ADULT CASE HISTORY
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Patient’s Name: ____________________________________   
Birthdate: _____________
( M
( F

   (First)
                    (Middle)
                   (Last)

Drivers License: ____________________State of License _____ OR   Last 4 #’s of SSN: __________________
Address: __________________________________________________________________________________



(Street and Number)





(City/Zip Code)

Emergency Contact: __________________________________   Daytime Phone: ________________________

Address: __________________________________________________________________________________

Information Provided By: _________________________________   Daytime Phone: _____________________

Relationship to patient: _____________________   How long have you known the patient? ________________

Patient’s Doctor: _______________________________   Referring Doctor: _____________________________

Reason for Referral: _________________________________________________________________________

Describe your concerns and what you would like to accomplish with this speech-language evaluation and/or treatment?

     What are your special interests? ________________________________________________________________


I. FAMILY HISTORY

List ALL family members, their ages, and indicate whether they are presently in the home.

	Relationship
	Name
	Age
	In Home
	Occupation
	Communication Problems

	
	
	
	Yes
	No
	
	

	Self
	
	
	
	
	

	Others:
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Languages spoken in the home (English, Spanish, etc.) __________________________________________________

Medical Family History (Circle any that apply):


Diabetes, Seizure Disorder, Asthma, Allergies, Heart Disease, Birth Defects, Infant Death, Severe Vision or


Hearing Problems, Learning Disabilities, Cancer, Mental Retardation, Nervous Breakdown, or Other (Specify)



II. HEALTH HISTORY 
Known Diseases/Illnesses: 




( Yes   ( No   Accidents?   Age (at time of accident): _______   If yes, please explain: ___________________



( Yes   ( No   Hospitalizations?   Age: _______   Reason: __________________________________________


( Yes   ( No   Coordination problems?   If yes, please explain: ______________________________________


( High fevers (106( or more)?   How long and how often? __________________________________________


( Colds   How often and how many? ___________________________________________________________


( Allergies – Food, Insect bites, Drugs, etc.   If yes, please explain: ___________________________________

( Yes   ( No   Head injuries   Age: _______   Outcome: ____________________________________________
( Yes   ( No   Do you have a history of neurological problems (such as seizures, epilepsy, muscle weakness, hydrocephalus, or cerebral palsy)? If yes, please explain: ____________________________________________
( Yes   ( No   Surgeries:   Age: ________   Type: _________________________________________________

List present medications (for what conditions): ____________________________________________________


( Yes   ( No   Are you on a special diet? If yes, please explain: _______________________________________
Appetite:   ( Good   ( Poor   Explain any problems with eating/drinking: _______________________________

( Yes   ( No   Do you have any other concerns about your health? If yes, please explain: ___________________

( Yes   ( No   ( Not Sure   Do you have any concerns about your hearing? If yes, please explain: 



( Yes   ( No   ( Not Sure   Do you have any concerns about your vision? If yes, please explain: _____________




III. OCCUPATION/WORK HISTORY

Describe: __________________________________________________________________________________________


IV. EDUCATIONAL HISTORY

Highest Degree Obtained: ____________________________________________________________________________
Educational Strengths: 

Educational Weaknesses:
V. PRIOR SPEECH-LANGUAGE OR SWALLOWING EVALUATION OR THERAPY HISTORY

Dates: ____________________________________________________________________________________________
Results:



Describe your concerns that have caused you to seek treatment. _______________________________________________





What questions would you like answered today? ___________________________________________________________


Is there any additional pertinent information?


________________________________

(Signature)

________________________________










(Date)
Thank you for your patience in answering these many questions. Your information and insights are of value to us.





The Speech Center, Inc.


3144 State Street, Medford, OR 97504  ~  (541) 773-8255  ~  Fax (541) 773-8256
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