Madison Speech Associates
Adult Case History Form
Patient’s Name: __________________________


Referral Information:

Reason for referral: ____________________________________________________________________

Person referring:  ______________________________________________________________________
History of Problem (circle all that apply):
Swallowing (Coughing/Choking/Pain)
Stuttering

Expressing Thoughts

Orientation


Judgment



Problem Solving

Maintaining Topic of Conversation
Memory

Focusing/Attending


Following Directions
Processing Information

Reading/Writing

Slurred Speech


Word Finding

Other: ______________________________

Please explain any circled problems: _______________________________________________________

_____________________________________________________________________________________

Length of Problem: ___________________________


Have there been any significant changes in the last 6 months?:  Yes/No

If yes, please explain:  ___________________________________________________________________

_____________________________________________________________________________________
Have you received any other therapy or evaluations? :  Yes/No

If yes, please explain what types: __________________________________________________________
_____________________________________________________________________________________


Vocational History

How have your communication difficulties affected the types of jobs you have held? ________________

_____________________________________________________________________________________

Describe your current job setting and your communication needs: _______________________________

_____________________________________________________________________________________

How do communication problems affect your current job? _____________________________________

_____________________________________________________________________________________



Medical History:  (Circle all that apply)

Allergies

Sinusitis

Facial Numbness
Stroke/TIAs
Hoarseness
High Fevers
COPD

Heart Disease
Head Trauma
Reflux/Heartburn
Hypertension
Pneumonia
Injury/Falls
Surgery
Seizures

Measles

Chicken Pox
Birth defect
Diphtheria
Genetic Disorder
Thyroid

Pneumonia
Tonsillitis

Meningitis
Tuberculosis
Encephalitis
Chronic Colds
Asthma

Whooping Cough
Rheumatic Fever
Poor weight gain
Vision Problems
Hearing Problems
Dental Problems
Mumps
Diabetes

Chronic Laryngitis
Bronchitis
Other
Please explain any circled items: __________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Are immunizations current?:  Yes/No

Current General Health:  _________________________
Current medications?:  Yes/No



If yes, please list all medications currently being taken.

Medication




Reason for medication
_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________



Educational History

Schools attended: ______________________________________________________________________

Diplomas or degrees: ___________________________________________________________________

How did or does your communication difficulty affect your performance in school? _________________ _____________________________________________________________________________________



General Information

Hobbies and interests: __________________________________________________________________

_____________________________________________________________________________________

Other information you would like us to know: _______________________________________________

__________________________________________________________________________________________________________________________________________________________________________
