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Speech/Language Case History Form

Name: __________________________

Preferred Pronouns: ________________

Social Security #: ___________________

Date of Birth: ____________________

Chronological Age: _______________

Address: _________________________________

________________________________________

Phone number: ____________________

Parent/Guardian: ________________________      Phone number: _____________
                              
                              Email: ____________________

Referred by: _____________________

Medical Doctor: ____________________

Reason for Referral: __________________________________________________

__________________________________________________________________

_____________________________________________________________________________


Medical Diagnosis: _____________________________________________________________


Hearing status: ________________________________________________

Vision status: _____________________________________________________

Behavioral Concerns: __________________________________________

Languages spoken in the home: ________________________________


Please describe pregnancy and delivery: ____________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________


When did your child say his/her first word? __________________________

When did your child sit up _______________   crawl__________________

walk______________

Please describe current communication status and any recent changes in function: 

____________________________________________________________

_____________________________________________________________

____________________________________________________________


Is there any family history of speech/language or hearing disorders? _________________

_____________________________________________________________________

____________________________________________________________________ 

Please describe prior history of speech/language evaluations or intervention: __________

____________________________________________________________

_____________________________________________________________________


Please describe any feeding or swallowing needs or concerns: _______________

____________________________________________________________________

____________________________________________________________________


Briefly describe literacy level: __________________________________

___________________________________________________________    

Areas of interest or
 motivating activities ____________________________________________

______________________________________________________________

Any other information you feel would be relevant and helpful ____________  

________________________________________________________________ 

________________________________________________________________ 

_____________________________________________________________________


__________________________________________________________________________
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