SPEECH / LANGUAGE CASE HISTORY
This information is for the use of school personnel only.  Please complete appropriate questions.
	Brothers and Sisters

	Name                                               DOB           Gender       Grade         Speech/Other Problems

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	Others living in the home:
	     

	Other language spoken in the home:
	     

	If employed, name of person caring for your child:    
	     

	Address:
	     

	Phone:     
	     

	Name:
	     
	
	Gender:
	     
	DOB:
	     

	Address:
	     
	
	Intake Date:
	     

	
	     
	
	CA:
	     

	Phone:
	     
	
	Informant:
	     

	Business Phone:
	     
	Other:
	     

	Mother:
	     
	Age:
	     
	Occupation:
	     

	Father:
	     
	Age:
	     
	Occupation:
	     


Prenatal / Neo-Natal History
Pregnancy:  (check all that apply)
	     
	Normal
	
	

	     
	Difficulties (Specify) :
	     

	     
	Number of Pregnancies
	     
	Order of this Pregnancy

	     
	Number of Stillbirths
	     
	Number of Miscarriages

	Labor:         
	Length of Hard Labor
	     

	Delivery:
	            Premature (Specify Time)
	     

	
	            Normal
	              Breech

	
	            Late (Specify Time)
	     

	
	            Instruments Used
	              Ceasarean Section 

	Birth:
	       Weight                   Length

	     
	Required Oxygen
	     
	Jaundiced

	
	Problems during first 2 weeks (specify)
	     

	     
	Health (specify)
	     

	
	Feeding
	
	Sleeping
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Developmental Age History
	Sitting
	     
	

	Walking
	     
	

	First Tooth
	     
	

	Toilet Trained
	        Day
	        Night

	
	
	

	
	
	


Medical History (check all that apply)

	 FORMCHECKBOX 
    Illness and/or Hospitalization (Specify)
	     

	 FORMCHECKBOX 
    High Fevers       Temperature
	     

	                               Length of Time
	     

	 FORMCHECKBOX 
    Ear Infections
	 FORMCHECKBOX 

	Hearing Problems

	 FORMCHECKBOX 
    Hearing Tested              Date
	     
	Place       

	        Recommendations         

	 FORMCHECKBOX 
    Vision Problems (Specify)
	     

	 FORMCHECKBOX 
    Dental Problems (Specify)
	     

	 FORMCHECKBOX 
    Allergies (Specify)
	     

	 FORMCHECKBOX 
    Medication taken regularly
	     

	 FORMCHECKBOX 
    Family Health Problems
	     

	
	

	
	


Speech/Language History
 FORMCHECKBOX 
   Yes
 FORMCHECKBOX 
   No

Did your child babble and coo during infancy?

     
  When did your child say his/her first word?

         When did your child begin to use phrases?

 FORMCHECKBOX 
   Yes
 FORMCHECKBOX 
   No

Does not make all speech sounds  (rephrase this???)
 FORMCHECKBOX 
   Yes
 FORMCHECKBOX 
   No

Repeats words.  If yes, when      
       Voice is
 FORMCHECKBOX 
   hoarse
 FORMCHECKBOX 
   husky
 FORMCHECKBOX 
   nasal
 FORMCHECKBOX 
   denasal

 FORMCHECKBOX 
   Yes
 FORMCHECKBOX 
   No

Has had a speech/language evaluation.




  Date       
   Place       



  Recommendations       
 FORMCHECKBOX 
   Yes
 FORMCHECKBOX 
   No

Has had a speech/language therapy.




  Date       
   Place       



  Recommendations       
 FORMCHECKBOX 
   Yes
 FORMCHECKBOX 
   No

Is your child self-conscious about his/her speech?

Behavior
 FORMCHECKBOX 
   Yes
 FORMCHECKBOX 
   No

Specific problems
     
 FORMCHECKBOX 
   Yes
 FORMCHECKBOX 
   No

Easily frustrated

 FORMCHECKBOX 
   Yes
 FORMCHECKBOX 
   No

Difficult to discipline

 FORMCHECKBOX 
   Yes
 FORMCHECKBOX 
   No

Short attention span

 FORMCHECKBOX 
   Yes
 FORMCHECKBOX 
   No

Plays well with other children





Ages of playmates 
     


Favorite activities       
 FORMCHECKBOX 
   Yes
 FORMCHECKBOX 
   No
Do you have a pet? (specify type and name)
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