Madison Speech Associates
Case History Form
						          Patient’s Name: __________________________
                                      	                                         Patient’s Date of Birth:  _____________________
Parent or Guardians’ Information:
Mom’s name:  ______________________________		Date of Birth: ____________
Address: _____________________________________________________________________
Phone:  (home):  _______________ (cell):  _______________ (work):  _______________
Email address:  ___________________________________________
Highest education level completed:  _________________	Occupation: _____________________
Dad’s name:  ________________________________		Date of Birth: ____________
Address: _____________________________________________________________________
Phone:  (home):  _______________ (cell):  _______________ (work):  _______________
Email address:  ___________________________________________
Highest education level completed:  _________________	Occupation: _____________________
Siblings and ages:  ______________________________________________________________________

Referral Information:
Reason for referral: ____________________________________________________________________
Person referring:  ______________________________________________________________________
History of Problem:
Describe present problem:  ______________________________________________________________
_____________________________________________________________________________________
Have there been any significant changes in the last 6 months?:  Yes/No
If yes, please explain:  ___________________________________________________________________

Any other therapy or evaluations given?:  Yes/No
If yes, please explain what types: __________________________________________________________
_____________________________________________________________________________________
Family Stressors: (Please circle all that occurred within the last 12 months)
Marital separations/divorce		Death in family		Financial Crisis		Job Change/Difficulties	
School Problems			Legal Problems		Medical Problems		Household Move		
Extended separation from parents	Other stressful event: ______________________________

Please explain any circled items: __________________________________________________________
_____________________________________________________________________________________

Pregnancy/Birth History:
Length of Pregnancy:  _____________	Mother’s age during pregnancy:  _______________
Did any of the following events occur during this pregnancy?: (Circle all that apply)
Allergies/Asthma		Anemia		Diabetes/Blood sugar problems	Edema (swelling, water retention)	
Excessive Vomiting		Heart Disease	Headaches/Migraines		Kidney Disease
Pre-Eclampsia		Rh negative	Toxemia				Toxin Exposure
Blood Transfusions		Accidents		Bleeding/Spotting			Cervical Incompetence
Infections		Pre-term labor	Uterine or uterine fluid problems	Other: _______________________

Please explain any circled items: __________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Were medications, drugs, or alcohol used during pregnancy?:  Yes/No
If yes, please explain:  ___________________________________________________________________
Birth Weight of Child:  _______	Length of Labor:  __________ 	Type of delivery:  C-section/Vaginal	
APGAR Scores:	1 minute_______	5 minute_______
Number of days spent in nursery:  _______________	NICU: _______________



Any complication during labor and delivery for mother or child?:  (Circle all that apply)
Maternal Infection			Low/High red/white blood cell count		Pelvis or cervical Problems		
Placenta Problems			Baby had cord around neck			Dysfunctional Labor
Baby had high/low heart rate		Cord problems (knots, prolapsed, compression)	Baby had heart rate decelerations
Fetal distress was noted		Meconium was noted

Please explain circled items: ______________________________________________________________
_____________________________________________________________________________________
Any medical problems for child after birth?: (Circle all that apply)
Blue/cyanotic at birth	Required stimulation to breathe	Required oxygen at birth		Infections
Tremoring/seizures		Considered small for age		Very low tone			Brain hemorrhage
Anemia/Transfusions	Rh incompatibility problems		Jaundice (yellow)			Bruising
Required resuscitations	Congenital birth defects		Aspiration (meconium/fluid)		Ventilation
Tube Feedings		Respiratory distress/symptoms	Choking/Vomiting episodes		Medications

Please explain circled items: ______________________________________________________________
_____________________________________________________________________________________

Child’s Medical History:  (Circle all that apply)
Seizures		High Fevers	Measles		Chicken Pox	 Mumps		Diphtheria	Croup Pneumonia	Tonsillitis		Meningitis	Sinusitis		Tuberculosis	Reflux		Thyroid Encephalitis	Chronic Colds	Heart Trouble	Whooping Cough	Rheumatic Fever	Birth defect	Asthma
Head Injury	Genetic Disorder	Constipation	Frequent Diarrhea	Poor weight gain	Feeding Problems	Eczema
Vision Problems	Hearing Problems	Dental Problems	Autism/PDD	Cerebral Palsy	Neurological	ADHD
Please explain any circled items: __________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Are immunizations current?:  Yes/No		Current General Health:  _________________________
Most recent: Height = _____________	Weight = ________________	Date Taken: _______________
Has your child had any ear aches/infections?:  Yes/No		Last hearing screen/test: ____________
If yes, please explain:  ___________________________________________________________________


Allergies?:  Yes/No
If yes, please explain:  ___________________________________________________________________
_____________________________________________________________________________________
Recent operations or accidents?:  Yes/No
If yes, please explain:  ___________________________________________________________________
_____________________________________________________________________________________
Current medications?:  Yes/No
If yes, please list all medications currently being taken.
Medication					Reason for medication
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Child’s Developmental History:
Do you feel your child was “faster” or “slower” than his/her peers in any other way?  
Please explain: _______________________________________________________________________ 

If your child is in school, please describe any difficulties or strengths in reading, writing or spelling:
________________________________________________________________________________________________________________________________________________________________________
		
Name of current school: 					  Grade: _________________________
Address:  							  Phone:  				
Any special educations services (which, when)?									
Current Teacher (s): ____													  					
Describe any other concerns shared by the teacher: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


We would like to have information about your child’s developmental milestones.  Indicate the age when your child first did each of the following INDEPENDENTLY.  If you can not recall/find a specific age, please mark whether you believe your child accomplished the milestone early, on time or late.  If your child has not yet achieved the milestone, write NA in the age column.  Please also rate your estimation of the quality of your child’s skills.

	MILESTONE
	AGE
	EARLY
	ON TIME
	LATE
	
	GOOD/FAIR
	POOR

	Smiled
	
	
	
	
	
	
	

	Held head up
	
	
	
	
	
	
	

	Rolled over
	
	
	
	
	
	
	

	Reached for an object actively
	
	
	
	
	
	
	

	Transferred object between hands
	
	
	
	
	
	
	

	Sat unsupported
	
	
	
	
	
	
	

	Crawled
	
	
	
	
	
	
	

	Stood alone
	
	
	
	
	
	
	

	Walked by self
	
	
	
	
	
	
	

	Said first words
	
	
	
	
	
	
	

	Threw objects actively
	
	
	
	
	
	
	

	Ran by self
	
	
	
	
	
	
	

	Followed simple 1 step directions
	
	
	
	
	
	
	

	Said 2-3 phrases 
	
	
	
	
	
	
	

	Ate unaided with a spoon/fork
	
	
	
	
	
	
	

	Dressed self
	
	
	
	
	
	
	

	Rode bicycle without training wheels
	
	
	
	
	
	
	

	Caught a thrown object
	
	
	
	
	
	
	

	Demonstrated handedness (which?)
	
	
	
	
	
	
	

	Knew colors
	
	
	
	
	
	
	

	Counted to 5
	
	
	
	
	
	
	

	Knew alphabet
	
	
	
	
	
	
	

	Bladder trained - days
	
	
	
	
	
	
	

	Bladder trained - nights
	
	
	
	
	
	
	

	Bowel trained
	
	
	
	
	
	
	

	Weaned from bottle/breast
	
	
	
	
	
	
	

	Weaned from pacifier
	
	
	
	
	
	
	

	Thumb/finger sucking
	
	
	
	
	
	
	






