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Language, Speech and Hearing Center

Department of Communication Disorders and Sciences

College of Health and Human Development
Pediatric Information Form
Thank you for your interest in our clinical services.  To help us better serve you, please provide us with the information requested below.  Please be assured that this information will be held confidential, and is necessary for the Center staff to determine appropriate evaluation and therapy services.  The completed form may be mailed or faxed to us at:
      

Language, Speech and Hearing Center

California State University, Northridge

18111 Nordhoff Street

Monterey Hall, Room 100

Northridge, CA 91330-8288

818-677-2856; FAX 818-677-5952

lshc@csun.edu
Date:___/___/___
Child’s Name: _______________________
Sex:_____
Date of Birth: ___/___/___
Address: _______________________________________
Home Phone: (____) ____-______
City: ___________________________________________
Zip Code: ___________________
Does the child live with both parents: ______________________________________________

Mother’s Name: ______________________
Age: _____
Mother’s Cell:  (____) ____-______

Mother’s Occupation: _____________________________
Mother’s Work:(____) ____-______

Father’s Name: ______________________
Age: _____
Father’s Cell:   (____) ____-______

Father’s Occupation: ______________________________
Father’s Work: (____) ____-______

Email:______________________________________________________________________

Pediatrician:____________________________________
Phone: (____) ____-______

Address: ____________________________________________________________________

Child’s School: ___________________________________
Grade: _____________________
How did you find out about our center: ____________________________________________

Services Requested: 
( Speech-Language Evaluation





( Speech-Language Therapy





( Other _______________________________________________ 

I. GENERAL INFORMATION
1. Describe your child’s speech-language problem: 

__________________________________________________________________________________________________________________________________________

_____________________________________________________________________

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

_____________________________________________________________________

_____________________________________________________________________

3. When was the problem first noticed? By whom?

_____________________________________________________________________

_____________________________________________________________________

4. Has there been any testing done regarding this problem? 


( Yes ( No
If yes, date of testing: ________________
Performed by: ____________________
Results: ______________________________________________________________

5. Has your child previously received speech and language treatment? 
( Yes ( No
If yes, date(s): _____________________
Provided by: _____________________

Results: ______________________________________________________________

6. Have any other specialists (physicians, audiologists, psychologists, special education teachers, etc.) seen your child? If yes, indicate the type of specialist, when the child was seen and what the conclusions or suggestions of the specialists were.
_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

II. FAMILY, SOCIAL AND EDUCATION INFORMATION

1. Is there a history of any speech, language or hearing problems in your family?

( Yes ( No 

If yes, please describe.

_____________________________________________________________________

2. When your child is not at school, where is s/he and who is s/he with?

_____________________________________________________________________
3. What languages are spoken at home? What languages does your child speak?
_____________________________________________________________________

4. Is your child involved in any sports or extracurricular activities?                  
( Yes ( No
If yes, please describe.

_____________________________________________________________________

5. Is your child performing at grade level in school?                                         
( Yes ( No
If no, please describe.

_____________________________________________________________________

6. Has your child’s teacher(s) expressed any concerns about your child’s speech and language performance at school?                                             

( Yes ( No
If yes, please describe.

_____________________________________________________________________

7. If your child is enrolled for special education services has an Individualized Education Plan (IEP) been developed? 






( Yes ( No
If yes, please attach the most recent copy of the IEP.

8. What are your child’s favorite subjects or activities at school?

_____________________________________________________________________

9. What are your child’s least favorite and/or most challenging subjects and activities at school?

____________________________________________________________________

III. PRENATAL AND BIRTH HISTORY
1. Please list mother’s significant health issues/complications during pregnancy (illnesses, accidents, medications, etc.)
_____________________________________________________________________

2. Please list child’s significant health issues/complications during pregnancy (illnesses, accidents, medications, etc.)

_____________________________________________________________________

3. Prenatal care began at _______ weeks.
4. Child delivered at _______ weeks.
5. Birth Weight: _________________
6. Circle type of delivery:        head first           feet first            breech            Caesarian

7. Please list any complications during childbirth.
_____________________________________________________________________
IV. NEONATAL HISTORY
1. Did your child suffer from any of these difficulties during the first 30 days of life?
A. Cyanosis (blueness)


Yes___
No___

B. Oxygen needed



Yes___
No___

C. Jaundice




Yes___
No___

D. Paralysis




Yes___
No___

E. Feeding difficulties



Yes___
No___

F. Infection




Yes___
No___

G. Convulsions 




Yes___
No___
H. Other  ____________________________________________________

2. Please tell us what details you remember about any of the above problems: 
______________________________________________________________________

______________________________________________________________________
V. INFANCY THROUGH PRE-SCHOOL
1. Please indicate estimated age of first occurrence:

Crawl: _____________
Sit: _______________
Stand: _____________

Walk: ______________
Feed Self: __________
Dress Self: __________

Use Toilet: __________

Use Single Words (e.g., no, mom, doggie): __________

Combine words (e.g., me go, daddy shoe): __________

Counted to 10: __________

2. Is your child right or left hand dominant?

______________________________________________________________________

3. Does your child have any food allergies?

______________________________________________________________________

4. What are your child’s sleep habits?

______________________________________________________________________
VI. MEDICAL HISTORY
1. List any specific illnesses, injuries, or surgeries and the age at which they occurred (e.g., tonsillectomy, tube placement)
______________________________________________________________________

______________________________________________________________________
______________________________________________________________________
2. Please complete this chart regarding any medication that your child is currently taking.
	Medication
	Dosage
	Frequency of Administration
	Reason for Meds

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


3. Have there been any negative reactions to medications?

If yes, please identify.
______________________________________________________________________

VII. HEARING, AUDITORY, BALANCE, COORDINATION & VISUAL PROCESSING:
1. Has your child ever had his/ her hearing tested?     



( Yes ( No

If yes, date of test: ________________
Results: ______________________________ 

2. Have you ever noticed a problem with your child’s hearing?      

( Yes ( No  

3. Does your child demonstrate: 
A. Good balance skills?      





( Yes ( No  
If no, please describe what you have seen.
_____________________________________________________________

B. Good coordination? 






( Yes ( No  
If no, please describe what you have seen. _____________________________________________________________
C. Abilities to perform the same physical tasks as age matched peers?
( Yes ( No  
If no, please describe what you have seen.

_____________________________________________________________

D. Clumsiness? 







( Yes ( No  
If yes, please describe what you have seen.

_____________________________________________________________

E. Good handwriting or coloring/drawing skills? 


( Yes ( No  
If no, please describe what you have seen.

_____________________________________________________________
4. Has your child had his/ her vision tested? 




( Yes ( No 

If yes, date of test: ________________
Results: ______________________________

5. Have you, your family, or teachers noticed your child having any difficulties with vision?
( Yes ( No
If yes, please explain:

______________________________________________________________________
VIII. ADDITIONAL INFORMATION
1. What additional information would you like us to know about your child and his/ her speech and language or hearing problems? ______________________________________________________________________
______________________________________________________________________ 
______________________________________________________________________  

2. Name of person filling out this form: ______________________

3. Relationship to client: _______________________
We thank you for your time, and the care with which you filled out this form.  This intake form will be reviewed by our professional licensed staff for appropriateness for this clinical setting, and then you will be contacted by our clinic office staff.  While we strive to provide all requestors with the therapy services that they desire, we would like you to keep in mind the following:  

· All clients, regardless of where they receive speech-language services, must have a current speech and language assessment prior to the start of any therapy program.

· We cannot make any promises about placement in therapy here in our Center until we have completed our assessment process.
· Speech and language services at our center are provided by student clinicians under direct supervision of licensed Speech-Language Pathologists.  
We appreciate your patronage, and look forward to helping you and your loved ones.



- The Professionals, Student Clinicians, and Staff of the Language, Speech and Hearing Center 
Monterey Hall.   18111 Nordhoff Street.    Northridge, CA 91330-8288

(818) 677-2856    FAX (818) 677-5952

_1123414348.psd

