment? When? Why? 
	


Have you ever been in any special programs? Specify. 
	


Describe your relationship with peers and teachers. 
	


Attach evidence of the difficulties reported. Samples to include:
1. Samples of the student’s unedited writing (journal entry, creative story, etc)
2. The student's progress report or report card showing a history of difficulties.
3. Reports / other official documents.   

11. Work - What do you work with? What are the challenges you face at your work? What are the problems that peers/manager point related to your work? 
	




12. Would you like to add any other relevant information?

