
[image: image1.emf]   

 

 


SPEECH-LANGUAGE THERAPY

Case History

GENERAL INFORMATION 

Child’s name:
__________________________

    Date of birth:
_______________________

Address (incl postcode):
___________________

    Phone  ____________________________
_______________________________________                   Email: _____________________________                 
Does the child live with both parents? Yes         No                NHI: _______________________________

Mother’s name:  _________________________  
   Occupation:
_______________________

Mobile phone:
__________________________ 
   Home phone:
_______________________

Father’s name:
__________________________

   Occupation:
_______________________ 

Mobile phone:
__________________________
                 Home phone:
_______________________

Brothers and sisters (include names and ages): ____________________________________________

What kindergarten/school does your child attend? _________________________________________ 

For preschoolers only: Days and times that your child attends preschool/kindergarten:

	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	
	
	
	
	


Please describe how your child communicates and his/her areas of difficulties:

__________________________________________________________________________________ 

What languages are spoken in the home?  __________________________________________________________________________________ 

How does the child usually communicate?  (e.g., gestures, single words, short phrases, sentences)

__________________________________________________________________________________

__________________________________________________________________________________

How does your child interact with others (e.g., sociable, shy, unco-operative, aggressive, etc)?

__________________________________________________________________________________

What does your child enjoy doing? _____________________________________________________

EDUCATIONAL HISTORY

How is your child doing academically? Please attach any relevant reports (ed psych, IP/IEP, paed reports)
__________________________________________________________________________________

MEDICAL BACKGROUND

Has your child had any of the following illnesses or conditions? At what age?
Allergies:
   __________________________     
Asthma:
    ___________________________ 

Colds:

__________________________
       Ear Infections: ___________________________ 

High Fever:
__________________________
       Seizures:
     ___________________________        

Chest Infections: _________________________        Other:        
     ___________________________

Any relevant illnesses, conditions, hospitalisations, surgery?

__________________________________________________________________________________

Has your child had their hearing tested?  Please give details of ear infections and hearing status.


Audiologist (date ___________ )





GP, Plunket or Before School check (date ____________ )
Has your child been seen by other speech-language therapists? Who/when? Please attach any reports.

__________________________________________________________________________________

Has your child been seen by any other specialists (e.g., paediatrician, psychologists, special education teachers, etc).  Please indicate type of specialist, when the child was seen and please attach reports.

__________________________________________________________________________________

Is there any family history of speech, language, hearing/visual, or learning problems?

__________________________________________________________________________________

PRENATAL AND BIRTH HISTORY

Were there any conditions or complications affecting the pregnancy or birth?

__________________________________________________________________________________

DEVELOPMENTAL HISTORY

Please provide the approximate age at which your child began to do the following:

	Use single words?
	Combine Words?
	Ask a question?

	Sit, crawl, walk?


CONFIDENTIALITY AND CONSENT

Sharing information with other professionals who also support your child enables us to contribute to a more effective, holistic and comprehensive team-based service for your child. Examples of people we liaise with may include your child’s school team, MOE and DHB colleagues and other private practitioners who also support your child.
I, ____________________________________________ (name of person completing form & relationship to child), give consent for Small Talk Therapy to share my child’s information (including their assessment report) with professionals who work with my child:  Yes          No                

Signature: ______________________________________ Date: ________________________________
�








Paediatric Speech-Language Therapists


� HYPERLINK "http://www.smalltalktherapy.co.nz/"��www.smalltalktherapy.co.nz�


021 251 6162




















