


[image: C:\Documents and Settings\Vincent\My Documents\P1st LOGO\logocolornotext (2).jpeg]PEDIATRICS 1st 
	Michelle Stewart-Tooson, M.A.,CCC-SLP                                                                      12841 Braemar  Village Plaza #132 Bristow VA 20136
Director/Lead Therapist                                                                                                   (703 30901107Phone/ Email: peds1st@gmail.com
                                                                                                                                                          
CASE HISTORY FORM



Child’s Name:___________________________________________________________________  
Date of Birth:_______________________  Age:____________ _______Sex:________________
Parent(s)/Guardian:______________________________________________________________
Mailing Address+Zip Code:_________________________________________________________________
Home Phone:_________________________________Work Phone:____________________________________
Cellular Phone:_______________________________ Email:___________________________________________
Which mode of communication is best for contacting you?_______________________________________
Primary Language:______________________	Other Languages:________________________
Referral Source:___________________
	Reason for Referral [ Check Problem Area(s)]:
Articulation-Difficulty using speech sounds clearly
Language-Difficulty understanding language or using language to express wants/needs
Voice-Vocal quality is hoarse, strained or nasal
Oral-Motor-Lips, cheeks or tongue appear droopy, difficulty with drooling
Feeding-Refusal to try new textures in and around the mouth, frequent gagging/vomiting when presented with unfamiliar tastes/textures
____Articulation		_____Language	_____Voice
____Oral-Motor		_____Feeding
____Other (please specify)_______________________________________________________________



Has your child ever been given a medical diagnosis?____________ If so please explain:________________________________________________________________________________________

Pregnancy/Birth History
Number of weeks pregnant prior to delivery:__________________  Any pregnancy difficulties? 
Please explain______________________________________________________________________________________
Describe your child’s delivery and birth (circle all that apply).
Typical		spontaneous	induced		Caesarian 	breech	     unusually long labor
Birth Weight?___________ 	
What was your child’s condition at birth? (circle all that apply)
Typical	birth injury/defect	jaundiced	breathing problem	low birth weight
Other_______________
Adoption
Was the child adopted?_____________ (if no skip this section)
Any information available on birth history (if adopted)?______________ 
Please describe any labor/delivery or medical complications:______________________________________________________________________________________________________________________________________________________________
(for adoptive parents) Please note the country of birth and primary language:____________________________
 Medical History
Does your child have a history of any of the following? (Circle all that apply.)
Drooling	ear infections	ear tubes	intubation/ventilator	allergies
Asthma		surgery		chronic illness	hospitalizations
Hearing loss	reflux		head injury	serious accidents
Please explain any of the above as needed.____________________________________________________________________________________________________________________________________________________________________________
What is your child’s current state of health?	Excellent	good	fair	poor
Has your child had a hearing evaluation?   Yes    No          Results_______________________________
Does your child have a history of feeding problems?   Yes 	No 
Is your child a messy or picky eater?   YES     NO                   If Yes Circle all that apply.
Choking/Gagging	difficulty biting	overstuffing mouth	poor nursing	
difficulty chewing difficulty swallowing	Other______________________
Does or did your child take a pacifier, explore toys orally, tolerate toothbrushing?__________________Any digestive problems?_____________________ Does your child eat a variety of foods?_____________ 
Developmental History
Please list the age your child began displaying the following skills:
Sitting up alone:_________________	Crawling:_______________	Walking:______________
Babbling/Jargon:________________	First Word(s):___________	Self-feeding:___________	
Two word Phrases:_______________	Potty-training:__________
Please briefly describe your child’s gross motor (running, jumping) and fine motor (coloring) skills:
_____________________________________________________________________________________
Is your child clumsy or does he/she fall easily?	Yes	No 
Does he/she have low body tone?		Yes	No
Circle all that apply regarding your child
Dislikes washing his/her face or hair	       dislikes having substances toughing his/her hands
Oversensitive to being touched/dislikes being touched	sensitive to textures of food or clothing
Chews on his/her clothes
Is the child currently receiving OT or PT services?_________________ Would you like more information regarding occupational therapy or physical therapy services?_________________________ 
Speech/Language History
Once your child started to use words, did he/she continue to add new words to his/her speaking vocabulary on a weekly basis? YES    NO  Does your child have a history of using a word once or several times and then never using it again?   YES   NO If yes please give examples____________________________________________________________________________________
Is your child re luctant to imitate speech sounds or words?   Yes     No	If yes, does he/she refuse these types of tasks?  Yes     No   
 How would you describe your child’s speech errors?  Consistent         Change from word to word and/or day to day                 
Approximately how much of your child’s speech do you understand? 
Less than 25%	25%	50%	75%	100%
How many words does your child now use? 0-20	20-50	100-150	150-200    200+

If your child uses phrases and sentences, how long are they on average? 2 words  3 words 
 4 words    5 words   5+words
Does your child (circle yes or no for each)
Have difficulty following directions?	Yes	No
Ask questions to gain information?	Yes	No
Understand vocabulary?			Yes	No
Use Age-appropriate vocabulary?	Yes	No
Stay on subject in a conversation?	Yes	No
Describe and explain?			Yes	No
Answer questions?			Yes	No
Have difficulty putting words together
In a sentence?				Yes	No
Leave words of sentences?		Yes	No
Use correct grammar such as plurals,
Pronouns, verb tenses?			Yes	No
Social/Behavioral History
Please list the names and ages of children that reside at the child’s residence.
Name		Age		Relationship to the child
_________________________________________________________
_________________________________________________________
_________________________________________________________
_______________________________________________________ _
Does the child go to school? Stay at home with mom during the day? Participate in playgroups? Please explain:_________________________________________________________________________________________________________________Name of school _______________________Teacher____________Class/Grade
Has the child previously received speech therapy?  What kind of progress did your child make?If so please describe:_______________________________________________________________________________
Were you pleased with the progress?________________________________________________________ How would you describe your child’s social interactions? Does the child have many friends? Experience frequent tantrums? Any sleeping problems?  Please explain________________________________________________________________________________________
Does your child typically display any of the following behaviors? (Circle all that apply)
Tantrums	passive in interactions	reduced or lack of interest in others	shy
Frustrated	very active	underactive	inattentive	difficulty finishing tasks
Refuses to perform tasks	sensitive

What do you consider to be your child’s greatest strengths?_____________________________________
______________________________________________________________________________________________
What do you hope to gain from this evaluation and therapy?______________________________________________________________________________________________________________________________________________________________________________________
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