PATIENT HISTORY FORM/QUESTIONAIRE

(CRIBS AND ENCLOSED BEDS)

The following is a true and accurate account of  ________________________________

medical, physical and mental condition.  I am providing this information for insurance purposes for reimbursement for a hospital type crib/enclosed bed without top.  All information is confidential and may not be released to other individuals without my written consent.  





_________________________________

Signature of Parent/Legal Guardian/Date

The following is an accurate and true account of this patient’s medical, physical and mental condition.

_______________________________

Signature of Physician/Therapist/R.N.

Date: _______________    Equipment Requested: __________________________________

Patient Name: ________________  Date of Birth: _______________  Phone: ____________

Address: __________________  City: _______________  State: _____  Zip Code: ________  

Height: ______  Weight: ________  Diagnosis: ____________________________________

Does this patient have seizures?  _______________

If yes, what type? ___________________________  How often do they occur? ___________

What medication is being administered? __________________________________________

Do the seizures affect his/her respiratory status? _______  If yes, in what way?  __________

___________________________________________________________________________

Is there potential for injury with the seizures? ______________________________________

If yes, please explain: _________________________________________________________

Does he/she require special positioning not feasible with a regular bed? _________________

Does he/she require frequent immediate changes in positions? ________________________

Does the need for special positioning relate to respiratory, GI, cardiac, and/or orthopedic problems? ________________________________  If so, please explain all that apply: _____
 ___________________________________________________________________________
Does he/she ever require prompt intervention for medical crisis? ______________________

If yes, please explain: _________________________________________________________

Does the patient have any GI problems? __________________________________________

Is the patient on medication? ___________________________________________________

What orthopedic problems exist that require special positioning? ______________________

Has there been surgical intervention? ____________________________________________

Is the patient self-abusive? _____________________________________________________


If yes, what type of injuries has he/she sustained? __________________________________

Has he/she ever required medical attention due to self-inflicted injuries? ________________

What medications have been administered to reduce this behavior? ____________________

What behavioral modifications have been tried to reduce this behavior? _________________

Does he/she tolerate confined areas? _____________________________________________

Does he/she prefer confined areas? ______________________________________________

If yes, please explain: _________________________________________________________

Does he/she have any sleep disturbances? _________________________________________

What is the average number of hours of sleep per night? _____________________________

What behavioral modifications have been tried to improve sleep habits? _________________

Does he/she attempt to wander during the night? ___________________________________

What potential problems exist due to wandering? ___________________________________

Does he/she recognize danger or show signs of fear? ________________________________

Does he/she continue with inappropriate behaviors despite danger? ____________________

If yes, please explain previous episodes in detail: ___________________________________

 ___________________________________________________________________________

Please list any additional comment that may help in the evaluation of this request:  

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

