Dr. Mandelberg’s Follow-up Form
11835 W. Olympic Blvd. Ste. 1200E 

Los Angeles, CA 90064

Office: (310)996-8990 ext. 7

Fax: (310)996-8991  
Note: Some questions may not apply depending on your child’s age.
Child’s Name: __________________________________

 Date: ____________

Child’s Age: ____________________________

Pediatrician: ____________________________________
Since your last appointment, what concerns do you have? ________________________________________________________________________________________________________________________________________________________________________________________________________________________Current Symptoms/Issues: ________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Updates on your child’s development and behavior (abilities, strengths, diagnoses and problems) ________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

What do you hope to gain from this follow up? ________________________________________________________________________

________________________________________________________________________

If there are changes to your family’s circumstances potentially affecting your child’s development, please describe: ________________________________________________________________________________________________________________________________________________ Are there any updates in your child’s health history since your last visit?
________________________________________________________________________________________________________________________________________________
Current Medications / Supplements, schedules and dosages (if any):
________________________________________________________________________________________________________________________________________________

Allergies to medications: __________________________________________________

Appetite: ________________________________________________________________

Sleep / Energy: ___________________________________________________________

Pains / Complaints: _______________________________________________________

Diet: ___________________________________________________________________

Behaviors: ______________________________________________________________

Mood / Anxiety: _________________________________________________________

Recent testing: _________________________________________________________

Other issues: _____________________________________________________________

_______________________________________________________________________

Current Interventions (if any):

School:

    Name of school / Grade____________________ Type: Gen Ed/Special Ed/Private
     Teacher: _______________________________Phone number: _____________

How satisfied with program: _________________________________________

Specific services: ___________________________________________________


Comments: _______________________________________________________

Physical Therapy: 


Name of therapist _________________________ Frequency: ______________

Phone number: ___________________________ 


How satisfied with services: __________________________________________


Comments: _______________________________________________________

Occupational Therapy:


Name of therapist _________________________ Frequency: ______________

Phone number: ___________________________


How satisfied with services: __________________________________________


Comments: _______________________________________________________

Speech Therapy:

Name of therapist: _________________________ Frequency: _____________

Phone number: ___________________________


How satisfied with services: __________________________________________


Comments: _______________________________________________________

Behavior Therapy:


Name of therapist / agency__________________ Frequency: ______________

Phone number: ___________________________


How satisfied with services: __________________________________________


Comments: _______________________________________________________

Educational Therapy:


Name of therapist / agency__________________ Frequency: ______________


Phone number: ___________________________


How satisfied with services: __________________________________________


Comments: _______________________________________________________

Psychological Therapy: 

Name of therapist / agency__________________ Frequency: ______________


Phone number: ___________________________ 


How satisfied with services: __________________________________________


Comments: _______________________________________________________

Other Subspecialists / Care Providers:


Name of specialist: ________________________Last visit: ________________

Update: __________________________________________________________


Name of specialist: ________________________Last visit: ________________

Update: __________________________________________________________

Other Activities / Extracurricular / Community Activities:_____________________
_______________________________________________________________________

Other comments: _______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Please return form to assistant@dbpeds.com , you may fax it to 310-996-8991, or you may bring it in to your appointment.  
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