Ruth Donig-White, M.S., CCC-SLP
Licensed Speech-Language Pathologist 

License # 8062

50 Fifth Avenue

San Francisco, Calif. 94118

Phone (415) 225-6152 
Fax (415) 788-6154


PLEASE ATTACH ANY REPORTS FROM PREVIOUS AGENCY OR SCHOOLS
Child Case History

PLEASE PRINT IN INK OR TYPE ALL INFORMATION 
General Information


Today’s Date


Child’s Name

Date of Birth:

Gender


Address:

Phone:


City:

Zip:


Mother’s Name:

Age:


Mother’s Occupation:

Cell Phone:


Email
          

 Business phone  


Father’s Name:

Age:


Father’s Occupation:

Business Phone:


Email

Cell Phone___________________

How did you get referred to me?____________________________________

Does the child live with both parents?


If no, with whom does the child live?


Brothers and Sisters (include names and ages):


Referred By:

Phone:


Address:


Physician:

Phone:


Address:


Other specialists who have seen the child:


Please attach the most recent report for the Doctor, agency or school listed above.
Address:

Phone:


What were the other specialists’ conclusions and/or recommendations?


What language (s) does the child speak?
 

How does the child usually communicate?


Gestures
Sign Language
Single Words
Short Phrases
Sentences

Describe the child’s speech-language or hearing problem.


When was the problem first noticed?


Who first noticed the problem?


What do you think may have caused the problem?


Since you first noticed the problem, what changes have you observed in your child’s speech, language, or hearing?


Is the child aware of the problem?

If yes, how does he or she feel about it?


What have you done to help your child with the problem?


Describe other speech, language, or hearing problems in the family.


Child’s Developmental and Health History
Adoption _________ If yes, what age the did the child join family?________
Normal pregnancy and delivery? yes ___________ *no____________

*please provide further information_______________________________

Did this child go home with mother?_____________________ If not, how long was child’s stay in the hospital?________________________________________

Were there special needs for this child at birth?  (oxygen, transfusion, incubation)

Weight at birth ________________   History of jaundice?_________
Milestones:

When did your child sit alone?____Stand without support?____ Walk independently?___________
Does your child seem awkward?________________
Tends to use: right hand __ left hand__ no preference yet__

Oral Motor/Speech  Development
Were there any early feeding difficulties?  _______Explain_________

Childhood illnesses _________________Dates__________________________
When did your child say first words?_______  Put two words together?_________Three-four word phrases and sentences?_______________________

Previous Medical Evaluations and Treatment

Is your child presently taking any prescription medication? (If yes, please tell what ii is and why it is taken)

Any major illnesses or surgery to date? No_____ yes_______ (please explain)

Any history of seizures? Any history of tonsillitis? ___________

Known vision problems?

Allergies?

Hearing/Speech evaluations
Has your child had a thorough hearing evaluation? Yes ____ No______ If yes, when and by whom?

Result:_____________
History of ear infections?_____ When?________(How frequent?______ Ventilation tubes?)________
Has your child been evaluated or treated for a speech, language or auditory problem in the past? yes no_____
If yes, when and by whom?__________________________________________

Result:

Other Evaluations to Date
Has your child been evaluated or treated by a physical or occupational therapist? Yes___ No____

If yes, when and by whom?_____________________________________________

Result:

Has your child been evaluated by a psychologist, educational therapist, or learning consultant? Yes_____ No______

If yes, when and by whom?

Result:

Has your child been evaluated by a neurologist? Yes____ No______

If yes, when and by whom?____________________________________________

Result:

Is there a history in the family of speech, language or learning disabilities of any kind, including hyperactivity or Attention Deficit Disorder? ________ (If yes, please explain)

Has your child previously been diagnosed with a particular condition that would affect his or her speech, language or auditory skills? (such as Down Syndrome, Autism, PDD, Cerebral Palsy, Hearing Impairment, etc.)

School /Daycare background
Is this child in daycare?___ School___Grade_______
Name of School____________________
Address of School________________________________Teacher______________

Is this child receiving special tutoring or in a special class?__________________

Please describe your child’s present educational program/grade. Does your child have an IFSP through the schools/GGRC?____________
If your child is currently receiving speech-language services through the school or other agency?

Would you like me to work in conjunction with the school speech-language pathologist to coordinate the therapy methods? yes_____ no _____

Do you intend to seek insurance reimbursement?    Yes__  no___
 Name of Insurance Company_~

 Policy Holder

 Policy Number

                                                                     1

What are your child’s favorite activities and games?
What food does your child like?______________________________

What upsets your child? __________________________________

Tell us about your child’s personality.__________________________________________________ 

(If you need more room, please continue on the back of this paper)

Social interaction and behavior (check all that apply)

Typical for age quiet~~ outgoing _____ Tends to prefer playing alone _____

Is unusually active for his/her age____
Has a shorter attention span than you expect for his/her age____
Avoids eye contact___       Is disinterested in other children___
Is unusually irritable in noisy or crowded places such as malls, parties, etc. _____

Doesn’t respond to his/her name consistently____
Has obsessive interests________
Displays anxiety_________
Periodic screaming fits (beyond typical tantrum)

Any other issues regarding behavior?__________________________
What areas below concern you at this time?

___Pronunciation   chewing/swallowing —
___ mouth muscles/drooling

___Doesn’t talk yet____

___Talks very little
___Repeats things
___Doesn’t point to pictures in books when requested
___Sentence structure
___Doesn’t respond to questions correctly

___Doesn’t relate to people normally

___Other_______________
 Parent Signature ______________________________                             Date___________
    Signed:

Date:


PLEASE ATTACH ANY REPORT YOU HAVE FROM ANOTHER AGENCY, SCHOOL OR DOCTOR.
                                            
Release of Diagnostic Information

To:


Date:


Re:


Birthdate:


Thank you.         
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