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Case History Questionnaire for Children

Identifying Information

	Child’s Name:
	Date of Birth:

	Address: 
	Phone:

	City:
	Zip:

	Does the child live with both parents?

	Mother’s Name:
	Age:

	Mother’s primary phone number:               
	Secondary:

	Mother’s Occupation:
	Business Phone:

	Father’s Name:
	Age:

	Father’s primary phone number:
	Secondary:

	Father’s Occupation:
	Business Phone:

	Pediatrician:
	Phone:


	Brothers, sisters, and/or others residing in the home:

	Name
	Age
	School

	1.
	
	

	2.
	
	

	3.
	
	

	4.
	
	

	5.
	
	


	List any members of your immediate family with a history of speech, language, and/or hearing problems.  Describe these problems:



	What language(s) does the child speak?

	What is the child’s primary language?

	What languages are spoken in the home?

	What is the primary language spoken?

	With whom does the child spend most of his or her time?


Referral Information

	Person or agency who referred you us:

	Reason for referral:

	Briefly describe the child’s speech language difficulty:



	How does the child usually communicate (gestures, single words, short phrases, sentences)?




	When was the problem first noticed?

By whom?

	What do you think may have caused the problem?



	Is the child aware of the problem?                 If Yes, how does he or she feel about it?



	Have any other speech-language specialists seen the child?  Who and when?  What were their conclusions or suggestions?



	Have any other specialists (physicians, psychologists, special education teachers, etc.) seen the child?  If yes, indicate the type of specialist, when the child was seen, and the specialist’s conclusions or suggestions.



	Are there any other speech, language, or hearing problems in your family?  If yes, please describe.




History Information

	Pregnancy and Birth History

	Mother’s general health during pregnancy:



	Describe any illnesses or accidents during pregnancy:



	Describe any unusual problems during or immediately following birth (length of labor, cesarean or breech birth, jaundiced, oxygen required, etc):



	Infant’s general condition at birth:



	Describe any abnormalities, health problems, or feeding problems noted during the first weeks of life:

	Developmental History

	Please give the best age approximation at which the child began to do the following:

	Crawl:
	Sit alone unsupported:
	Stand:

	Walk unaided:
	Feed self:
	Dress self:

	Use toilet:
	Responded to name:
	Said first word:

	Consistently use single words (e.g., no, mom, doggie, etc.):
	Put two words together (e.g., mommy shoe, doggie run, etc.):
	Use short sentences:

	Name simple objects (e.g., dog, car, tree, etc.):
	Use simple questions (e.g., “Where’s Daddy?, etc.):
	Engage in a conversation:

	Does the child have difficulty walking, running, or participating in other activities which require small or large muscle contraction?



	Are there or have there ever been any feeding problems (e.g., problems with sucking, swallowing, drooling, chewing, etc.)? If yes, describe.



	Check the degree to which the child responds to sound:

· Responds to all sounds

· Responds to loud sounds only

· Inconsistently responds to sounds

· Does not respond to sounds

Date of most recent hearing evaluation/screening: _____________  Passed or Failed (circle one)


	Medical History

	At what approximate ages did the following illnesses, conditions, and/or procedures occur?

	Adenoidectomy
	Allergies
	Asthma

	Chicken Pox
	Chronic Colds
	Convulsions/seizures

	Croup
	Diphtheria
	Dizziness

	Ear Infections     How many?
	Encephalitis
	German Measles

	Headaches
	Head Injuries/Trauma
	High Fever

	Influenza
	Mastoiditis
	Measles

	Meningitis
	Mumps
	Myringotomy & Tubes

	Pneumonia
	Rheumatic Fever
	Scarlet Fever

	Sinus Infections
	Tinnitus
	Tonsillitis

	Tonsillectomy
	Venereal Disease
	Whooping Cough

	Is your child allergic to any foods?       If so, what?



	Describe any surgeries:

Describe any major accidents or hospitalizations:



	Describe any serious illnesses, injuries, or syndromes not already mentioned:



	Please list any medications being taken currently:




Daily Behavior
	Does the child sleep well?
	Eat well?
	Play alone?

	Play with other children?
	Age of playmates:

	Does the child get along well with other children?                                       Adults?

	Describe any discipline problems:

	Difficulty in concentrating?

	Favorite play activities/interests?

	What are your child’s strengths?



	Describe any evaluations or therapy for behavioral or emotional problems:




Educational

	List all educational settings attended (nursery, kindergarten, day care, first grade, special classes, etc.):



	How is the child doing academically (or preacademcially)?



	Do you have any concerns regarding your child’s handwriting skills, fine motor skills, or overall coordination abilities?



	Does the child receive special services?  If yes, describe.



	How does the child interact with others?




Additional Comments

	


Parent’s or Guardian’s Signature: _________________________ Date: ________________

Adapted from Singular Publishing Group and UGA Clinical Questionnaire
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