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Case History Form

Case Info/General Info

Today’s Date: 
Client Name:      
Date of Birth:      
Grade Level:      
Father:

Name:      
Address:      
City:      
Zip Code:      
Occupation:      
Employer:      
Primary Phone Number:      
Secondary Phone Number:      
Work Phone Number:      
Email:      
Mother:

Name:      
Address:
      
City:      
Zip Code:      
Occupation:      
Employer:      
Primary Phone Number:      
Secondary Phone Number:      
Work:      
Email:      
Parent’s Marital Status:
 FORMCHECKBOX 
  Single

 FORMCHECKBOX 
  Married

 FORMCHECKBOX 
  Divorced
 FORMCHECKBOX 
  Widowed
Referred By:      
Prenatal & Birth History
Mother’s General Health During Pregnancy (illnesses, medications, etc.):      
Length of Pregnancy (months):      



Apgar Scores at Birth:      
Birth Weight:      
Type of Delivery:

 FORMCHECKBOX 
  Head First

 FORMCHECKBOX 
  Feet First

 FORMCHECKBOX 
  Breech
 FORMCHECKBOX 
  Cesarean

Were there any unusual conditions/complications that may have affected the pregnancy or birth?      
How old was the mother when the child was born?      
Did the client go home with his/her mother from the hospital?      
If the client stayed at the hospital, please describe why and how long.      
Family History

Does the client live with both parents?  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
If not, who does the client live with?      
Siblings:
Name:      

Age:      
Grade:      

Sex:      
Speech/Hearing Problems:      
Name:      

Age:      
Grade:      

Sex:      
Speech/Hearing Problems:      
Name:      

Age:      
Grade:      

Sex:      
Speech/Hearing Problems:      
Additional relatives living at the home?  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

Please list names, ages, and relationship of all relatives living in the home:      
Is the client adopted?  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

At what age?      
From what location?      
Does the client know?      
Language(s) spoken in the home other than English?      
What is the dominant language spoken?      
Does the client understand the language?   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
Does the client speak the language?   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
Who speaks the language?      
Which language does the client prefer to speak at home?      
With whom does the client spend most of his/her time?

 FORMCHECKBOX 
  Parents
 FORMCHECKBOX 
  Mom

 FORMCHECKBOX 
  Dad

 FORMCHECKBOX 
  Caregiver

 FORMCHECKBOX 
  Grandparents
 FORMCHECKBOX 
  Relatives
 FORMCHECKBOX 
  Other:      

Are there any incidences of any of the following conditions among the client’s family/close relatives (maternal and paternal)? 
 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
If yes, please describe:
 FORMCHECKBOX 
  Speech Problems:      
 FORMCHECKBOX 
  Hearing Problems:      
 FORMCHECKBOX 
  Learning Disabilities:      
 FORMCHECKBOX 
  Seizures/Convulsions:      
 FORMCHECKBOX 
  Mental Retardation (intellectual disability):      
 FORMCHECKBOX 
  Heart Disease:      
 FORMCHECKBOX 
  Autism Spectrum Disorder:      
 FORMCHECKBOX 
  Literacy/Reading Problems:      
Medical History

Client’s pediatrician/family doctor:      
Please indicate which of the following the client has experienced and how often: 
 FORMCHECKBOX 
  Allergies:      
 FORMCHECKBOX 
  High Fever:      
 FORMCHECKBOX 
  Sinusitis:      
 FORMCHECKBOX 
  Headaches:      
 FORMCHECKBOX 
  Seizures:      
 FORMCHECKBOX 
  Chicken Pox:      
 FORMCHECKBOX 
  Ear Infections:      
 FORMCHECKBOX 
  Ear Tubes/PE Tubes:      
 FORMCHECKBOX 
  Tonsillectomy:      
 FORMCHECKBOX 
  Adenoidectomy:      
 FORMCHECKBOX 
  Tonsillitis:      
 FORMCHECKBOX 
  Bronchitis/Pneumonia:      
 FORMCHECKBOX 
  Frequent Colds/Sinus Infections:      
 FORMCHECKBOX 
  Asthma/Breathing Difficulties:      
 FORMCHECKBOX 
  Mouth Breathing:      
 FORMCHECKBOX 
  Snoring:      
 FORMCHECKBOX 
  Meningitis:      
 FORMCHECKBOX 
  Dizziness:      
 FORMCHECKBOX 
  HIV/AIDS:      
 FORMCHECKBOX 
  Encephalitis:      
 FORMCHECKBOX 
  Influenza:      
 FORMCHECKBOX 
  Head Injury:      
 FORMCHECKBOX 
  Sleeping Difficulties:      
 FORMCHECKBOX 
  Visual Difficulties:      
 FORMCHECKBOX 
  Tuberculosis:      
 FORMCHECKBOX 
  Heart Trouble:      
 FORMCHECKBOX 
  Swallowing/Chewing Problems:      
 FORMCHECKBOX 
  Difficulty with Textures:      
 FORMCHECKBOX 
  Sucking Difficulty:      
 FORMCHECKBOX 
  Swallowing Difficulty:      
 FORMCHECKBOX 
  Drooling:      
 FORMCHECKBOX 
  Chewing:      
 FORMCHECKBOX 
  Other:      
 FORMCHECKBOX 
  Picky Eater:      
 FORMCHECKBOX 
  Thumb/Finger Sucking Habit:      
 FORMCHECKBOX 
  Other:      

Known Medical Diagnoses (e.g. ADD, Autism, dyslexia, etc.):      
Doctor’s Name and Phone Number who gave the diagnosis:      
Surgical and/or Hospitalization History (date, description:      
Previous and/or Current Medications:
Name, Need, Purpose:      
Name, Need, Purpose:      
Name, Need, Purpose:      
Negative Reactions to Medications:   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No 
If yes, please identify:      
Food Allergies (specify):      
Under a physician’s care currently (or recently)?  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
If yes, why?      
Immunization record up to date:   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
Date of last hearing test:      
Agency:      
Results:      
Date of last vision test:      
Significant results:      
If glasses, when are they to be worn?      
Developmental History

Provide the approximate age (in months) at which each activity began:

Crawl:      
Sit Up:      
Sat Alone:       

Stand:       

Walk:       

Sippy Cup Drinking:      
Open Cup Drinking:      

Baby Foods:      
Table Foods:      
Self-Feeding:       

Dressing Self:       

Toilet Trained:       

At what age did the use of pacifier cease?:      
At what age did thumb sucking cease?:      

Describe if client cried normally (to communicate pain, fear, discomfort, loneliness and how much)?      
Describe client’s response to sound (responds to all sounds, responds to loud sounds only, inconsistently responds to sounds).      
Describe client’s gross motor skills (coordinated, clumsy, falls a lot, slow, etc) while walking, running, climbing, riding bikes, roller skating, etc.      
Describe client’s fine motor skills while attempting to color, write, draw, cut with scissors, feed him/herself with utensils, etc.      
The child is:


 FORMCHECKBOX 
  Right Handed


 FORMCHECKBOX 
  Left Handed
 FORMCHECKBOX 
  Uses Both Equally
Educational History
Name of School/Daycare:      
Has client repeated a grade?  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
If yes, which grade & why?      
Teacher(s)/Special Education Teacher/Speech Pathologist/Occupational Therapist/Physical Therapist’s: 
Name and Phone Number:      
Name and Phone Number:      
Academic (or pre-academic) Performance:
 FORMCHECKBOX 
  Above Average

 FORMCHECKBOX 
  Average

 FORMCHECKBOX 
  Below Average

Indicate any/all areas of difficulty:

 FORMCHECKBOX 
  Speech

 FORMCHECKBOX 
  Reading

 FORMCHECKBOX 
  Attention

 FORMCHECKBOX 
  Math

 FORMCHECKBOX 
  Organization

 FORMCHECKBOX 
  Writing sentences/paragraphs

 FORMCHECKBOX 
  Spelling

 FORMCHECKBOX 
  Study habits

 FORMCHECKBOX 
  Fine motor 
      (e.g. cutting, buttoning)

 FORMCHECKBOX 
  Handwriting

Has client received special education services in the past?  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
If yes, please name services:        
If enrolled in special education services, has an Individualized Educational Plan (IEP) been developed? ?  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No       If yes, describe the most important goals:      
If yes, what is the disability diagnosis and/or code(s):      
If yes, amount of services provided per week:      
If yes, does the IEP include a functional behavior plan?  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
Speech & Language Info
Does client:
 FORMCHECKBOX 
  Repeats sounds, words, or phrases over and over?

 FORMCHECKBOX 
  Understands what you are saying?

 FORMCHECKBOX 
  Retrieves/points to common objects upon 
      request (ball, cup, shoe)?

 FORMCHECKBOX 
  Follows simple directions 
      (“Shut the door” or “Get your shoes”)?

 FORMCHECKBOX 
  Responds correctly to yes/no questions?

 FORMCHECKBOX 
  Respond correctly to who/what/where/
      when/why questions?
Client currently communicates using:
 FORMCHECKBOX 
  Body language

 FORMCHECKBOX 
  Pointing

 FORMCHECKBOX 
  Gesturing

 FORMCHECKBOX 
  Sounds (vowels, grunting)

 FORMCHECKBOX 
  Words (shoe, doggy, up)

 FORMCHECKBOX 
  2 to 4 word sentences

 FORMCHECKBOX 
  Sentences longer than 4 words

 FORMCHECKBOX 
  Other:      
Describe the client’ speech-language problem:      
When was the problem first noticed?      
By whom?      
What do you think may have caused the problem?      
Has the problem changed since it was first noticed?      
Do you feel you/the client has a speech problem?  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

If yes, describe:      
Is client aware of, or frustrated by any speech/language difficulties?  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
How does client communicate with siblings and/or peers?      
Did client begin (check all that apply):

Cooing/babbling by age 4 months   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
How much?      
Respond to name/peek-a-boo by 8 months   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
Imitate sounds by 12 months   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
Saying his/her first word by 15 months   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
Saying 2 words together (me go, daddy shoe) by 24 months   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
Using short sentences by 36 months   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
Naming simple objects (dog, car, tree) by 24 months   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
Answer simple yes/no questions and what questions by 24 months   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
Ask simple questions (Where’s doggie?) by 36 months   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
Engage in conversation by 52 months   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
Using jargon* by 12 months   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

How much?      
*Jargon is defined as words that are not understandable, but are said in “sentences,” where the child’s inflections let you know that he is “saying something”

Estimate how many words client presently uses:      
Has speech/language development ever been interrupted?   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No 
Reversed?  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

If so, please explain:      
Has there been a change in client’s speech/language over the last 6 months?   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

If so, please explain:      
Please give 2-3 examples of your child’s comments that are typical at this time:

1.      
2.      
3.      
Indicate any items that are difficult for client:

 FORMCHECKBOX 
  Understanding what he/she hears

 FORMCHECKBOX 
  Following directions or routines

 FORMCHECKBOX 
  Speaking in organized or grammatically 
      correct sentences

 FORMCHECKBOX 
  Answering questions

 FORMCHECKBOX 
  Singing songs/reciting nursery rhymes

 FORMCHECKBOX 
  Writing his/her name

 FORMCHECKBOX 
  Getting his/her point across

 FORMCHECKBOX 
  Thinking of words for things

 FORMCHECKBOX 
  Understanding concept of time 
      (seasons, day/night, hours)
 FORMCHECKBOX 
  Telling stories

 FORMCHECKBOX 
  Self-calming

 FORMCHECKBOX 
  Receiving/giving hugs

 FORMCHECKBOX 
  Keeping shoes on

 FORMCHECKBOX 
  Hand-Eye Coordination

 FORMCHECKBOX 
  Using a straw

 FORMCHECKBOX 
  Blowing Bubbles

 FORMCHECKBOX 
  Keeping hands to him/herself

 FORMCHECKBOX 
  Memory

 FORMCHECKBOX 
  Pronouncing words correctly

 FORMCHECKBOX 
  Stating sounds of letters

 FORMCHECKBOX 
  Recognizing “common” words

 FORMCHECKBOX 
  Rhyming

 FORMCHECKBOX 
  Spelling

 FORMCHECKBOX 
  Reading

 FORMCHECKBOX 
  Decoding (sounding out words)
 FORMCHECKBOX 
  Reading Fluency

Treatment History

Has client ever had a speech evaluation/screening?   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
If yes, where and when?      
What were their conclusions or suggestions?      
Has client ever had speech therapy?   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
If yes, where and when?      
What was he/she working on?      
Has client received any other evaluation (check all that apply)? 

  Applied Behavioral Analysis (ABA)
  Physical Therapy (PT)
 FORMCHECKBOX 
  Occupational Therapy (OT
  Other:      
Has the family received consultation or evaluation from a developmental pediatrician, neurologist, or other therapist? 
 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

If yes, please describe:      
Please complete the following information concerning any professionals (tutors, SLP, OT, PT, etc.) currently working with 
client:
Provider Name and Phone Number, Service(s), Frequency:      

Provider Name and Phone Number, Service(s), Frequency:      


Please complete the following information concerning any professionals (tutors, therapists) who have worked with client
in the past:

Provider Name and Phone Number, Service(s), Frequency:      

Provider Name and Phone Number, Service(s), Frequency:      


Provider Name and Phone Number, Service(s), Frequency:      
Behavioral History

Please check all that describe client:

 FORMCHECKBOX 
  Friendly

 FORMCHECKBOX 
  Easy-going

 FORMCHECKBOX 
  Plays well with other children

 FORMCHECKBOX 
  Cooperative

 FORMCHECKBOX 
  Attentive

 FORMCHECKBOX 
  Willing to try new activities

 FORMCHECKBOX 
  Eats well

 FORMCHECKBOX 
  Sleeps well

 FORMCHECKBOX 
  Difficulty sleeping

 FORMCHECKBOX 
  Has nightmares

 FORMCHECKBOX 
  Grinds teeth

 FORMCHECKBOX 
  Wets bed

 FORMCHECKBOX 
  Restless

 FORMCHECKBOX 
  Plays alone for 
      reasonable length of time

 FORMCHECKBOX 
  Talkative

 FORMCHECKBOX 
  Separation difficulties

 FORMCHECKBOX 
  Cries easily

 FORMCHECKBOX 
  Shy

 FORMCHECKBOX 
  Quiet

 FORMCHECKBOX 
  Overly sensitive emotionally

 FORMCHECKBOX 
  Withdrawn

 FORMCHECKBOX 
  Daydreams often

 FORMCHECKBOX 
  Poor eye contact

 FORMCHECKBOX 
  Easily distracted/
      short attention span

 FORMCHECKBOX 
  Impulsive/impatient

 FORMCHECKBOX 
  Hyperactive

 FORMCHECKBOX 
  Cannot easily shift from 
      one activity to another

 FORMCHECKBOX 
  Easily frustrated

 FORMCHECKBOX 
  Stubborn

 FORMCHECKBOX 
  Has temper tantrums

 FORMCHECKBOX 
  Bad tempered

 FORMCHECKBOX 
  Destructive/
      aggressive towards others

 FORMCHECKBOX 
  Inappropriate behavior

 FORMCHECKBOX 
  Self-abusive behavior

 FORMCHECKBOX 
  Unpredictable

 FORMCHECKBOX 
  Defiant

 FORMCHECKBOX 
  Anxiety

 FORMCHECKBOX 
  Bites nails

 FORMCHECKBOX 
  Likes routines

 FORMCHECKBOX 
  Echolalia

 FORMCHECKBOX 
  Self-stimming behaviors

 FORMCHECKBOX 
  Doesn’t like to be touched

 FORMCHECKBOX 
  Sensory Issues

 FORMCHECKBOX 
  Sensitive to light

 FORMCHECKBOX 
  Sensitive to sound

 FORMCHECKBOX 
  Sensitive to touch

Diagnostic Info 
Date/who administered most recent educational evaluation:      
Date/who administered most recent psychological evaluation:      
Date/who administered most recent speech-language evaluation:      
Client’s Interests

Client hobbies:      
If a child, does he/she prefer to play with children his/her own age, younger, older, or by him/herself?      
If a child, do you read to your child?
   FORMCHECKBOX 
  Yes
      FORMCHECKBOX 
  No
How often:      
Does client read independently for pleasure?    FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No
How often:      
Favorite Books:      
Describe a typical day, including the activities (and if a child, his/her responses to them), how desires and needs are communicated, any significant behaviors or difficulties that impede daily life.      
List the three things you would most like to see client doing in the next year.
1.      
2.      
3.      
Describe your greatest communication and overall development concerns:      
Share any additional information that might be helpful in the evaluation or treatment of client.      
Emailing Previous Diagnosis/Reports/Evaluations:  FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No
Specify:       
Person completing this form:      
Relationship to client:      
Signed:      
Date:      


After completing this form, please save it as “Last Name Case History” (e.g., Reynolds Case History)

and email to jmreynolds1231@gmail.com
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