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Speech & Language Developmental History            
Parents: Thank you for your interest in our Speech/ Language Services. The information you provide here is very useful in gaining a clear understanding of your child’s strengths and weaknesses.  We appreciate your time.
	General Information


	Child’s Name:
	Birth Date:

	Address:
	Home phone #:

	
	Emergency contact name:

	
	Emergency contact phone #:

	Parent’s Name:
	Parent’s Name:

	Employer:
	Employer:

	Work #:
	Work #:

	Name and Ages of Brothers and Sisters:

	

	

	Referred by (name, address, profession):



	Name of Nursery/Preschool (if applicable):
	Name of Early Intervention Program (if applicable):


	Child’s Physician Name and address:

	Physician’s phone #:


Medical Information 

	[image: image1.jpg]

	Medical Diagnosis (if any)__________________________________________________________

Has child had a vision test?             ____ No        ____Yes, vision test on (date) ________________

     Results: ________________________________________________________________________

Has child had a hearing test?           ____ No        ____Yes, hearing test on (date)  ______________

     Results:________________________________________________________________________

  Has your child had any of the following?

	
	No
	Yes
	Date(s)
	Additional information (include any medication)

	Childhood diseases 
	
	
	
	

	Major illnesses
	
	
	
	

	Congenital Abnormalities
	
	
	
	

	Surgery
	
	
	
	

	Serious injury
	
	
	
	

	Casts or braces
	
	
	
	

	Ear infections
	
	
	
	

	Tubes in ears
	
	
	
	

	Allergies
	
	
	
	

	Seizures
	
	
	
	

	Other


	
	
	
	


	List any medication your child is currently receiving and frequency of dosages.

	Medication
	Dosage
	Frequency of dosage

	
	
	

	
	
	

	
	
	

	
	
	

	Are there any medical precautions the therapist should be aware of when working with your child?



	Does your child have any assistive devices (e.g. glasses, casts, wheelchair?)




	Has your child received other evaluations or treatment?

	Evaluation
	Eval Date
	Professional
	Dates of Treatment

	Neurological
	
	
	

	Neuro-psychological
	
	
	

	Psychological
	
	
	

	Occupational Therapy
	
	
	

	Physical Therapy
	
	
	

	Speech and Language
	
	
	


	Mother’s Health During Pregnancy:

	
	No
	Yes
	Describe

	Any infections/illnesses during pregnancy?
	
	
	

	

	Any shocks or unusual stresses during pregnancy?
	
	
	

	

	Any medications received during pregnancy?
	
	
	

	

	Any complications during delivery/labor?
	
	
	

	

	Child’s Birth:

	
	No
	Yes
	Describe

	Is your child adopted?
	
	
	

	Was your child premature/pre-term?
	
	
	

	Was your child breech (feet first)?
	
	
	

	Were forceps required for delivery?
	
	
	

	Was suction required?
	
	
	

	Were there any birth injuries?
	
	
	

	Was intensive care hospitalization required?
	
	
	

	Was your child jaundiced?
	
	
	

	If known, Apgar rating at one minute?
	
	At 5 minutes?


	Infancy and Early Childhood:  Did your child

	
	No
	Yes
	Describe

	have feeding problems?
	
	
	

	have sleeping problems?
	
	
	

	have colic?
	
	
	

	extremely prefer/dislike certain positions as an infant?  describe…
	
	
	

	enjoy bouncing?
	
	
	

	become calmed by car rides or infant swings?
	
	
	

	become nauseated/dislike car rides or infant swings?
	
	
	


	Developmental Milestones: 
	Age   
	Comments or anything unusual

	Rolling over
	
	

	Sit alone
	
	

	Crawl
	
	

	Walk
	
	

	Chew solid food
	
	

	Drink from a cup
	
	

	Say words
	
	

	Say sentences
	
	


	Speech/Language


	Please indicate all means of communication currently used: 

__  Speech



__  Vocalizations



__  Physically gets items 

__  Facial Gestures                       
__  Gestural (yes/no)

           on his/her own

__  Spoken (yes/no)


__  Manual Signs



__  Pointing

__ Augmentative Communication Device
__  Bodily Gestures



	List any adaptive equipment currently used:


	Please give an example of a typical phrase/sentence that your child currently uses:



	How often does your child use speech:   __ Frequently
__Sometimes
          __Rarely



	How does your child make his/her needs known?



	Does your child use gestures often? What does your child use the most?

__ Gestures
__ Sounds        __ 1 or 2 words             __ Phrases
__ Complete Sentences




	

	Oral Sensations


	
	SENSORY AVOIDING/DISTRESS FROM SENSATION/SENSORY SENSITIVITIES



	
	Does child:    3 Often      2 Sometimes     1 Rarely/Never 
	3
	2
	1
	Comments

	
	have strong negative reaction to the taste and/or texture of foods?  

describe what tastes or textures?
	
	
	
	

	
	have extreme preferred flavors/textures of food?

describe what flavors or textures?
	
	
	
	

	
	avoid mouthing of toys as a baby?
	
	
	
	

	
	SENSORY SEEKING



	
	Does child:    3 Often      2 Sometimes     1 Rarely/Never 
	3
	2
	1
	Comments

	
	chew on shirts/objects frequently?
	
	
	
	

	
	lick, suck or chew on non-food items (18 months +)?

list items in ‘comments’
	
	
	
	

	
	grind teeth frequently?
	
	
	
	

	
	make lots of noises with mouth?
	
	
	
	
	

	
	DISCRIMINATION



	
	Does child:    3 Often      2 Sometimes     1 Rarely/Never 
	3
	2
	1
	Comments

	
	act as though all food tastes the same?
	
	
	
	

	
	eat in a sloppy manner?
	
	
	
	

	
	tend to be slow in eating?
	
	
	
	

	
	pocket food in mouth?
	
	
	
	

	
	keep mouth open most of the time?
	
	
	
	

	
	drool without noticing?


	
	
	
	

	Sound (Auditory)



	
	SENSORY AVOIDING/DISTRESS FROM SENSATION/SENSORY SENSITIVITIES



	
	Does child:    3 Often      2 Sometimes     1 Rarely/Never 
	3
	2
	1
	Comments

	
	seem overly sensitive to sounds?
	
	
	
	

	
	get distracted by lots of sounds?
	
	
	
	

	
	get distracted by background noises that frequently go unnoticed by others (such as refrigerators, fluorescent lights, fans, etc.)?
	
	
	
	

	
	DISCRIMINATION



	
	Does child:    3 Often      2 Sometimes     1 Rarely/Never 
	3
	2
	1
	Comments

	
	have difficulty maintaining or copying rhythms?
	
	
	
	

	
	have speech or articulation difficulties?
	
	
	
	

	
	have trouble expressing what he/she wants?
	
	
	
	

	
	whisper or yell when inappropriate?
	
	
	
	

	
	seem unable to follow two or three directions given at once?
	
	
	
	

	
	seem not to understand what is said?
	
	
	
	

	
	have trouble remembering what was said?
	
	
	
	

	
	misunderstand meaning of words in relation to movement or body position?
	
	
	
	

	
	need frequent repetitions of directions?
	
	
	
	

	
	have difficulty localizing sound (i.e. not turning correctly towards direction of voice/name/sound)?
	
	
	
	

	
	have difficulty discriminating sounds (penny vs. pencil)?
	
	
	
	

	
	have difficulty understanding words to a song?
	
	
	
	

	Social Skills



	
	have difficulty making friends?
	
	
	
	

	
	tend to prefer playing alone?
	
	
	
	

	
	have a strong desire for sameness and routine?
	
	
	
	

	
	tend to crave attention?
	
	
	
	

	
	seem sensitive to criticism?
	
	
	
	

	
	lack self-confidence?
	
	
	
	

	
	have strong outbursts of anger, tantrums?
	
	
	
	

	
	have trouble getting along with other children?
	
	
	
	

	
	tend to be aggressive?
	
	
	
	

	
	tend to be quiet or withdrawn?
	
	
	
	

	
	lack carefulness, and/or is impulsive?
	
	
	
	

	
	tend to be intense, easily frustrated?
	
	
	
	

	
	tend to have difficulty separating from parent(s)?
	
	
	
	

	
	prefer the company of adults to children?
	
	
	
	

	
	prefer playing with children who are 1 to 2 years younger?
	
	
	
	

	
	seem discouraged or depressed?
	
	
	
	

	
	deal poorly with unstructured time?
	
	
	
	

	
	prefer playing with older children?
	
	
	
	

	Play Skills



	1. 
	What are your child’s favorite playthings?

	2. 
	What does she or he do with these toys?

	3. 
	What activities does your child least enjoy?

	4. 
	How long does child play with one toy?

	5. 
	
	No
	Yes

	6. 
	Are there any things, which your child fears or avoids?

If yes, describe:
	
	

	7. 
	Does your child’s play seem repetitive and inflexible?
	
	

	8. 
	Does your child play with things by lining them up (if over two years of age)?
	
	

	
	What extra-curricular activities is your child involved in (i.e., gymnastics, swimming lessons, Scouts, etc.)?

	9. 
	

	10. 
	

	11. 
	

	Bowel and Bladder



	
	Does or did child:
	No
	Yes

	
	have trouble learning urinary control?
	
	

	
	have trouble learning bowel control?
	
	

	
	continue to have accidents during the day until age:
	
	
	

	
	continue to have accidents during the night until age:
	
	
	

	
	have difficulty registering the need to eliminate?
	
	

	
	tend to masturbate frequently?
	
	

	
	toilet trained?
	
	


	Family History



	Handedness for:
	Child
	Mother
	Father
	Siblings:
	Grandparents:

	
	
	
	
	
	
	
	
	
	
	
	

	Right
	
	
	
	
	
	
	
	
	
	
	

	Left
	
	
	
	
	
	
	
	
	
	
	

	Both
	
	
	
	
	
	
	
	
	
	
	

	What do you hope to gain from this evaluation and/or treatment?
​​

	

	What particular skill would you like your child to develop?

	

	

	

	Do you or anyone else in your family have similar difficulties to your child’s?  If so, please describe below and/or mark pertinent sections of the questionnaire in a second color.

	

	

	

	

	


	Signature                                                                Relationship

        Date



