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             24050 MADISON STREET, SUITE 218
TORRANCE, CA 90505
P (310) 373-7599   F (310) 347-4132
Email: contact@southbayspeechclinic.com 


CHILD HISTORY FORM

1.  Contact Information

Child’s legal first and last name____________________________________________________
Nickname we should use_________________________________________________________
Date of Birth_____________________Age___________Male____________Female_________
Address_______________________________________________________________________
City/Zip_______________________________________________________________________
Home phone___________________________________________________________________
Mother/Guardian’s name_________________________________________________________
Occupation______________________________Employer______________________________
E-mail__________________________________Cell___________________________________
Father/Guardian’s name__________________________________________________________
Occupation______________________________Employer______________________________
E-mail__________________________________Cell___________________________________
How did you hear about this practice? _______________________________________________


Others living in the Home

                     Name                                              Relationship                                    Age                

1.  _________________________      ____________________________     _________________
2.__________________________      ____________________________     _________________
3.__________________________      ____________________________     _________________
4.__________________________      ____________________________     _________________

2.  About Your Child

Is there a history in the family of speech, language or learning disability of any kind, including hyperactivity or Attention Deficit Disorder?       (If yes, please explain)
____________________________________________________________________________________________________________________________________________________________
Has your child previously been diagnosed with a particular condition that would affect his or her speech, language or auditory skills? (Such as Down syndrome, Autism, PDD, Cerebral Palsy, Hearing Impairment, etc.)_________________________________________________________

What are your child’s favorite activities and games?____________________________________
______________________________________________________________________________
______________________________________________________________________________
What upsets your Child?__________________________________________________________
______________________________________________________________________________
______________________________________________________________________________


Tell us about your child’s personality:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please summarize your primary reason for bringing your child to us for an evaluation of therapy (i.e. specific concerns and goals)
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Which areas are of a concern to you about your child?

_ a limited vocabulary		_ answering questions people ask

_ eye contact		_ talks very little		_ talks TOO much

_ jumps from topic to topic


_ difficulty having a normal conversation		_ sentences too short and simple

_ pronunciation		_ chewing/swallowing	_ mouth muscles/drooling

_ understanding language following directions                _ learning new words

_remembering what was said                _ listening with background noise

_ social language use             _ understanding idiomatic expressions/inferences/humor

_ putting grammatical sentences together            _ explaining what happened

_retelling stories with a clear sequence, elaboration and detail

_ word retrieval-word-finding (says “uh-hum”; has difficulty using words he already knows)

_ speaks slower than you’d expect			_ speaks faster than you’d expect

_ articulation (What sounds?)

_ asking questions in a clearer way			_ auditory processing/comprehension

_ speech intonation varies very little or goes up and down in the wrong places



_ listening with background noise __ attention span __ phonemic awareness

_relating/communicating with other children in a more normal way (social pragmatics)

_ stuttering-like speech		_ voice quality (pitch/hoarseness/nasal)

How long have these difficulties been an issue?


Does your child seem to be aware of these difficulties or express concern about the issues you describe above?________________________________________________________________
______________________________________________________________________________

Does your child read?   __*yes    ___no

*If yes, how would you describe his/her decoding skills (figuring out words)?

__below age/grade level   __at age/grade level   __ above age/grade level   __ not sure

3.  Previous Evaluations and Therapy

Has your child been evaluated or treated for a speech problem in the past?

__yes     ___no        If yes, when and by whom________________________________________

Is your child currently receiving speech therapy at another practice, with another agency or school?       __yes      __no

Has your child been evaluated or treated by a physical or occupational therapist?
__*yes   __no      *If yes, when and by whom?________________________________________
_____________________________________________________________________________

Diagnosis: _____________________________________________________________________

Has your child been evaluated by a psychologist, educational therapist, or learning consultant?
__*yes    __ no      *If yes, when and by whom?_______________________________________
_____________________________________________________________________________

Diagnosis/Recommendations: _____________________________________________________________________________

Has your child been evaluated by a neurologist?    __*yes     __ no
*If yes, when and by whom? ______________________________________________________
______________________________________________________________________________


Diagnosis/Recommendations:
______________________________________________________________________________
______________________________________________________________________________



Has your child had a thorough hearing evaluation?    __*yes    __ no    *If yes, when and by whom?
______________________________________________________________________________

Who is your child’s primary physician? _____________________________________________

4.  Social interaction and behavior (check all that apply)

Typical for age ___ quiet ___ outgoing ___ Tends to prefer playing alone ___

Gets in trouble at recess ___ Explain: _______________________________________________
______________________________________________________________________________
______________________________________________________________________________

Wants to play with others, but has trouble making or keeping friends _______

Says odd things ____ (Example)___________________________________________________
____________________________________________________________________________

Makes odd noises_______

Prefers to play with younger children _________

Tends to say/do socially inappropriate things for a child his age ________

Is unusually active for his/her age _______

Has a shorter attention span than you expect for his/her age ______


Avoids eye contact __________

Is disinterested in other children? _________

Unusually irritable or uncomfortable in noisy or crowded places such as malls, parties_________

Has many fears (e.g. won’t sleep alone, won’t go into a public restroom alone, bugs)__________

Is talkative at home, but fairly quiet/shy in school ________

Often repeats phrases heard out of context _________

Likes to touch, tap or grab things he/she shouldn’t, even after being told to stop _____________

Will ask you the same question over and over? _______________________________________

Will often do the exact opposite of what authority figures (parents/teachers) want them to do?
_____________________________________________________________________________

Doesn’t respond to his/her name consistently _____ (in quiet)

Doesn’t respond to his/her name if engaged in TV/video games (hyper-focused) _____________

Has an obsessive interest or behaviors (e.g. trains, dinosaurs, hand-washing, Pokémon_________

Can be unusually argumentative? ____________________

Repetitive movements? __________________________________________________________

Tics (e.g. blinking, sniffing, head movements, etc.) ____________________________________

Dislikes long sleeves, tags in shirts ______________

Sometimes will (please circle) bite, hit, scratch, kick other adults or children if unhappy?


Any other issues regarding behavior? _______________________________________________
_____________________________________________________________________________

5.  Birth History

Age of Parents at the time of child’s birth
Mom: _____    Dad:  _____                                             

Was there anything unusual about the pregnancy or birth ____ yes   ____ no     If yes, please 
 describe______________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

6.  Medical History

Are immunizations up to date?
Yes _____    or _____   No

Does your child take any vitamins, supplements, or non-prescription medication? (If yes, please tell what it is and why it is taken)
____________________________________________________________________________________________________________________________________________________________

Any major illnesses or surgery to date?     _____   yes        _____   no
Please explain: _________________________________________________________________
______________________________________________________________________________

Any history of seizures?   _____   If yes, explain what happened and at what age:  ____________
____________________________________________________________________________________________________________________________________________________________

Any history of tonsillitis?  ________________________________________________________

Any history of ear infections?  (How frequent?  Ventilation tubes?)
______________________________________________________________________________
______________________________________________________________________________

Any allergies? _________________________________________________________________

Other serious injuries/surgery: _____________________________________________________


Is your child currently (or recently) under a physician’s care?   ___ yes   ___  no   If yes, why?
____________________________________________________________________________________________________________________________________________________________

Please list any medication your child takes regularly ___________________________________
______________________________________________________________________________

7.  Developmental History
     
Please tell the approximate age your child achieved the following developmental milestones:
______________________   cooing & babbling
______________________   first words
______________________   combine words
______________________   use complete sentences
______________________   crawled
______________________   walked alone
______________________   toilet trained

Feeding History

______  Bottled fed:     formula _____    milk  _____
______  Bottled fed/Breast fed with supplement  _____________________________________
______   Self-feeding; age began  __________________________________________________

Does your child…
__________   choke on food or liquids?
__________   currently put toys/objects in his/her mouth?
__________   brush his/her teeth and/or allow brushing?

Began solid foods at age  ___________
Current food types taken  _________________________________________________________
Currently, child:  _____  drinks from cup  _____  finger feeds  _____  uses utensils
Does child exhibit coughing, choking, drooling, etc.  when eating?  Describe  _______________
______________________________________________________________________________
Describe any feeding and/or nutritional concerns you may have __________________________

____________________________________________________________________________________________________________________________________________________________
Has your child’s feeding and /or nutrition ever been evaluated?  __________________________
 _____________________________________________________________________________
______________________________________________________________________________

8.  Current Speech-Language-Hearing

Does your child…
            _____ repeat sounds, words or phrases over and over?
	_____ understand what you are saying?
	_____ retrieve/point to common objects upon request (ball, cup, shoe)?
	_____ follow simple directions (“Shut the door” or “Get your shoes”)?
	_____ respond correctly to yes/no questions?
	_____ respond correctly to who/what/where/when/why questions?

Your child currently communicates using…
            _____ points, uses gestures
	_____ sounds (vowels, grunting).
	_____ words (shoe, doggy, up).
	_____ 2 to 4 word sentences.
	_____ sentences longer than four words.
	_____ other ______________________

Describe what parents have done to help child with his/her communication: _________________
______________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________

Describe any stuttering-like behavior demonstrated by your child: ________________________
____________________________________________________________________________________________________________________________________________________________

Does your child’s voice sound like other children’s voices?  If not, please describe ___________


____________________________________________________________________________________________________________________________________________________________

What percentage of child’s speech can mother understand?
	All _____     Most _____     Some _____     Very little _____

What percentage of child’s speech can other adults understand?
	All _____     Most _____     Some _____      Very little

9.  Educational History

Tell us about your child’s current educational program:
_____  public-school (Name/city)  _________________________________________________
_____  private school (Name/city)  _________________________________________________
_____  home-schooled (Name/city  _________________________________________________

Regular classroom  _____     Grade   _____     Special education classroom  ______
*A combination of regular classroom mainstreaming and special ed   ____  If so, please describe the current ____________________________________________________________________
_____________________________________________________________________________

If your child receiving any special service through the public school IEP?  Please check all that apply:
_____     speech therapy
_____     occupational therapy
_____     resource teacher help in the classroom
_____     teacher aide in the classroom that assists your child
_____     adapted P.E.
_____     ABA Therapy
_____     assistive listening device
_____     augmentative communication device
other______________________________________________________________________________________________________________________________________________________

Please tell about your child’s school experiences (areas of strength, areas of difficulty, what’s working, what’s not)

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




Parent’s Name  __________________________________               Date  __________________
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