Texas A&M International University
COMMUNICATION DISORDERS CENTER
Cowart Hall, Suite 122

Laredo, TX 78041

(956) 326-3138
ADULT SPEECH-LANGUAGE CASE HISTORY FORM

Date: ________________________________
Name: __________________________________________________________

Age: ________
Date of Birth: __________________
      Sex:    Male   or   Female

Home Address: ____________________  City/State: ____________  Zip Code: _______

Home Phone Number: _________________  Cellular Phone Number: _______________

Occupation: _____________________________________________________________

Referred to TAMIU Clinic by: ______________________________________________

Who lives in the home?
________________________________________________________________________________________________________________________________________________________________________________________________________________________

What language do you speak?  If more than one, which one is your primary language? 
________________________________________________________________________________________________________________________________________________________________________________________________________________________

What was the highest grade, diploma, or degree earned? 

________________________________________________________________________

Describe your speech-language problem.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What may have caused the problem?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have there been any changes since the problem was first noticed?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you received any evaluations/treatment by a speech-language pathologist?  If yes, indicate when and what the conclusions or suggestions were.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
MEDICAL INFORMATION

Please give the name of the professional and location of office.

Primary Care Physician: _____________________________________________


Other: ____________________________________________________________

Other professionals:

Name & Location: __________________________________________________

Name & Location: __________________________________________________

Name & Location: __________________________________________________

Name & Location: __________________________________________________

Name & Location: __________________________________________________

Name & Location: __________________________________________________

Name & Location: __________________________________________________

Have you seen any of the following specialists?  If yes, please indicate why, when, and any procedures or diagnosis.  Please include any specialist not listed below.
Speech Language Pathologist: _______________________________________________

Audiologist: _____________________________________________________________

Ear, Nose & Throat Specialist: ______________________________________________

Psychologist: ____________________________________________________________

Neurologist: _____________________________________________________________

Orthodontist: ____________________________________________________________

Physical Therapist: ________________________________________________________

Occupational Therapist: ____________________________________________________

Other: __________________________________________________________________

________________________________________________________________________
Are you currently taking any medications?

Yes    or    No

If yes, please list the medications and reason for taking them:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Provide the approximate ages at which you suffered the following illnesses and conditions:
Allergies: _______________________________________________________________

Asthma: ______________
Chicken Pox: ______________
Colds: ____________

Convulsions: __________
Croup: ___________________
Dizziness: _________

Draining Ear: __________
Ear Infections: _____________
Encephalitis: _______

German Measles: _______
Headaches: ________________
High Fever: _______

Influenza: _____________
Mastoiditis: ________________
Measles: __________

Meningitis: ____________
Mumps: ___________________
Pneumonia: _______

Seizures: ______________
Sinusitis: __________________
Tinnitus: __________

Tonsillitis: _____________
Other: __________________________________________

Check or Circle all that apply.

Vision Problems: ______________


Tonsillectomy: ________________

Hearing Problems: _____________


Adenoidectomy: _______________

Frequent Colds: _______________


Drooling: _____________________

Digestive Problems: ____________


Falls frequently/balance: _________

P E Tubes in Ears: _____________


Serious Injury: _________________

Cochlear Implant: _____________


Hearing Aids:    Left     Right     Both

Swallowing difficulties: _______________

Poor Appetite: _________________
Surgeries, reason: ________________________________________________________

Augmentative Communication Device: ________________________________________

Hearing Amplification Device: ______________________________________________

Do you have any eating or swallowing difficulties? If yes, describe.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Describe any major surgeries or hospitalizations, please include dates.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Provide any additional information that might be helpful in the evaluation or treatment process.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Person completing the form & relationship to adult: ______________________________

Signature: __________________________________________
Date: _____________
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