Kid Talk

1772 Stieger Lake Lane, Suite 100

Victoria, MN 55386

(952)443-9888

CHILD CASE HISTORY FORM

Kid Talk requests this information for the sole purpose of completing a thorough evaluation on your child.  Completion of this form is required one week prior to your scheduled evaluation or your child’s evaluation will need to be rescheduled.
GENERAL INFORMATION

	Child’s Name:


	Date of Birth: 
	Age:



	Person Providing the Information:


	Today’s Date:
	Sex:

	Child’s Address:


	Phone Number:

Cell Phone Number:
	Insurance Plan:

	Physician:


	Clinic: 
	Referred By:


FAMILY INFORMATION
	Father’s Name:


	Occupation:



	Mother’s Name:


	Occupation:

	Are parents (circle one): 

Married         Separated          Divorced      Remarried


	Please list siblings living at home and ages:



	Is your child adopted or a foster child?  If so, at what age and from where?


	Have there been any instances of the following in the immediate or extended family?

· Autism/PDD                 

· ADHD

· Learning Disabilities

· Hearing Loss

· Stuttering

· Speech/Language Delays


I am requesting the following services: (please complete additional forms for the service(s) requested)
· Speech Therapy



· Occupational Therapy

· Physical Therapy

Please check the reason(s) for evaluation or main concerns:

· Articulation



· Receptive Language

· Expressive Language
· Stuttering

· Voice
· Feeding
· Fine Motor

· Sensory

· Mobility
· Gross Motor

· Self Care Skills
Please list diagnosis, if any, who made the diagnosis, and when your child was diagnosed:

____________________________________________________________________________________________________________________________________________________________________________

THERAPY PRECAUTIONS-Please be specific

	Does your child have any food allergies?  Please list.
	Yes
	No
	

	If your child has Down’s Syndrome, has he/she been diagnosed with Atlantoaxial instability?  Are there any movement restrictions?
	Yes
	No
	

	Are there any precautions not listed above that we should know about.  Please describe.  (latex allergy, dietary restrictions..)
	Yes
	No
	


HISTORY OF PROBLEM

	1. When did you first notice the problem?


	

	2.  Who first noticed the problem?


	

	3.  Who has commented?

 
	

	4.  Has the problem changed since it was first noticed?  If yes, how so?
	

	5.  As parents, what techniques have you been trying independently?
	

	6.  Has your child withdrawn from situations because of the problem?  (circle one)
	Yes                          No

	7.  Is your child aware of his/her difficulty? (circle one)
	Yes                         No

	8.  What is your primary concern?


	


PREGNANCY AND BIRTH HISTORY
	(please check appropriate box)
	Yes
	No
	COMMENTS

	1. Were there any illnesses, injury, bleeding, or any complications during the pregnancy?

	
	
	

	2. Was this pregnancy full-term? If not, please give gestational age. 

	
	
	

	3. Were any drugs or medications taken during this pregnancy? If so please list.


	
	
	

	4. Was labor and delivery normal?


	
	
	

	5. Please list birth weight and length.

	
	
	

	6. What was your method of delivery (vaginal, breech, or cesarean)?  Were forceps/suction used?
	
	
	

	7.  What were the apgar scores?


	
	
	

	8. Did your child experience jaundice?

	
	
	

	9. Was oxygen or respiratory assistance required after birth?
	
	
	

	10. Were there difficulties with feeding?
	
	
	

	11. Did your child have difficulties sucking?


	
	
	

	12. Did your child breast or bottle feed and for how long?
	Breast
	Bottle
	

	13. Which pregnancy was this child?

	
	
	

	14.  Did your child have normal feeding, weight gain, sleeping cycles, and temperament?
	
	
	


MEDICAL HISTORY

	1.  Has your child experienced any of the following?  (please check appropriate box)
	Yes
	No
	

	    a. Meningitis
	
	
	

	    b. Chicken Pox
	
	
	

	    c. Seizures
	
	
	

	    d. Frequent ear infections or fluid in the ears
	
	
	

	    e. PE tubes (if so when and by whom)
	
	
	

	    f. Cleft Palate/Lip
	
	
	

	    g. Gastroesophageal Reflux
	
	
	

	    h. Vision problems
	
	
	

	     i.  Feeding tube
	
	
	

	     j.  Failure to thrive
	
	
	

	2.  Is your child currently taking any medications?  If so please list.
	
	
	

	3.  What were the results of your child’s most recent audiological evaluation and when was it completed? 
	
	
	

	4.  Does your child snore or breath through their mouth?
	
	
	

	5.  Are there any other medical concerns?  If so, please describe.
	
	
	

	6.  Has your child ever been hospitalized?  If so, when and for what?
	
	
	

	7.  Does your child have any allergies?  If so, please list.
	
	
	

	8.  Please describe your child’s overall health.

(excellent, good, fair, poor)
	
	
	

	9.  Are there any other precautions we should know about that are not described above?  If so, please describe.
	
	
	


DEVELOPMENTAL MILESTONES
	1.  At what age did your child:
	Age/Comments

	    a. roll over from stomach to back?
	

	    b. roll over from back to stomach
	

	    c. sit independently?
	

	    d. crawl?
	

	    e.  walk independently?
	

	    f. speak first word?
	

	    g. produce 2 word combinations?
	

	    h. eat table foods?
	

	    i. drink from a cup?
	

	    j. use a spoon?
	

	    k. dress independently?
	

	    l. potty trained?
	

	2.  Is your child able to: (please check)

· Jump

· Hop on one foot

· Skip

· Catch a ball

· Kick a ball

· Climb stairs using alternating feet
	


Please describe your child (check all that apply):

· Impulsive
· Plays well with others
· Resistant to change

· Restless
· Mostly quiet
· Over reacts
· Fights frequently
· Usually happy
· Frequent temper tantrums
· Clumsy
· Difficulty separating from caregiver
· Easygoing
· Nervous habits or tics
· Poor attention span
· Frustrates easily
· Has unusual fears
· Shares with others
· Rocks self frequently
· Avoids touch
· Craves touch, seeks it out
· Shy, compliant
· Exhibits difficulty learning new tasks
· Over active
· Tires easily
· Content
· Bites frequently
· Talks constantly
· Stubborn

EDUCATIONAL HISTORY
	1.  Does your child attend school?  If so, where and how often?

	Yes
	No
	

	2.  What grade is your child currently in?


	
	
	

	3.  Does your child receive any support services in school (i.e. speech/occupational/physical therapy, tutoring, etc.)?  If so please describe frequency, length of sessions, and goals of therapy.


	Yes
	No
	

	4.  May we communicate with the school therapists?  If so, please complete the “Consent to Release Information” form.


	Yes
	No
	

	5.  Please list the school therapists names and phone numbers:

	
	
	**If applicable, please provide a copy of your child’s most current IEP.

	6.  Has your child experienced any difficulties in school? 

	Yes
	No
	

	7.  How do you perceive your child’s academic skills? (circle one)
	Above Average
	Average
	Below Average

	8.  How do you perceive your child’s intelligence relative to other children his/her age? (circle one)


	Above Average
	Average
	Below Average

	9.  How do you perceive your child’s social maturity? (circle one)

	Above Average
	Average
	Below Average


SOCIAL/EMOTIONAL DEVELOPMENT

	1.  Is your child easily managed at home?


	Yes
	No
	

	2.  Does your child understand praise and reward?

	Yes
	No
	

	3.  Does your child understand punishment?

	Yes
	No
	

	4.  Does your child empathize with others? 

	Yes
	No
	

	5.  Does your child become concerned when separated from parents?


	Yes
	No
	

	6.  Does your child recognize danger?

	Yes
	No
	

	7.  Is your child overly cautious?


	
	
	

	8.  Does your child show affection toward familiar adults?
	Yes
	No
	

	9.  Does your child have friends?

	Yes
	No
	

	10.  Does your child have contact with other children his/her age?
	Yes
	No
	

	11.  How does your child interact with others (shy, aggressive, uncooperative, etc.)?
	
	
	


SPEECH/LANGUAGE DEVELOPMENT FORM

(Please fill out if scheduled for a speech/language evaluation)

	
	COMMENTS

	1.  What is your child’s primary mode of communication (i.e. single words, short phrases, sentences, gestures, signing, PECS, AAC)?


	

	2.  Estimate how many words are in your child’s vocabulary?
	Receptive (words understood)  ___under 25  ___25-75  ___over 75

Expressive (words spoken)       ___under 25  ___25-75  ___over 75



	3.  Of the words used, how many are you able to understand?
	

	4.  Can your child:


	
	
	

	a. Understand and follow simple  

       directions?
	Yes
	No
	

	  b.  Recognize pictures of common objects?
	Yes
	No
	

	  c.  Respond to sound?
	Yes
	No
	

	  d.  Turn his/her head when name is 

       called?
	Yes
	No
	

	  e.  Communicate with intent?
	Yes
	No
	

	  f.  Identify body parts?
	Yes
	No
	

	  g.  Answer “wh” questions?
	Yes
	No
	

	5.  Is a language other than English spoken in the home? If so, what language?
	Yes
	No
	

	6.  Please describe any additional communication difficulties.


	
	
	








