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PEDIATRIC REHABILITATION OF NORTH JERSEY, PC

60 Owens Drive, Suite 115

Wayne, NJ  07470

Phone: (973) 956-2900
Fax: (973) 956-7900
Patient Medical History Form

Patient Name:  _______________________________
Date of Birth:  ___________

Reason for referral:  _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Medical History:

Illness/allegries:______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Hospitalization/surgeries: (Please include dates and approximate length of stay)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
For Developmental Referrals: (Please list any complication during pregnancy and delivery. Also include the child’s sleeping and eating patterns):   ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Current Medications (Name and dose):  _________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are there any other family/ financial concern that would affect treatment plan for this child? __________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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