Ruth Donig-White, M.S., CCC-SLP

CA License #8162

50 Fifth Avenue

San Francisco, Calif.

Tel: (415) 225-6152 (cell)

Fax; (415) 788-6154

Email: rdonig@rwhitesf.com

Adult Language Case History Form

Name:

Address:

_________________________________

____

Phone: ___cell________________home_____

Age: __________________________

Date of Birth: ___________________

Primary Language: ________________

Referred By: ____________________

Primary Doctor: _________________

Phone: __________________________

Please describe your speech:

What information do you hope to obtain from this evaluation?

Do you have trouble with any of the following? Please circle all that apply.

Finding the right word

Getting to the point 

Organizing your thoughts

Speech articulation

What motivated you to seek advice or help regarding your speech?

Who referred you to me?

FAMILY HISTORY

Is there a family history of speech, language, learning, reading,

attention, or hearing problems? If yes, please describe.

MEDICAL HISTORY

As far as you know, was your speech and language development normal?

Please describe any difficulties: ______________________________________

How is your present health? Good _____Fair ____Poor _____

Have you ever been hospitalized?

Do you have any chronic or current medical problems? If yes please list

Are you presently taking medication? If yes, please list

LANGUAGE PROBLEM

A. Onset

When was the problem first noticed?

 By Whom?

What do you believe caused the problem?
 Describe any changes in the problem since it began? _____________

 If possible, list three situations in which you have noticed the speech\

 problem is worse than usual.

a. _________________________________________

b. _________________________________________

c. _________________________________________

B.  If possible, list three situations in which you have noticed the speech

problem is better than usual.

d. ________________________________________

e. ________________________________________

f. ________________________________________

C. List any persons around whom you have greater difficulty

talking and their relationship to you.

g. __________________________________________

h. __________________________________________

      c.__________________________________________

D. List any persons around whom you have the least difficulty talking and

their relationship to you.

a.__________________________________________

b.__________________________________________

c.__________________________________________

d. What is your typical reaction to your speech problem?

e. List prior treatment for your speech difficulty.
f. When Where How Long? Advice/Type of Therapy

g. 11. Do you have periods of time when you do not have word finding difficulty?

a. How long do they last?

b. Are they related to who is listening?

c. Are they related to what you are talking about?

d. Are they related to your physical state at the time?

e. Are they related to your emotional state?

h. SOCIAL HISTORY

1. What is your occupation? Briefly explain your job responsibilities.

_____________________________________________________

_____________________________________________________

With whom do you live? Please include ages of children, if applicable.

_____________________________________________________

  Please list any hobbies or interests

    _____________________________________________________

Additional Comments/Information:

CLINICAL RELEASE OF INFORMATION

Mr.

Mrs.

I, Ms. ____________________________, hereby give Ruth Donig-White permission to discuss my case with the interdisciplinary professionals

involved in my care, and to release any relevant clinical information to those

professionals if requested. I also authorize Ruth Donig-White to release and/or share any

information requested by my insurance company.

Name: _________________________ _______________________
Signature of Patient: ______________________________ Date: __________________

I agree to pay Ruth Donig White $125.00 per one hour session, unless I have Brown and Toland Medical Group insurance, to be paid either weekly or at the end of the month.

Signed____________________________________Date______________

