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        CASE HISTORY PEDIATRIC FORM 

DEMOGRAPHICS
Name:  Click or tap here to enter text.		Date:  Click or tap to enter a date.
Parent/Guardian:  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.


Child lives with both parents.						☐Yes		☐No	
If no, with whom does the child live? 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.

Pediatrician:  Click or tap here to enter text.		Pediatrician Phone:   Click or tap here to enter text.
Referring Agency:  Click or tap here to enter text.	Referring 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.

Describe present problem: Click or tap here to enter text.
Who first noticed the problem and when? Click or tap here to enter text.
What is your reaction to the problem? Click or tap here to enter text.
What is the child’s 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.

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

How well is your child understood? (i.e., what percentage of the time?) Click or tap here to enter text.
Describe what it is like to have a conversation with your child:  Click or tap here to enter text.


CAREGIVER CONCERNS
What are your primary concerns today?   Click or tap here to enter text.
Tell me about your expectations for this speech and language evaluation and/ or for treatment:  Click or tap here to enter text.
Describe your child’s strengths:  Click or tap here to enter text.
Describe your child’s needs:  Click or tap here to enter text.

PRENATAL/BIRTH HISTORY
Full Term:  		 Yes ☐		No ☐		If no, how many weeks? Click or tap here to enter text.

Birth Hospital: Click or tap here to enter text.
Birth Weight:	Click or tap here to enter text.
Delivery: 		Vaginal☐    	Cesarean☐
Breech: 		Yes ☐		No ☐
Respiratory Issue: 	Yes ☐		No ☐		If yes, describe:  Click or tap here to enter text.
NICU: 			Yes ☐		No ☐		If yes, describe:  Click or tap here to enter text.

Illnesses or accidents during pregnancy:  Yes ☐		No ☐		If yes, describe:  Click or tap here to enter text.

Use of alcohol, tobacco, or medications during pregnancy:  Yes ☐		No ☐		If yes, describe:  Click or tap here to enter text.

MEDICAL HISTORY:
Check all items that apply and indicate age: 
	☐Seizures
☐High Fevers
☐Chicken Pox
☐Whooping Cough/Diphtheria
☐Heart Trouble
☐Chronic Ear Infections
☐Tongue Tie
	☐Croup
☐COVID-19
☐Pneumonia 
☐Tonsillitis
☐Meningitis 
☐Encephalitis
☐Asthma
	☐Rheumatic Fever
☐Tuberculosis
☐Sinusitis
☐Chronic Colds
☐Enlarged Glands
☐Thyroid
☐Submucous Cleft/Bifid Uvula 



[bookmark: _Hlk71200275]Explain any checked items here:  Click or tap here to enter text.

Are immunizations current?  							Yes ☐		No ☐

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

Has your child experienced any earaches/ear infections? 			Yes☐ 		No ☐	
	If Chronic, explain: Click or tap here to enter text.
[bookmark: _Hlk71199342]Does your child currently have pressure equalization tubes? 			Yes☐		No ☐	
Has your child ever had pressure equalization tubes?				Yes☐		No ☐
	When: Click or tap here to enter text.
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.						

Is the child on any medications:							Yes☐		No☐	
Please list all current medications: Click or tap here to enter text.

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

Hearing:									Yes☐		No ☐	
If Yes, describe: Click or tap here to enter text.						
	If yes, has hearing been evaluated? Click or tap here to enter text.
Dental:										Yes☐		No ☐	
If Yes, describe: Click or tap here to enter text.						
Feeding or Swallowing problems: 						Yes☐		No ☐	
If Yes, describe: Click or tap here to enter text.						

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

DEVELOPMENTAL HISTORY
Indicate the ages at which the child:
Babbled:Click or tap here to enter text.
First Words: Click or tap here to enter text.
Combined Words: Click or tap here to enter text.
Formed Sentences: Click or tap here to enter text.

Sat Up Alone: Click or tap here to enter text.
Crawled:Click or tap here to enter text.
Walked: Click or tap here to enter text.
Toilet Trained: Click or tap here to enter text.
Dressed Independently:  Click or tap here to enter text.

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

Attention span-for self-directed activities: Click or tap here to enter text.
Attention span-for adult-directed activities: Click or tap here to enter text.

Bedtime: Click or tap here to enter text.
Does your child sleep well?							Yes☐		No ☐
	If no, explain: Click or tap here to enter text.

Does your child respond typically to the following?
	Light:									Yes☐		No ☐
		If no, explain: Click or tap here to enter text.
	Sound:									Yes☐		No ☐
		If no, explain: Click or tap here to enter text.
	People:									Yes☐		No ☐
		If no, explain: Click or tap here to enter text.
	Noise: 									Yes☐		No ☐
		If no, explain: Click or tap here to enter text.

Does your child:
	Make wants/needs known:						 Yes☐		No ☐
		Describe: Click or tap here to enter text.
	Play appropriately with others?						Yes☐		No ☐
		Give examples: Click or tap here to enter text.
	Cry appropriately: 							Yes☐		No ☐
		If no, explain: Click or tap here to enter text.
	Laugh: 									Yes☐		No ☐
		If no, explain: Click or tap here to enter text.
	Smile: 									Yes☐		No ☐
		If no, explain: Click or tap here to enter text.
	Get upset easily: 							Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.
	Have difficulty calming:							Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.
	Have difficulty sitting still: 						Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.
	Have sleeping issues:							Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.
	Have attention issues: 							Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.
	Have difficulty transitioning from one activity to another:		Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.
	Perseverate on objects/activities:					Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.
	Have complicated routines:						Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.
	Have difficulty completing ADLs: 					Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.
	
Click or tap here to enter text.
 	Dislike textures:								Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.
	Not like to be dirty:							Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.
	Exhibit unusual or repetitive behaviors: 					Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.
FEEDING HISTORY
Did your child experience any difficulty latching to bottle or breast? 		Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.

At what age did your child feed self independently: Click or tap here to enter text.
At what age was your child weaned from bottle/breast: Click or tap here to enter text.

Indicate all items the child can use:
☐Open Cup
☐Sippy Cup
☐Straw
☐Spoon
☐Fork
☐None of the Above 

Does your child 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.
	Blowing:								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.
	Orally Defensive:							Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.
	Food Allergies:								Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.
	Favorite Foods:								Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.
	Aversive Foods/textures:						Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.

LANGUAGE DEVELOPMENT
Age when your child spoke first word: Click or tap here to enter text.
What was the first word:Click or tap here to enter text.
Age when your child first started using sentences:Click or tap here to enter text.
First sentence if known:Click or tap here to enter text.

Do you have concerns with articulation?						Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.
Which sounds (if any) are of concern? Click or tap here to enter text.

How many words can your child say? Click or tap here to enter text.
List if fewer than 20: Click or tap here to enter text.

How many words are in your child’s sentences? 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 your child have difficulty understanding you? 				Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.

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

Is there any history in the immediate or extended family of communication disorders?
 				Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.

SOCIAL DEVELOPMENT
Names and ages of siblings:
Sibling 1: Click or tap here to enter text.			Age: Click or tap here to enter text.
Sibling 2: Click or tap here to enter text.			Age: Click or tap here to enter text.
Sibling 3: Click or tap here to enter text.			Age: Click or tap here to enter text.
Sibling 4: Click or tap here to enter text.			Age: 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 hoe:
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.

Has the child moved?Click or tap here to enter text.
How many moves?Click or tap here to enter text.

Activities shared with parents/siblings/peers: Click or tap here to enter text.
How would you describe your child’s relationships with their peers?Click or tap here to enter text.

Number of regular peers interacted with or playmates?Click or tap here to enter text.

Ages:Click or tap here to enter text.
Genders:Click or tap here to enter text.

Does your child respond appropriately to greetings?			Yes☐		No ☐
		If no, explain: Click or tap here to enter text.
Does your child engage in appropriate eye contact?			Yes☐		No ☐
		If no, explain: Click or tap here to enter text.
How does your child handle the following?
	Frustration: Click or tap here to enter text.
	Separation: Click or tap here to enter text.
	Conflict:   Click or tap here to enter text.
	Unfamiliar People:   Click or tap here to enter text.
	Changes to daily routine:   Click or tap here to enter text.

Does your child have:
	Regular Responsibilities:					Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.

	Favorite Places: Click or tap here to enter text.

How many minutes/hours of screen time does your child get per day? Click or tap here to enter text.

What motivates your child?Click or tap here to enter text.

What discipline methods work best? Click or tap here to enter text.

[bookmark: _Hlk71200236]SCHOOL HISTORY
Name of current school: Click or tap here to enter text.			Grade: Click or tap here to enter text.
Has the child repeated a grade?						Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.

Does your child currently have an IFSP, IEP, or 504 plan? 		Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.

Has your child been evaluated for an IFSP, IEP, or 504 plans at school? 	Yes☐		No ☐
		If yes, explain: Click or tap here to enter text.
		
List all the special education services your child is currently receiving:
Click or tap here to enter text.
Have you been told your child would not qualify for an IFSP, IEP, or 504 plans at school? 
									Yes☐		No ☐
		If yes, explain: Click or tap here to enter text. 
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