Speech & Language Therapy for Children
87 Lafayette Road Unit #3 • Hampton Falls, NH 03844
603.926.3277 • www.clearlyspeakingNH.com

Case History
Child’s name: _________________________________________________
Date of birth: ______________________
Pediatrician: ______________________
Sibling(s) and age(s):
Parent(s)/Caregiver(s) full names:
Who currently lives in the child’s home (name, relationship, age)?
Where does your child currently go to school or daycare? _________________
Please provide the days/times the child attends school or daycare: ___________________
If your child is not in a school and/or daycare program, how does he/she spend his/her day (e.g., with
Grandparent, at home, etc.)?
What language(s) does the child speak at home? ________________
Describe the current speech and/or language problem:

Is the child aware of the problem? ____________________________
Is he/she motivated to improve? _____________
Has your child received speech and/or language services prior to now? If yes, please list.
Is there a history of speech/language or hearing problems in your family? If so, please list.

Birth history:
Was the child born prematurely? _______________ If yes, how many weeks? ________
Were there any complications at birth? ______________
Medical history:
Please mark any condition that your child is currently experiencing or has experienced.
Asthma ____
Seizures ____
Tonsillitis ____
Allergies ____
Ear Infections ___ How many? _______
Has your child had his/her hearing tested? _______________
When? __________
By Whom? _________________
Has your child had a tonsillectomy or adenoidectomy? ______________
When?
Is your child currently taking any medication?
Has your child had any surgeries? If yes, please list: ______________________
Does your child have any medical diagnoses? (e.g. hypotinia, seizure disorder, hearing loss).
If so, please list: ____________________________________________________________
__________________________________________________________________________
Please list the current providers working with your child (e.g., Speech, Swallowing, OT, PT,
Neurologist, Developmental Pediatrician):
Developmental history:
At what age did your child do the following?
Sit up unassisted __________
Crawl ____________
Walk ____________
Babble_____________
Speak first word ________
Put two words together ______________

Does your child have any problems related to feeding? If yes, please explain.

Does your child use a sippy cup? If yes, how long?

Does your child suck his/her thumb? If yes, how long?

Does your child use a pacifier? If yes, how long?

Do you have any other scheduled evaluations or appointments at this time?

Does your child receive any academic accommodations or additional supports in school or daycare? If
yes, please list: _____________________
Please list your child’s interests/activities: ____________________________
______________________________________________________________
How would you rate your concern regarding your child's current speech challenges, 1-5?

What is your goal in regards to this evaluation and treatment?

Please summarize any additional information that you think would help us in working with your child.

Thank you for taking the time to fill out this information. We look forward to
working with you and your family.
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