Evaluating a New Patient for Appointments for the Rett Center

1. Has your child had MECP2 testing? Yes No

Which mutation in the MECP2 gene does your child have?

2. Do you have concerns about:

a. seizures Yes No
b. ability to stand or walk Yes No
c. breathing problems Yes No
d. poor weight gain and/or height growth Yes No
e. constipation Yes No
f. do you have problems feeding your child? Yes No
g. scoliosis (curvature of the spine) Yes No
h. dental problems (oral pain, cavities,

teeth grinding, gum problems...) Yes No
I. anxiety Yes No

3. Has your child ever had the following tests done:

a. EEG (brain waves) Yes No
b. EKG (heart rhythm test) Yes No
c. MRI of the brain Yes No
d. CT scan Yes No
e. Gl testing, swallow evaluations Yes No
f. Speech and language, PT, OT psychological testing Yes No
g. Measurements of her weight, length, and head size since birth

Yes No

If so would you please share or obtain copies and bring for review?

4. Has your child been evaluated in the past by

a. geneticist Yes No
b. dentist Yes No
c. gastroenterologist Yes No

5. Please list the services your child is currently receiving:
PT oT Speech therapy Other

6. Are there other questions you would like to have addressed?

7. s there a particular specialist you wanted to see?

It will be useful for you to email (rett@montefiore.org), fax ahead (718 654 8078) or bring
copies of the results for our doctors to review.

Thank you for your time and assistance.



