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        CASE HISTORY ADULT FORM

Date:  Click or tap to enter a date.
DEMOGRAPHICS
Legal Name:  Click or tap here to enter text.		Preferred Name:  Click or tap here to enter text.	
Spouse/Caregiver:  Click or tap here to enter text.		Date of Birth:  Click or tap to enter a date.
Street Address: 	Click or tap here to enter text.		Home Phone: Click or tap here to enter text.
City:  	Click or tap here to enter text.			Cell Phone: Click or tap here to enter text.
State:  	Click or tap here to enter text.			Email:  Click or tap here to enter text.


Primary language spoken in home: Click or tap here to enter text.
Secondary Language:Click or tap here to enter text.

Primary Physician:  Click or tap here to enter text.		Primary Physician Phone:   Click or tap here to enter text.
Referring Physician/Agency:  Click or tap here to enter text.	Referring Physician/Agency Phone:  Click or tap here to enter text.

How did you hear about us?  Click or tap here to enter text.
Previous speech therapy evaluations (list):  Click or tap here to enter text.
Other therapies to date (list): Click or tap here to enter text.

Are you currently receiving speech-language therapy?			☐Yes 		☐No
	If yes, describe? Click or tap here to enter text.
	If yes, do you plan to continue or anticipate discharge in the future? Click or tap here to enter text.

Describe present problem/complaint: Click or tap here to enter text.

Who first noticed the problem and when? Click or tap here to enter text.

Have you been hospitalized? Click or tap here to enter text.

Has there been any significant change in last six months?	 	☐Yes 		☐No
	If yes, describe? Click or tap here to enter text.

What is your reaction to the problem? Click or tap here to enter text.

How does the family/others react to the problem?   Click or tap here to enter text.

How do you handle the following?
[bookmark: _Hlk71202874]	Frustration: Click or tap here to enter text.
	Conflict:   Click or tap here to enter text.
	Unfamiliar People:   Click or tap here to enter text.
	Loud or noisy environments: Click or tap here to enter text.
	Intimacy: Click or tap here to enter text.
Changes to daily routine:   Click or tap here to enter text.

Prior to this what was your occupation or how did you spend your time? Click or tap here to enter text.

MEDICAL HISTORY:
Check all items that apply and indicate age: 
	☐Seizures
☐High Fevers
☐Chicken Pox
☐COVID-19
☐Heart Trouble
☐TBI
☐COPD
☐Oral/Throat Cancer
	☐CHF
☐CVA
☐Pneumonia 
☐Aspiration Pneumonia 
☐Tonsillitis
☐Meningitis 
☐Encephalitis
☐Asthma
	☐Rheumatic Fever
☐Tuberculosis
☐Sinusitis
☐Chronic Colds
☐Enlarged Glands
☐Thyroid
☐Vocal Cord Paralysis 
☐GERD



Explain any checked items checked above here:  Click or tap here to enter text.

Have you traveled outside the U.S. within the past 60 days? 			Yes☐		No ☐	
If yes, describe:  Click or tap here to enter text.
								
Medication Allergies? 								Yes☐		No ☐	
If Yes, describe and list treatments: Click or tap here to enter text.		
Food Allergies? 									Yes☐		No ☐	
If Yes, describe and list treatments: Click or tap here to enter text.		
Other Allergies? 								Yes☐		No ☐	
If Yes, describe and list treatments: Click or tap here to enter text.		


Any Serious recurrent illnesses?							Yes☐		No ☐	
If Yes, describe and list treatments: Click or tap here to enter text.

Past operations:								Yes☐		No ☐	
	If Yes, describe and list treatments: Click or tap here to enter text.

Past hospitalizations: 								Yes☐		No ☐	
If Yes, describe: Click or tap here to enter text.						

Past accidents/falls involving trauma to the head:				Yes☐		No ☐	
If Yes, describe: Click or tap here to enter text.						

Are you taking any medications?						Yes☐		No ☐	
Please list all current medications and dosages: Click or tap here to enter text.

Do you have any difficulties with the following?
Vision:										Yes☐		No ☐	
If Yes, describe: Click or tap here to enter text.						

[bookmark: _Hlk71201566]Hearing:										
Do you have any hearing loss?						Yes☐		No ☐	
[bookmark: _Hlk71201769] If Yes, explain how your hearing loss impacts your participation in daily activities: Click or tap here to enter text.	
Do you wear hearing aids? 						Yes☐		No ☐		If Yes, explain how your hearing aids help you in your participation in daily activities:  Click or tap here to enter text.
When was the last time you had your hearing/hearing aids evaluated?   Click or tap here to enter text.
[bookmark: _Hlk71202018][bookmark: _Hlk71201842]	Do you have tinnitus? 							Yes☐		No ☐	
	Describe the diagnosis: Click or tap here to enter text.	
[bookmark: _Hlk71201889]Dental:										Yes☐		No ☐	
[bookmark: _Hlk71202058]Explain your oral health: Click or tap here to enter text.						
Do you wear dentures? 							Yes☐		No ☐	

Chewing/Swallowing: 									
[bookmark: _Hlk71202199]If Yes, describe: Click or tap here to enter text.				Yes☐		No ☐		Do you cough or choke when eating?					Yes☐		No ☐
	Do you have a wet vocal quality after meals?				Yes☐		No ☐
	Do you clear your throat often when eating?				Yes☐		No ☐

Other Medical History Not Listed Above: Click or tap here to enter text.

ADLs

Can the client complete the following tasks independently?
Putting on pants/bottoms			Independent ☐ Partial Assistance☐ Not at All☐
Putting on tops without buttons			Independent ☐ Partial Assistance☐ Not at All☐
Putting on tops with buttons			Independent ☐ Partial Assistance☐ Not at All☐
Putting on shoes/socks				Independent ☐ Partial Assistance☐ Not at All☐
Brush own teeth				Independent ☐ Partial Assistance☐ Not at All☐
Complete grooming activities			Independent ☐ Partial Assistance☐ Not at All☐
Toilet independently 				Independent ☐ Partial Assistance☐ Not at All☐
Prepare own meals				Independent ☐ Partial Assistance☐ Not at All☐

Is the client right or left-handed? 						Right ☐	Left ☐

Describe your attention span-for self-directed activities: Click or tap here to enter text.
Describe your attention span-for other adult-directed activities: Click or tap here to enter text.
Describe your memory abilities for functional life activities: Click or tap here to enter text.

Does the client have any difficulty with the following?
	Swallowing:								Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.
	Chewing:								Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.
	Drinking:								Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.
	
Drooling:								Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.
Does one side of the face appear to be stronger than the other?		Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.
	Developed Aversions to Foods/textures? 				Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.
Lost sense of smell or taste? 		 				Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.

Do you have concerns with fluency? 						Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.

Does the client have difficulty understanding you? 				Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.

Does the client have difficulty following directions? 				Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.

Names and ages of other adults living in the home:
Adult 1: Click or tap here to enter text.			Age: Click or tap here to enter text.
Adult 2: Click or tap here to enter text.			Age: Click or tap here to enter text.
Adult 3: Click or tap here to enter text.			Age: Click or tap here to enter text.
Adult 4: Click or tap here to enter text.			Age: Click or tap here to enter text.

Names and ages of other children living in the home:
Child 1: Click or tap here to enter text.			Age: Click or tap here to enter text.
Child 2: Click or tap here to enter text.			Age: Click or tap here to enter text.
Child 3: Click or tap here to enter text.			Age: Click or tap here to enter text.
Child 4: Click or tap here to enter text.			Age: Click or tap here to enter text.

[bookmark: _Hlk71202537]How would you describe your relationships with their other adults in the home? Has this changed recently? Click or tap here to enter text.

How would you describe your relationships with children in the home? Has this changed recently? Click or tap here to enter text.

LIFE PARTICIPATION NEEDS AND GOALS 

[bookmark: _Hlk71202636]What are your desires for participation in activities of daily living such as relationships, vocational, social or academic?  Click or tap here to enter text.
	
What supports will you need to make the above activities happen?   Click or tap here to enter text.
	
Identify any current barriers that would prevent you from participating in the activities identified above:   Click or tap here to enter text.
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