Adult Case History-Speech Language Therapy
Client’s Name: _________________________
DOB: ____________________
Background & General Information:

1) What is your occupation?
2) What is your highest level of education?

3) Do you have any children (include name, gender, ages)?

4) Who lives in your home?

5) What is the primary language that you speak?
6) Do you speak any other language?
7) With whom do you spend most of your time?

8) Describe your speech and/or language concerns.
9) What do you think may have caused the problem?
10) Has the problem changed since first noticed (describe)?

11) Have you seen any other speech-language pathologists /specialists?  If so, who, when?  What were their conclusions or sugguestions?
Client’s Name: ________________________ DOB: ________________

12)   Have you seen any other specialists?  If yes, indicate the type of specialist and, when you were seen and any conclusions or suggestions from the specialist.
13)  Are there any other speech, language, or hearing problems in your family  If yes, describe.
14)  Do you have any feeding/swallowing difficulties?
15)  Do you have any concerns or known deficits with your voice?
Medical History:

16)  Please list any illnesses or conditions you have had and at the approximate ages in which they occurred?
17)   List all medications you are taking?

18)  Are you having any negative reactions to these medications? If yes, describe.
19) Describe any major surgeries, operations or hospitalizations (include dates).
20) Describe any major accidents.
Please provide any additional information, which may be helpful in the evaluation or remediation of your child’s speech and language deficits.

Name of person completing form: ______________________________________
Signature: ____________________________________  Date: ______________
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