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	Today’s date:

	Person completing form:

	Relationship to child:


	client INFORMATION

	Child's name:

	
	
	Date of birth:
	
	

	Parent(s)/Guardian(s) Name:

	
	
	Age:
	Sex:
	

	Address:
	Telephone:
	
	Email:
	
	

	Mother's Employer & Occupation
	Cell:
	
	Father's Employer & Occupation
	Cell:
	

	Are both parents living in the home?
	
	
	Name and ages of siblings living in the home.
	
	


	
	Reason for referral

	Area(s) of concern:

	☐ Articulation (speech sound production, clarity/intelligibility)
☐ Voice (quality of vocal production)
☐ Fluency (stuttering)
☐ Expressive Language (ability to produce language)
☐ Receptive Language (ability to comprehend language)
☐Pragmatic Language (social skills and interaction)

	Reason(s) for visit:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



	health and developmental information

	Describe prenatal and birth history:
	☐ Normal birth and pregnancy
☐ Pregnancy complications
☐ Delivery complications
	Please explain: ____________________________________________________________________________

	Indicate whether the following developmental milestones were achieved on time or at a delay:


	Babbling @ 4-6 mos. 

☐ Yes, achieved on _____/_____/______
☐No, delayed by _____ months   years
Comments: __________________________
____________________________________
	1-2 words @ 7-12 mos.

☐ Yes, achieved on _____/_____/______
☐ No, delayed by _____ months   years
Comments: __________________________
____________________________________

	
	Follows simple commands / understands questions @ 12-24 mos.

☐ Yes, achieved on _____/_____/______
☐ No, delayed by _____ months   years
Comments: __________________________
____________________________________
	Uses 2 words and asks 1-2 word questions @ 12-24 mos.

☐ Yes, achieved on _____/_____/______
☐ No, delayed by _____ months   years
Comments: __________________________
____________________________________

	Is your child currently taking any medications?

	☐ Yes         ☐ No

	If Yes, please list and describe purpose:
______________________________________________________________________________________________________________
_______________________________________________________

	Is your child currently under continuing care by a physician or other health professional?
	☐ Yes         ☐ No

	If Yes, please describe:
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

	Does your child have a history of surgery?
	☐ Yes         ☐ No

☐ Upcoming
	If Yes or Upcoming, please describe:
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

	When was your child most recently screened for hearing and vision?
	Hearing

Date: _______________
	☐ Passed Screening         ☐ Failed Screening / Abnormal Results

Comments: _____________________________________________

	
	Vision

Date: _______________
	☐ Passed Screening         ☐ Failed Screening / Abnormal Results

Comments: _____________________________________________



	Language background

	Indicate your child’s language status:
	☐ Monolingual (one language only)
☐ Bilingual (two languages)
☐ Multilingual (more than two languages)
☐ Non-Verbal / Not Applicable

	Indicate the language your child learned first (primary language):
	☐English
☐Spanish
☐Other: _____________________________________________
☐ Non-Verbal / Not Applicable

	Indicate your child’s dominant language (the language he or she uses most / understands best)
	☐ English
☐ Spanish
☐ Other: _____________________________________________
☐ Non-Verbal / Not Applicable

	Indicate any additional languages spoken/understood by your child:
	☐English      Spoken   /   Understood
☐ Spanish     Spoken   /   Understood
☐ Other: _________________________    Spoken   /   Understood
☐ Other: _________________________    Spoken   /   Understood
☐ Not Applicable

	If your child is non-verbal or has limited speech, indicate the ways he or she communicates:
	☐ American Sign Language (ASL)
☐ Functional signs / fingerspelling 
☐ Gestures, pointing, body movement
☐ Verbal approximation
	☐Augmentative Alternative Communication (iPad, PECS)
☐ Other: ______________
______________________

	Please include any other information or concerns related to language background:
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



	Main areas of concern

	Indicate areas of concern for your child:
	☐Poor eye contact
☐Poor joint attention
☐Difficulty understanding words
☐ Difficulty following directions☐ Difficulty sharing wants, needs, ideas, or feelings
☐ Speaks too quietly or loudly
☐ Bullied in or outside school
	☐Sensitive to light, sound, touch
☐Does not talk or talks very little
☐ Can’t produce certain sounds
☐ Hard to understand / unclear
☐ Repeats sounds, syllables, and words 
☐ Mumbles speech
☐ Has no friends
	☐Cannot self-soothe/regulate
☐ Is often distracted
☐Has difficulty interacting with peers and/or adults
☐ Does not demonstrate socially appropriate behavior
☐ Voice sounds harsh or hoarse
☐Has very low self-esteem

	What are your main concerns regarding your child's speech and language skills?
	____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	When did you first notice or become concerned with your child’s speech and language skills?
	☐ At the time of birth
☐ Between ages 0-3
☐ Between ages 4-6
	☐ Between ages 7-10
☐ Age 11 or older
☐ Other/explain: ___________________________

	Please describe any other information relevant to your concerns:
	_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________






	Educational history

	School & Grade: 
	Teacher:

	Is your child currently receiving speech-language therapy? (If so, please include a copy of his or her current evaluation & IEP).
	☐ Yes, currently ☐ Not now, but in the past            ☐ No, never
If yes or in the past, please describe goals/areas addressed:
_________________________________________________________________________________________________________________________________________________________________________________________________________

	Is your child receiving any other type of therapy?
	☐ Occupational Therapy (OT)
☐ Physical Therapy (PT)                             
☐ Recreational Therapy                              
☐ Counseling                                               
	☐ Adapted Physical Education
☐ Academic Support (tutoring, resource)
     Math             Reading             Writing

	Please indicate the student’s current level of academic performance:
	☐ Student is receiving all A’s
☐ Student is receiving B’s and above
☐ Student is receiving C’s and above
	☐ Student is receiving D’s and F’s
☐ Other: ________________________________________________________________________________________________

	Indicate any additional programs the student is or has been involved in:
	☐ Regional Center
☐ Daycare Program(s)                             
☐ Specialized Programs                              
☐Private Speech & Language Therapy
	☐ Other / Explain: ________________________________________________________________________________________________________________________________

	Please include any other information related to educational interventions / background:
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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Thank you for completing this questionnaire.

Please return to Jill King, M.A., CCC-SLP via email at kingfoundationcommunication@gmail.com or mail to:

Jill King
Foundation Communication
2093 Woodsedge Ct., Hebron, KY 41048

If you have any more questions, comments or concerns, please feel free to contact me via email or by calling (513) 254-6062.
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