1 THERAPY
and Adully, HUB

Speech Pathology Adult Case History Questionnaire
(Please complete this questionnaire and return to us before your appointment)

Today’s Date:
Participant Name:
Date of Birth:
Address:

Guardian/ Caregiver/
Nominee Name (if
relevant):

Relationship to
Participant (if relevant):

Contact Number:

Email:

Participant Diagnosis/es:
Referred by:

Reason for Referral:

If you are NDIS Funded,
are you Self or Plan
Managed:

Have you been assessed by a Speech Pathologist within the last 6 months? Yes No
If you checked ‘yes’, please attach a report if one was provided to you.

Have you received speech pathology services in the last 6 months? If so, please provide
information about therapy goals and progress
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THERAPY

1. Medical History

Do you have a medical or developmental condition that may impact your communication and/or
swallowing (e.g., stroke, autism, ADHD, brain injury)?

If yes, please provide the following details where relevant:
a. Date of diagnosis:

b. Type of stroke/ brain injury (incl. what side of the body was affected):

c. Hospitalisation and rehabilitation history:

d. How has communication changed since the event?

Other medical or mental health conditions:

List medications you are currently taking:

Any accessibility and/or mobility needs and/or seating preferences:

Do you use any assistive devices (e.g., AAC, hearing aids, mobility aids)?

Do you have any vision or hearing difficulties?

2. Personal History

What language/s are spoken at home?
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THERAPY

What cultural, religious, or personal values would you like us to be aware of?

Please indicate your current living situation by selecting one of the options below.

Private residence (own, rent, or with family/friends)

Supported Independent Living (SIL)

Specialist Disability Accommodation (SDA)

Nursing home or aged care facility

Hospital or inpatient rehabilitation facility

Transitional or temporary housing

Homeless or at risk of homelessness

Other: please specify:

Do you have support people (e.g., carers, family, partners) involved in your care or daily life?

Yes

What is your current occupation or what have you done in the past for work?

No

Are you currently receiving support from other health professionals (e.g., OT, physio)? Yes
Please specify:

No

What does a typical day look like for you?

3. Communication

How do you usually communicate with people?
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Speaking

Sign Language (e.g., Auslan)
Writing

Communication device or AAC. Please specify what kind:

Gestures, facial expressions, and/or body language

If you have experienced a stroke, traumatic brain injury, or another condition that has affected your

communication, please describe how you communicated before and after the event.

Pre-Injury Communication Post-Injury Communication

Have you been diagnosed with any of the following communication disorders?

Aphasia (e.g., post-stroke or brain injury)

Cognitive-communication disorder (e.g., due to TBI, dementia)

Primary progressive aphasia (PPA)

Dementia-related communication changes

Right hemisphere communication disorder

Apraxia of speech (acquired or developmental)

Dysarthria

Ataxic speech disorder

Parkinsonian speech disorder

ALS-related motor speech disorder

Developmental stuttering (persisting into adulthood)

Neurogenic stuttering (e.g., post-stroke or TBI)

Cluttering

Muscle tension dysphonia

Vocal fold paralysis or paresis

Spasmodic dysphonia

Chronic hoarseness or vocal fatigue

Gender-affirming voice considerations (not a disorder, but may involve clinical support)

Social Communication Disorder
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Selective Mutism (may persist into adulthood)

Language disorder

Speech sound disorder

Learning difficulties (including dyslexia and dysgraphia)

Other: please specify:

THERAPY

What communication challenges do you currently experience?

Understanding spoken and written language

Using spoken and written language

Speaking clearly or fluently

Reading and/or writing

Memory, attention, and/or organising thoughts

Social communication

Voice

Other: please specify:

What communication skills or areas would you like support with, in speech therapy?

4. Swallowing

Have you ever been diagnosed with a swallowing disorder (dysphagia)?

Do you follow a modified diet (e.g., soft, minced, thickened fluids)?
If yes, please specify:

Yes

Yes

No

No

Do you experience any of the following? (Tick any that apply)

Coughing or choking while eating or drinking

Needing to swallow multiple times to clear food

Feeling of food or pills getting stuck in your throat

Drooling or difficulty managing saliva

Avoiding certain foods or textures (e.g., dry, chewy, crunchy)

Taking a long time to eat meals

Feeling tired or breathless while eating
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Unplanned weight loss or dehydration

Changes in voice after swallowing (e.g., gurgly voice)

Needing help or supervision to eat safely

|:| Sensory sensitivities that affect eating or drinking

Difficulty using utensils or feeding yourself

Other concerns: please describe:

Do you have any cultural, religious, or gender-related preferences or needs around eating, drinking, or
swallowing that we should be aware of (e.g., fasting practices, food-related trauma)?

Thank you for completing this form.
This information will allow our Therapists to be better prepared for your appointment.
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