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ADULT CASE HISTORY

Date: _________________

Person Completing Form: _______________________________________________________

Relationship to Patient: _________________________________________________________

I. IDENTIFICATION

Name: ___________________________________________________________________

Date of Birth: _____________________________________________________________

Home Address: ____________________________________________________________

_________________________________________________________________________

Phone (Home): _______________________________ (Cell): ______________________

Work Address: ____________________________________________________________

_________________________________________________________________________

Work Phone: _____________________________________________________________

Occupation: ______________________________________________________________

Last Grade Completed in School: ____________________________________________

Marital Status: ___________
Number of Children: ____________________________

Spouse’s Name: ________________ Spouse’s Occupation: ________________________

Name of Primary Physician: _________________________________________________

_________________________________________________________________________

Referred by: ______________________________________________________________

Medications currently taking (prescribed and over-the-counter):__________________

__________________________________________________________________________________________________________________________________________________

II. SPEECH, VOICE, HEARING HISTORY
Describe your speech, voice, or hearing problem: _______________________________

___________________________________________________________________________________________________________________________________________________________________________________________________________________________

When was this problem first noticed? _________________________________________

Under what circumstances was the problem noticed? ____________________________

__________________________________________________________________________________________________________________________________________________

Has the problem become better or worse? _____________________________________

Describe any changes. ______________________________________________________

__________________________________________________________________________________________________________________________________________________

Describe the severity of the problem. _________________________________________

_________________________________________________________________________

Does the severity vary? _____________________________________________________

What do you think caused the problem? _______________________________________

_________________________________________________________________________
What has been done about the problem? ______________________________________

_________________________________________________________________________

Have you ever had speech therapy? Yes  □       No  □
If yes:

When: ________________________________________________________________

Where: _______________________________________________________________

Speech Therapist: ______________________________________________________

Length of Therapy:______________________________________________________

What were the results of therapy? _________________________________________

______________________________________________________________________

Do other members of your family have a speech, voice, or hearing problem? ________

_________________________________________________________________________

Describe any pertinent or related medical or psychological history (condition, disease, special evaluation, hospitalizations, counseling, treatment)._______________________

___________________________________________________________________________________________________________________________________________________________________________________________________________________________

Attending Physician or Counselor: ___________________________________________

Address:_________________________________________________________________

_________________________________________________________________________

     III.     BILLING INFORMATION
       Is reason for referral :

Work Related?    Yes  □       No  □
Auto Accident Related? Yes  □       No  □
Other Liability Insurance Related? Yes  □       No  □
PRIMARY INSURANCE:

SECONDARY  INSURANCE
Insurance Company: (Payer)


Insurance Company:   (Payer)

Payer Address:



Payer Address:

________________________


_____________________________

________________________


_____________________________

Insured’s Name: 



Insured’s Name:

________________________                               ______________________________
Insured’s Date of Birth: ________                     Insured’s Date of Birth: ________
Relationship of Patient to Insured:

Relationship of Patient to Insured:

_____ Self     
_____ Spouse


_____ Self    

_____  Spouse

_____ Child    
_____ Other


_____ Child    
_____ Other

Group Number: ______________

Group Number: _________________

I. D. Number: _______________ 

I. D. Number: __________________
    IV.     EMERGENCY CONTACT INFORMATION
                  Name: _____________________________________________
     Relationship to Patient: ______________________________
     Address: ___________________________________________
     ___________________________________________________
     Phone: ____________________________________________
