CHILD HISTORY-INTAKE FORM

General Information:

Childs Name: ______________________________  Dates of Birth: ___________________________________

Address: __________________________________ Phone #: (         ) __________________________________

City: _____________________________________ Zip Code: _______________________________________

Does child live with both parents? ______________________________________________________________

Mothers Name: ________________________________ Age: ________________________________________

Mothers Occupation: ___________________________ Work Phone: (       ) ____________________________

Fathers Name: _________________________________ Age: _______________________________________

Fathers Occupation: ____________________________ Work Phone: (        ) ___________________________

Referred By: __________________________________ Relationship to child: __________________________

Address: _____________________________________ Phone # (       ) ________________________________

Pediatrician: ___________________________________ Phone #: ____________________________________

Address: __________________________________________________________________________________

Family Doctor: _________________________________ Phone #: ____________________________________

Address:  _________________________________________________________________________________

Does Child have any siblings? _________ If yes please list them including names & ages.

Name:                                                          Sister/Brother:                                                             Age:

1. ________________________________________________________________________________________

2. ________________________________________________________________________________________

3. ________________________________________________________________________________________

4. ________________________________________________________________________________________

Speech-Language Information:

What language(s) does the child speak? _________________________________________________________

What language(s) is spoken in the home? ________________________________________________________

With whom does the child spend most of his/her time? _____________________________________________

Describe the child’s speech-language and/or educational problems:  ___________________________________

__________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________

How does the child usually communicate? (gestures, single words, short phrases, sentences etc): ____________

____________________________________________________________________________________________________________________________________________________________________________________

When was the problem first noticed? By whom? __________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________

Has the problem changed (progressed/regressed) since it was first noticed? __________________________________________________________________________________________

__________________________________________________________________________________________

Is the child aware of the problem? If yes, how does he/she feel about it? ________________________________

__________________________________________________________________________________________

Has the child been seen by any other speech-language pathologist or specialist? Who? When? Where? Why? What were their conclusion or suggestions? Please indicate if you are able to provide any reports pertaining to your child’s development.  ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_________________________________________________________________________________________

Is there any known history of speech-language problems or other leaning disabilities in your family? If yes, please describe.  ____________________________________________________________________________

__________________________________________________________________________________________

Prenatal and Birth history:

Mother’s general condition during pregnancy? (Illnesses, Accidents, Medications): _______________________

____________________________________________________________________________________________________________________________________________________________________________________

Length of pregnancy _______________________ Length of labor ____________________________________

General condition ____________________________ Birth weight ____________________________________

Circle type of delivery:    HEAD FIRST              FEET FIRST                  BREECH                       CAESARIAN

Were there any unusual conditions that may have affected the pregnancy or birth? _______________________

____________________________________________________________________________________________________________________________________________________________________________________

Medical History:

Please check any of the following that apply to your child: 

· Allergies_______                               

· Frequent colds ______

· Dizziness _______

· Encephalitis ______

· High Fever ______

· Measles ______

· Pneumonia ______

· Tinnitus ______

· Asthma ______

· Convulsions _______

· Draing ear _______

· German Measles ______

· Influenza _______

· Meningitis _______

· Seizures ______

· Tonsilitis _____

· Chicken pox _____

· Croup _____

· Ear Infections ______

· Head aches _______

· Mastoiditis _______

· Mumps ______

· Sinusitis  ______

· Others _____

If you checked any of the above conditions please explain: 







































__________________________________________________________________________________________

Does the child have a history of childhood ear infections? 


  If yes, how many in one year? ______? Did the child have tubes in his/her ears as a child? 



Has the child had any major surgeries? If yes, what type? When? Where? Why? _________________________

____________________________________________________________________________________________________________________________________________________________________________________Describe any major accidents and/or hospitalizations_______________________________________________

 _________________________________________________________________________________________

_________________________________________________________________________________________

Is the child taking any medication? If yes, identify. __________________________________________________________________________________________

__________________________________________________________________________________________

Development History:

Provide the approximate age at which the child began to do the following activities:

· Crawl ______

· Walk ______

· Use Toilet ______

· Sit ______

· Feed Self ______

· Stand ______

· Dress Self _______

· Use single words _______ (mama, dada, no)

· Combine Words ______ (my toy, mama car, etc)

· Use simple sentences _______ (Where’s Mama?)

· Name simple objects _______ (cat, dog, car, toy)

· Engage in conversation _________

Are there or have there ever been any feeding problems (problems with sucking, swallowing, drooling, or chewing…etc.) If yes, describe. ________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Describe the child’s response to sound (responds to all sound, responds to loud sound ONLY, inconsistently responds to sounds…etc) ____________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________

Does the child have difficulties attending to tasks? 


 If so, please describe in what environments and at what time of the day does attention seem to be most problematic.________________________________
__________________________________________________________________________________________

__________________________________________________________________________________________
Educational Information:

School: _________________________________________ Grade: ___________________________________

How is the child doing academically (preacademically)? ____________________________________________

____________________________________________________________________________________________________________________________________________________________________________________

Does the child receive special services? If yes please describe. _______________________________________
____________________________________________________________________________________________________________________________________________________________________________________

Has your child ever repeated a grade? __________ If so, explain: _____________________________________

__________________________________________________________________________________________

How does the child interact with others? (shy, outgoing, aggressive) ___________________________________

____________________________________________________________________________________________________________________________________________________________________________________

List any agencies, psychologists, speech pathologists, tutors, educational therapists and others who have evaluated and/or provide treatment for your child.

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Indicate which relatives, if any have had specific learning difficulties or speech and language difficulties.

__________________________________________________________________________________________

__________________________________________________________________________________________

Comment on any significant academic or physical difficulties that your child has experienced.

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

In what activities has you child been particular successful and/or interested?

__________________________________________________________________________________________

Provide any additional information that might be helpful in evaluating the child problems. _________________

____________________________________________________________________________________________________________________________________________________________________________________

Person completing form: __________________________ Relationship to child: _________________________

Signed: ________________________________________________ Date: ______________________________

