SHANNON KONG, MS, CCC
Speech-Language Pathologists
2528 Ocean Avenue
        

     

                                  

  
  PH (415) 469-4988
San Francisco, CA  94132

         
  www.spencerandkong..com

               
  
FAX (415) 469-4989
PARENT QUESTIONNAIRE

GENERAL INFORMATION





 
 Date: 



Child’s Name: 




Date of Birth:


  Age:



Parent/Guardian Name:




Occupation:






Employer:






Parent/Guardian Name:




Occupation:






Employer:






Address/Zip Code:











Home Phone Number: 



Email: 







Cell Phone Number: 




Work Phone Number:




Pediatrician:





Phone:


Fax:



Lives with: ______________________________________________________________________

Siblings? (List ages, speech problems?):









What is the child’s primary language?  Other languages spoken? Describe percentage of time child hears each language:












Family history of speech and/or language problems?  Describe:






Family history of psychological problems?








Are the child’s parents:  (circle)
Married

Divorced
 Never Married

If divorced, briefly describe custody arrangement:








Has the child experienced any trauma?  Describe:








Insurance Information:  
Insurance Company Name: 





ID#: 








Insured’s Name:






 
(If other than Brown and Toland Medical Group)
Customer Service Ph: 






STATEMENT OF PROBLEM

Describe the problem:











When did you first notice the problem?









Who was initially concerned: (circle)   parents
 teachers 
 pediatrician
Other assessments/therapy programs:
Date:

Name of person/agency:

Results:

PREGNANCY/BIRTH HISTORY

How was the mother’s general health during pregnancy? Describe any difficulties/medical problems:
Length of pregnancy in weeks:

     Birth weight:

General condition of baby:


Were there any health problems during the infant’s first weeks of life?






Did the baby have any trouble feeding? Y  N  Describe:







DEVELOPMENTAL HISTORY

At what age did the following occur:
Sat alone


Crawled



Walked alone




Does your child have any sensitivities to: (circle)      touch          sound
      visual


Describe:












Are there or have there been any eating or feeding problems?  Describe:





Does your child use a bottle?    
 Y    N  
If so, how many times per day?






Does your child use a pacifier?   
 Y    N
 If so, how often?






Is your child potty-trained?   
 Y   N   If so, at what age?







MEDICAL HISTORY

Has the child had problems with any of the following?


	
	Age
	Severity/Treatment

	Middle Ear Infections
	 
	 

	P.E. Tubes in Ears
	 
	 

	Headaches
	 
	 

	Sinusitis
	 
	 

	Meningitis
	 
	 

	Chronic Colds
	 
	 

	Head Injuries
	 
	 

	Asthma
	 
	 

	Allergies
	 
	 

	Convulsions
	 
	 

	High Fevers
	 
	 

	Tonsillitis
	 
	 

	
	
	


Medical Diagnosis (if applicable) (Autism, PDD, Cerebral Palsy, Down Syndrome, etc.)  




Describe any operations/serious illnesses your child has had and when they occurred:



Is your child currently taking any medications? If so, what for?






Has your child’s hearing been tested?  Y    N  When?           Where?

Results:



Have your child’s eyes been examined?  Y    N When?
 Where?


Results:



SPEECH AND LANGUAGE HISTORY

At what age did the following occur:
Used first word

   Combined 2-3 words


Combined 5-6 words



Does you child communicate in any of the following ways? (Check all appropriate boxes)

· Eye contact/body movements

· Sounds

· Gestures

· Signs/pictures

· Sounds that stand for words (“vroom” for car)

· Single words

· Short phrases

· Short sentences

· Conversation

How does your child communicate and interact with other children?
· Eye contact/body movements

· Not at all; plays alone

· Watches other children

· Mainly grabs things

· Plays quietly alongside others

· Talks to self with occasional comments to other children

What percentage of the time do you understand your child?

 Strangers?




Any previous speech and/or language therapy?   Y  N       
When/How long?




 Where?






EDUCATION HISTORY

School/day care child attends:


Days / hours attending:
 




DAILY BEHAVIOR

How well does your child sleep?










Describe your child’s diet:










Does your child prefer to play alone or with peers?   (circle)  alone      with peers
Does he/she have difficulty concentrating?








How would you describe your child emotionally?








What are you child’s favorite play activities?








Additional comments:
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