[bookmark: _GoBack]SOCIAL AND MEDICAL HISTORY FORM

Date:_______		Person completing form:_____________	Relationship:____________

Identifying Information & Family

Child’s Name:________________	Date of Birth:_____________	Sex:	OM	OF	Age:__
Address:____________________	Daytime phone:___________	
	_____________________
	_____________________
Mother’s Name:_______________	cell phone:______________	email:____________________
Father’s Name:________________	cell phone:______________	email:____________________

Who is currently living in the home with this child? (Include names & ages of siblings)
___________________________	_______________________	_________________________
___________________________	_______________________	_________________________

Is there a family history of speech, language, hearing, or learning disabilities in the family?
(if yes, please describe)________________________________________________________________

Child’s race/ ethnic group:_____________
Is there a language other than English spoken in the home?	OYes	ONo	
If yes, which language?______________ Which language does the child prefer to speak?____________

Birth & Developmental History

Was the pregnancy, labor, or delivery unusual in any way?
(if yes, please explain)__________________________________________________________________
____________________________________________________________________________________

Please tell the approximate age at which your child achieved the following developmental milestones:
sat alone_____________	crawled_________________	said first words_______________
walked_______________	used short sentences______	toilet trained_________________

Medical History

Has your child had any of the following:	
	O adenoidectomy		O head injury			O thumb/ finger sucking habit
	O allergies			O high fevers			O tonsillectomy	
	O breathing difficulties		O PE tubes			O tonsillitis
	O chicken pox			O seizures			O vision problems		O colds				O sinusitis
	O ear infections 		O sleep difficulties		O other:_______________ 	    How often?________		O snoring				_______________						
Child’s pediatrician:_________________________________________________________________
Other physicians or specialists:_________________________________________________________
List any medications your child is taking:__________________________________________________
Has your child had any accidents, surgeries, or chronic illnesses?______________________________
Do you have concerns for your child’s hearing?_____________________________________________
Has your child had a hearing evaluation?__________________________________________________
					results			agency			date
Do you have concerns for swallowing / feeding problems? ___________________________________
Speech and Language History

At what age did your child say (not imitate): 
single words other than Mamma, Dada? (give examples) ___________________________________
two- word combinations? ____________________________________________________________
sentences? _______________________________________________________________________

When you talk to your child, how much do you think he/ she understands?______________________
When communicating with you, how does your child make himself understood?
__________________________________________________________________________________

Do you feel your child has a speech and language problem?		O Yes		O No
	if yes, please describe__________________________________________________________
__________________________________________________________________________________

Do other people have trouble understanding your child?			O Yes		O No

Has your child ever had a speech and language evaluation?		O Yes		O No
	if yes, please describe _________________________________________________________
				Agency/SLP		Date			Results
__________________________________________________________________________________

Has your child been enrolled in speech and language therapy?		O Yes 		O No
	if yes, please describe _________________________________________________________
				Agency/SLP		Date			Goals
__________________________________________________________________________________
Recommendations

Is your child aware of, or frustrated by, any speech/ language difficulties?	O Yes		O No

Has your child ever received any other evaluation or therapy (physical therapy, counseling, occupational therapy, vision, etc.)?							O Yes		O No
	if yes, please describe_________________________________________________________
				Agency			Date			type of therapy
__________________________________________________________________________________
Results

Educational History

Name of school in which your child is currently enrolled?______________________________________
Class/ grade level:______________________

Have teachers expressed any concern for your child’s speech and language or learning?
___________________________________________________________________________________
___________________________________________________________________________________

What are your child’s strengths?_________________________________________________________

How does your child interact with other children?____________________________________________
What questions would you like answered from this evaluation?_________________________________
___________________________________________________________________________________

____________________________							____________
Parent signature										Date
