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

Today’s Date:

Participant Name:
Date of Birth:
Address:

Parent/Guardian/Caregiver
Name:
Relationship to Participant:

Contact Number:
Email:
Participant Diagnosis:

Referred by:

Reason for Referral:

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

Has the Participant had a Speech Assessment done within the last 6 months? Yes No

Languages spoken at Home?

Does the Participant speak and/or understand this language? Yes No

Which language does the Participant prefer to speak at home?

How long has the Participant been exposed to English?

What are the main concerns for the Participant regarding speech and language skills?

Do you think the Participant has difficulty with any of the following (please tick)?

Understanding what is said to them Husky of hoarse voice

Putting sentences together Stuttering

Saying sounds/pronouncing words

Other (please specify):

What do you think helps the Participant with their communication difficulty? (Using gestures, pointing, picture
cards, directing caregiver to needs/wants):
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Family History

Participant lives with:
Name: Age: Relationship to Participant:

Do you have any person(s) in your family, immediate and non-immediate, Paternal and/or Maternal that have any
of the following difficulties? (please tick)

Speech/Language Difficulties Cleft Palate

Stuttering Autism Spectrum Disorder (ASD)
Learning Difficulties Developmental Delay

Hearing Impairment Behavioural Difficulties
Attention Deficit Hyperactive Disorder (ADHD)

Additional comments or concerns:

Prenatal and Birth History

How many weeks was the Participant delivered at? Weight at birth?

Were there any complications during the pregnancy or birth? (e.g. gestational diabetes, caesarean) If yes, please
specify:

Did the Participant require any special treatment during pregnancy or after birth? (i.e. NICU, light therapy,
ventilation, nasogastric tube):
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Developmental History

At what age did the Participant reach the following milestones?

Skill: Age in Months (approximately):

Sit alone

Crawl

Walk

Cooing (making vowel sounds e.g. ooh, ahh)

Babble (e.g. mama, dada, baba, nana)

Say their first word

Put two words together

Toilet trained

Feeding History

Was the Participant breast fed? If so for how long:

Was the Participant bottle fed? If so for how long:

When were solids introduced?

When was cup drinking introduced?

Does the Participant eat by themselves?

Does the Participant have any feeding difficulties or a history of feeding difficulties? (e.g. choking, coughing,
gagging, difficulty transitioning to new textures, restricted diet):

Medical History

Has the Participant had any significant illnesses, injuries, and/or hospitalisations? If yes, please specify:

Does the Participant take any regular medications?

Does the Participant have any allergies?

Does the Participant have a history of recurrent ear infections? Yes No

Does the Participant have grommets? Yes No

Has the Participant’s eyesight been tested? If yes, please specify when, where and what the results were:
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Has the Participant’s hearing been tested? If yes, please specify when, where and what the results were:

Has the Participant had any of the following illnesses? (please tick):

Asthma or bronchial problems (wheezing etc.) Lots of colds/flus
Ear aches/infections Headaches
Tonsilitis Fits/seizures

Has the Participant received services from any of the following professionals? (Doctors, Occupational Therapists,
Speech Pathologists, Physiotherapists, Psychologists, ENT Specialists):

Profession: At what age and Reasons/Concerns: Weekly/
for how long: Fortnightly

Speech and Language Development

How does the Participant communicate their wants/needs? single words, two word phrases, sentences, gestures,

signs:

Does the Participant have a communication device? Please specify

Does the Participant respond to his/her name? Yes No
When you point to something that is across the room, does the Participant look at it? Yes No
Does the Participant engage well with other people? Yes No

Skills and Difficulties

Does the Participant have any difficulties with?

Skill Tick Please Comment
Sleeping Yes
No
Toilet Training Yes
(e.g. day time, night time) No
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Dressing Yes
No
Movement difficulties Yes
(e.g. clumsiness, balance) No
Emotions/Behaviour Yes
(understanding/expressing No
feelings, challenging behaviours)
Attention/Concentration Yes
No
Mixing with other children Yes
No
Sensitivity to Yes
touch/taste/light/movement No
Being interested in a range of Yes
different things (not being fixed No
on interests in one area)
Unusual or repeated movements Yes
(e.g. rocking, flapping arms) No
Coping with changes in routine Yes
No
Educational Information
Does the Participant attend? Childcare Preschool Primary School High School
Institution Name:
Class/Grade:
Does the Participant receive any extra support at school? Yes No

If yes, please describe:

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