Texas A&M International University

COMMUNICATION DISORDERS CENTER

Cowart Hall, Suite 122

Laredo, TX 78041

(956) 326-3138
COMMUNICATION DISORDERS CENTER
CHILD SPEECH-LANGUAGE CASE HISTORY FORM

Date: ________________________________

Child’s Name: __________________________________________________________

Age: ________
Date of Birth: __________________
      Sex:    Male   or   Female

Home Address: ____________________  City/State: ____________  Zip Code: _______

Home Phone Number: _________________  Cellular Phone Number: _______________

Is the Child Adopted:   Yes   or   No

Age Adopted: ________________________

Referred to TAMIU Clinic by: ______________________________________________

FAMILY INFORMATION

Does the child reside with both parents?
Yes    or    No

Mother’s Name: _______________________
Age: _________________________

Home Address: ____________________  City/State: ____________  Zip Code: _______

Home Phone Number: _________________  Cellular Phone Number: _______________

Occupation: _____________________________________________________________
Fathers Name: ________________________
Age: _________________________

Home Address: ____________________  City/State: ____________  Zip Code: _______

Home Phone Number: _________________  Cellular Phone Number: _______________

Occupation: _____________________________________________________________

Guardian’s Name: _____________________
Age: _________________________

Home Address: ____________________  City/State: ____________  Zip Code: _______

Home Phone Number: _________________  Cellular Phone Number: _______________

Occupation: _____________________________________________________________

Include other family members living in the home:



Name



Age


Relation

1. __________________________________________________________________

2. __________________________________________________________________

3. __________________________________________________________________

4. __________________________________________________________________

Is there a history of speech, language or hearing problems in the family?  If yes, please describe.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What languages does the child speak?  Check all that apply.

_____  Standard American English

_____  Spanish

_____  Other: ____________________________________________________________

What is the child’s primary (home) language?  Check all that apply.

_____  Standard American English

_____  Spanish

_____  Other: ____________________________________________________________

With whom does the child spend most of his/her time?  Check all that apply.

_____  Mother

_____  Father

_____  Grandmother

_____  Grandfather

_____  Aunt

_____  Uncle

_____  Sibling

_____  Babysitter

_____  Child Care Center___________________________________________________
_____  Other ____________________________________________________________

What is that person’s primary language? Check all that apply.

_____  Standard American English

_____  Spanish

_____  Other: ____________________________________________________________

MEDICAL INFORMATION

Please give the name of the professional and location of office.


Pediatrician & Location: _____________________________________________


Family Physician & Location: _________________________________________


Other: ____________________________________________________________

Other professionals that have treated or evaluated the child:


Name & Location: __________________________________________________

Name & Location: __________________________________________________

Name & Location: __________________________________________________

Name & Location: __________________________________________________

Name & Location: __________________________________________________

Name & Location: __________________________________________________

Name & Location: __________________________________________________

Has your child seen any of the following specialists?  If yes, please indicate why, when, and any procedures or diagnosis.  Please include any specialist not listed below.

Speech Language Pathologist: _______________________________________________

Audiologist: _____________________________________________________________

Ear, Nose & Throat Specialist: ______________________________________________

Psychologist: ____________________________________________________________

Neurologist: _____________________________________________________________

Orthodontist: ____________________________________________________________

Physical Therapist: ________________________________________________________

Occupational Therapist: ____________________________________________________

Special Education Teacher: _________________________________________________

Other: __________________________________________________________________

________________________________________________________________________
Is the child currently under the care of a physician?

Yes    or     No

Is the child currently taking any medications?

Yes    or    No

If yes, please list the medications and reason for taking them:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Has your child ever been diagnosed with a syndrome or disorder? 

Yes    or    No

If yes, please describe: 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________

If your child has had any of these conditions, please provide the approximate age:
Allergies: _______________________________________________________________

Asthma: ______________
Chicken Pox: ______________
Colds: ____________

Convulsions: __________
Croup: ___________________
Dizziness: _________

Draining Ear: __________
Ear Infections: _____________
Encephalitis: _______

German Measles: _______
Headaches: ________________
High Fever: _______

Influenza: _____________
Mastoiditis: ________________
Measles: __________

Meningitis: ____________
Mumps: ___________________
Pneumonia: _______

Seizures: ______________
Sinusitis: __________________
Tinnitus: __________

Tonsillitis: _____________
Other: __________________________________________

Check or Circle all that apply.
Vision Problems: ______________


Tonsillectomy: ________________

Hearing Problems: _____________


Adenoidectomy: _______________

Frequent Colds: _______________


Drooling: _____________________

Digestive Problems: ____________


Falls frequently/balance: _________

P E Tubes in Ears: _____________


Serious Injury: _________________

Cochlear Implant: _____________


Hearing Aids:    Left     Right     Both

Thumb sucking: _______________


Poor Appetite: _________________
Surgeries, reason: ________________________________________________________

Augmentative Communication Device: ________________________________________

Hearing Amplification Device: ______________________________________________

PRENATAL AND BIRTH HISTORY

Check all that apply.
Pregnancy
High Blood Pressure: _______
Toxemia: ________
German measles: _________
RH Incompatibility: ________
Diabetes: ________
Serious Treatment: ________

Alcohol Use: ______________
Drug Use: _______
Smoking: _______________

Birth
Length of Labor: ___________
Birth Weight: ____
Birth Length: ____________

Vaginal Birth: _____________
C-Section: ______
Breach: _________________

Newborn Health
Breathing Problems: ________
Jaundice: _______
Incubator: _______________

Extended Hospital Stay: _____
Cyanosis: _______
Seizures: ________________

Injury: ___________________
Deformity: ______
Infection: _______________
Feeding Issues: ____________
Cleft Lip/Palate___
Swallowing/Sucking: ______

Comments: ______________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________

CHILD DEVELOPMENT
Your general impression of your child’s development:


Slow ______

Normal ______
Advanced ______

Did your child


Crawl by 10 months of age?





Yes
No


Sit by 6 months of age? 





Yes
No


Stand by 10 months of age?





Yes
No


Walk by 15 months of age?





Yes
No


Feed self by 18 months of age?




Yes
No


Dress self by 3 years of age?





Yes
No


Use toilet by 3 years of age?





Yes
No


Begin cooing by 2 months of age?




Yes
No


Begin babbling by 6 months of age?




Yes
No


Use single words by 11 months of age?



Yes
No


Begin using jargon by 1 year of age?




Yes
No


Combine words by two years of age?




Yes
No


Use simple questions by 2.5 years of age?



Yes
No

Does your child engage in conversation?




Yes
No

Does your child have difficulty walking, running, or picking up t objects?
Yes
No

How does your child respond to sounds?


Responds to all sounds





Yes
No


Responds to loud sounds only




Yes
No


Inconsistently responds to sounds




Yes
No


Sensitive to sounds






Yes
No


Does not respond to any sounds




Yes
No


Has difficulty understanding conversational speech


Yes
No


Other: _________________________________________________________

EDUCATIONAL HISTORY
School: ___________________________________
Grade: _____________________

Teacher(s): ____________________________________________________________

How is the child doing academically (preacademically)?


Grades are average






Yes
No

Grades are above average





Yes
No


Grades are below average





Yes
No


Child is communicating and interacting with peers


Yes
No


Teacher concerns ________________________________________________

Is your child placed in or being provided with any of these services at school?


Adaptive physical education





Yes
No


Resource class







Yes
No


Special Education 






Yes
No


Counseling







Yes
No


Gifted and Talented






Yes
No


Occupational Therapy






Yes
No


Physical Therapy






Yes
No


Speech-Language Therapy





Yes
No


Tutoring







Yes
No


Preschool Program for Children with Disabilities


Yes
No

If enrolled for special education services, has an Individualized Educational Plan (IEP) been developed?  If yes, please describe the goals.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How does the child interact with others?  Check all that apply.

Anxious____

Aggressive____
Friendly____

Impatient_____

Uncooperative_____
Outgoing______
Talkative____

Shy_____


Withdrawn_____
Other_____________________________________________

Provide any additional information that might be helpful in the evaluation or remediation of your child’s problem.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
EMOTIONAL and BEHAVIORAL
Please check all ones that apply.

	BEHAVIOR
	Home
	School
	Other

	Compliant Behavior
	
	
	

	Learning Problems
	
	
	

	High activity level for age
	
	
	

	Difficulty following directions
	
	
	

	Difficulty maintaining attention
	
	
	

	Impulsivity (not thinking before acting)
	
	
	

	Difficulty playing with others
	
	
	

	Prefers to play alone
	
	
	

	Difficulty getting along with peers
	
	
	

	Problems with adult authority
	
	
	

	Destructive
	
	
	

	Behavior problems
	
	
	

	Friendly/Outgoing
	
	
	

	Shy
	
	
	

	Easily distracted by: 
	
	
	


Please any toys, cartoons, characters, books, games, etc. that your child enjoys.  This information may be useful during assessment and intervention in order to make your child feel as comfortable as possible.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Person completing the form & relationship to child: ______________________________

Signature: __________________________________________
Date: _____________
PAGE  
9

