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DO YOU NEED HELP FILLING IN THIS FORM?        YES
     
NO

Name:______________________________________________      Date_____________________________

Address:________________________________________________________________________________




Street




City


  State
               Zip Code

Home phone: ______________________________   Work phone: __________________________________

Cell phone:________________________________
    E-mail: ______________________________________

Contact name:______________________________________________ Phone # ______________________




(Caregiver/Spouse/Significant Other)

What is the nature of your communication problem: _______________________________________________

________________________________________________________________________________________________________________________________________________________________________________

Have you received speech/language therapy in the past:
YES___
NO___

Where? ___________________________________ For what reason?_______________________________

________________________________________________________________________________________

Please provide us with:

Present employment: _____________________________________________________________________

Physician’s name: _________________________   Physician’s name:_______________________________

Address: ________________________________    Address: ______________________________________

Phone #: ________________________________    Phone #: ______________________________________

Educational History

School ___________________________________________ Highest Grade Attended___________________

Brief description of problem: ________________________________________________________________________________________________________________________________________________________________

Do you currently, or have you ever, experienced any pain associated with this problem: No___ 

If ‘yes’ please describe: ________________________________________________________________________________________________________________________________________________________________

Was this onset gradual or sudden?  Describe: ________________________________________________________________________________________________________________________________________________________________

Were there any special circumstances surrounding this onset?  If yes, describe: 

________________________________________________________________________________________________________________________________________________________________

In the past, have you eve been seen by a Speech – Language Pathologist for problems with speech, language, hearing, or swallowing?  If yes, when, where, and provide a brief description of the problem: 

________________________________________________________________________________________________________________________________________________________________

What is the main reason for this appointment? 

________________________________________________________________________________________________________________________________________________________________

Medical History

Is your general health: Excellent ___ Average ___ Poor ___

If ‘Poor’ please explain: _________________________________________________________________

Have you experienced any serious physical illness?  No___ 

If ‘yes’ please explain: __________________________________________________________________

Have you ever undergone an operation? No___

If ‘yes’ please explain: __________________________________________________________________

Have you ever been hospitalized?  No___

If ‘yes’ please explain: ________________________________________________________________________________ 

Please list any medical problems you have experienced: 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list all of the medications you are currently taking: 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Any other information that you feel will be helpful:_________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________

___________________________


_____________________________________

 
        (Date)







        (Signature)
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