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Pediatric Speech Pathology Case History

Patient’s Name: ___________________________________________________
Date of Birth: ______________________   Age: __________________________
Address: _________________________________________________________
Referring Physician: ________________________________________________
Diagnoses/Reason for Referral: _______________________________________
Additional Parental/Caregiver Concerns: ________________________________

Family History:

Mother/Guardian: _________________________  Cell: _____________________
Father/Guardian: __________________________  Cell: _____________________
Siblings: _________________________________   Age:_____________________
                __________________________________ Age: ____________________
 	     __________________________________ Age: _____________________
	    ___________________________________ Age:_____________________

Has any relatives of the patient had a history of any of the following:
	Speech delays _________________________________________________
	Learning disabilities_____________________________________________
	Hearing loss ___________________________________________________
	Stuttering _____________________________________________________
	Cleft lip/palate _________________________________________________
Languages spoken in the home:  _______________________________________




Birth History:

Did mother experience any illnesses/complications during pregnancy? Explain


Medications taken during pregnancy: ____________________________________
Length of pregnancy: ________________ Baby’s hospital stay:________________
Method of delivery:________________ Baby’s weight: _____________________
Difficulties experienced during or following delivery:________________________
___________________________________________________________________
Did your child require any medical procedures, surgeries, etc before, during or following birth?_____________________________________________________
___________________________________________________________________

Medical History:

Rate your child’s overall health:_________________________________________
List any hospitalizations and or surgeries. Explain:__________________________



Has the child experienced any of the following:
Ear infections:_______________________________________________________
Frequent colds:______________________________________________________
Allergies:___________________________________________________________
Tonsil/adenoid problems:______________________________________________
High fevers:_________________________________________________________
Chronic congestion:__________________________________________________
Vision problems:_____________________________________________________
Hearing problems:____________________________________________________
Sleep disturbances:___________________________________________________
Seizures:___________________________________________________________
Reflux:_____________________________________________________________
Other:_____________________________________________________________

Medications your child is taking:________________________________________

Has your child’s hearing been tested?________ If so, when?_________________
	Results:_______________________________________________________
Has your child’s vision been tested?_________ If so, when?__________________
	Results:_______________________________________________________


Developmental History:

At what age did your child achieve the following milestones:
Sit alone:_______________Crawl:_________________Walk:_________________
Toilet train:____________ Dress self:_____________ Feed self: _______________
Do you have any concerns regarding your child’s gross or fine motor skills: ______
_______________________________________________________________   



Feeding History:

Did your child have any sucking difficulties at birth:_________________________
Was your child breast or bottle fed: _____________________________________

During feeding, did/does your child have any difficulty with:
Sucking______________________ Food taste____________________________
Food texture__________________ Chewing_____________________________
Swallowing___________________ Food temperature_____________________
Spitting out/Vomiting_______________________________________________
Cup drinking___________________ Gagging______________________________
Drooling______________________ Choking______________________________
Coughing_____________________ Using utensils__________________________

What type of chair does your child sit in during meals ______________________
Does the child eat with family during meals ______________________________
Has your child received any testing due to feeding difficulties_______________
__________________________________________________________________
Does your child have any food allergies ________________________________
Is your child a picky eater___________________________________________

When did your child:
Transition from the bottle to cup drinking________________________________
Does your child currently drink from a bottle _____________________________
Does your child use a pacifier _________________________________________
Transition from baby food to table foods_________________________________
Feed self independently with utensils____________________________________

Speech/Language History:
At what age did your child begin to:
Babble___________ Say first word_____________ Combine words____________

Does your child have difficulty with:
Following directions________________ Remembering______________________
Pronouncing sounds________________ Stuttering_________________________
Vocabulary_______________________ Voice quality_______________________
Forming sentences_________________ Being understood by others___________
How much do you understand_______% Others not familiar with child______%
Describe how your child’s primary mode of communications (gestures, signing, single words, short phrases, augmentative device, picture exchange_______



Educational History:
Present School ________________________ Town_______________________
Grade _______________________________
Do you have any academic concerns  ___________________________________
Describe your child’s adjustment/acceptance of school____________________
_________________________________________________________________
What school subjects does your child excel in ____________________________
Have difficulty with _________________________________________________

Does your child’s teacher describe any of the following problems:
Behavior/cooperation ______________________________________________
Attention span ____________________________________________________
Learning _________________________________________________________
Reading __________________________________________________________
Speaking __________________________________________________________
Writing ___________________________________________________________
Hearing ___________________________________________________________

Indicate any evaluations performed, when and where:
Gastroenterologist _________________________________________________
Child Study Team evaluation__________________________________________
Speech/Language evaluation__________________________________________
Psychological evaluation______________________________________________
Neurological evaluation______________________________________________
Physical Therapy evaluation___________________________________________
Occupational Therapy evaluation_______________________________________
Otolaryngologist_____________________________________________________

Behavior:
Describe your child’s personality _______________________________________
Most attentive with (list activities/toys) _________________________________
What do you feel are your child’s strengths  ______________________________
__________________________________________________________________
Does your child have behavioral problems  _______________________________

Does your child exhibit any of the following:
Nervousness__________________ Temper tantrums _______________________
Shyness ______________________Sleeplessness __________________________
Aggressiveness ________________ Overactivity ___________________________
Impulsiveness _________________ Repetitive behaviors ____________________
Describe your child’s play _____________________________________________
What does your child’s favorite play activities  _____________________________
__________________________________________________________________




Parent/Guardian Signature:___________________________________________
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