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CHILD HISTORY FORM

The information provided on this form will assist in planning and providing the appropriate services for the child.  All information will be a part of the child’s record and will be confidential.  Information may be stated in the report unless requested that it be kept private.  Thank you for your help.

Child’s Name ___________________________
Date of Birth __________________

Social Security# _________________________ 
File# _________________________

Parent’s Names __________________________
Phone (       )________________(H)



  __________________________
Phone (       )________________(W)








Phone (       )________________(H)








Phone (       )________________(W)








Cell Phone (     )________________

Child’s Address __________________________
School _______________________



   __________________________
Grade ________________________



   __________________________
Teacher ______________________

Child’s Doctor ___________________________________________________________

Sisters and or brothers in the household

Name





Age



____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Name of person completing this form ______________________________________________________

Relationship to child ____________________________________________________________________

STATEMENT OF THE PROBLEM

Reason for referral _____________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

Describe the problem ___________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

Have you received information from other sources about this (e.g., pediatrician, other professionals, family members)?  If so, what have you been told?____________________________________________

__________________________________________________________________________________________________________________________________________________________________________

Is this the first evaluation for this problem?  If not, who else has seen the child, when, and what were you told?
Who/What agency


   When seen

           
    What outcome
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medical History

Were there any problems with birth and/or delivery.


Yes___
No___

If so please explain 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Is there any history of medical concerns?



Yes___
No___

(Circle listed items as appropriate: vision, hearing, use of hands, use of legs, allergies, seizures, ear infections, accidents, injuries, surgeries, colds, infections, enlarged tonsils or adenoids, feeding problems, syndromes)

If you circled yes of if you circled items from the list, please explain

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is your child on medication?  If so, please explain _____________________________________________

__________________________________________________________________________________________________________________________________________________________________________

SPEECH AND LANGUAGE DEVELOPMENT
Age child began babbling ____________
Age child spoke first words _____________

Age child used sentences _____________
Age child began conversing _____________

Is child’s speech understood by strangers?



Yes___
No___

INTEREST INVENTORY

What are your child’s interests and favorite activities? __________________________________________________________________________________________________________________________________________________________________________

Does your child have any fears (e.g. such as stuffed animals, loud noises)?

__________________________________________________________________________________________________________________________________________________________________________

SCHOOL AND INTERVENTION HISTORY

If child is in school, are there any concerns about academic performance (e.g., reading, writing, subject areas)?








Yes___ 
No___

If so, please explain _____________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

Has child received speech therapy previously?


Yes___
No___

If so, where, and what were major goals?____________________________________________________

________________________________________________________________________________________________________________________________________________

Does your child receive special help in school? 


Yes___
No___

If so, please explain _____________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

Has the child been evaluated by other professionals (Occupational Therapy, Physical Therapy, etc…)?  









Yes___
No___

If so, who, and what specialty? ____________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

Is there anything else you wish to add that would help insure a positive testing experience for your child?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If your child has received special help at school or from other professionals, please bring any reports you might have to the diagnostic evaluation.  In addition, copies of your child’s IEP (Individualized Education Plan) from the school, if you have them, would also be helpful to us in meeting your child’s needs.

Thank you very much for your help and for the information you provided in this case history form.  If you have questions before your intake or diagnostic appointment, please contact the Speech – Language Pathologist at Community Memorial Healthcenter at (434) 447-3151 ext. 3582

Additional comments __________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

_____________________________



_____________________________________


       (Date)



  

   (Signature of person completing this form)
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