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Case History Form

Child’s Name: ______________________________
Sex: M  or  F          Date of Birth:___________________

Parent’s Name(s): ______________________________________________________________

Referred by: __________________________     Primary Physician: _____________________________ 

Does your child attend preschool or school?         Yes     No

School Name: ____________________ Teacher’s Name: _______________________ Grade: ________
Is child receiving school based therapy?     Yes      No
If so please list: _________________________
Pre-Natal/Birth History

What pregnancy was this child (1st, 2nd, etc)? _______   Birth Weight: _________________________

Were there any complications, illnesses and/or accidents during the pregnancy?    Yes     No

If yes, please describe: __________________________​​_____________________________________________

__________________________________________________________________________________________

Were there any complications with the birth or shortly after?   Yes     No

If yes, please describe: _______________________________________________________________________

__________________________________________________________________________________________

Other Children in the family:

Name


Age

Grade                    Disability





___________________________________________________________________





___________________________________________________________________





___________________________________________________________________





___________________________________________________________________

Early Development

Does the child have difficulty with any of the following:

________ Swallowing  ___________ Chewing    ___________ Drooling

If yes, please describe: ____________________________________________________________________________________

At what age did the child:   Sit Alone_____ Crawl _____  Toilet Trained ______ Dress Self __________

Do you feel the child is well coordinated?  Yes  or  No   What is the child’s dominant hand? Right  or  Left

Medical History

List below all illnesses, accidents, and operations which the child has had.

Illness


Age

Duration
      Severity
            Outcome

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please check yes or no.  If yes, please describe.

	 Information
	Yes     
	No     
	    Description

	Family history of learning/neurological disorder
	
	
	

	Child takes medication regularly
	
	
	

	Child has a hearing problem
	
	
	

	Child had hearing test recently
	
	
	

	Other significant medical concerns 
	
	
	


Speech/Language History

Did the child babble and coo as an infant? ______ Yes ________ No

What mode(s) of communication does your child primarily use?

____ verbal  ______non-verbal  ______ signs    ________ communication device 

Please circle which of the following best describes your child’s vocabulary:

	0-5                words/signs
	5-10           words/signs
	10-20         words/signs
	20-50            words/signs
	50 +         words/signs
	100 +           
words/signs


Please fill out the following information on the age your child began using language.

	Acquisition of Words/Signs  
	Age
	Examples of Words/Sentences/Signs

	1st word
	
	

	Combining 2 words
	
	

	2-3 word phases
	
	

	Sentences
	
	


Did speech and language ever seem to stop for a time?     Yes   or    No   

Is the child aware of the problem?  Yes  or  No

Please describe your concerns: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Pleas list the child’s interest: __________________________________________________________________________________________________________________________________________________________________________________________

Please indicate your goals for therapy:

__________________________________________________________________________________________________________________________________________________________________________________________









