SARA H. SPENCER, M.S., CCC 
Speech-Language Pathologist
www.spencerandkong.com 

2528 Ocean Avenue









PH (415) 469-4988

San Francisco, CA  94132








                FAX (415) 664-8850

PARENT QUESTIONNAIRE

GENERAL INFORMATION





   Date: 




Child’s Name: 





Date of Birth:


  Age:


Address/Zip Code:













Home Phone Number: 



Email: 







Cell Phone Number: 





Parent/guardian’s Name:





Parent/guardian’s Name:





Referred by:







Phone:






Pediatrician:







Phone:






Brothers/Sisters (Names, ages, speech problems):








What is the child’s primary language?  Other languages spoken? 






Is there any family history of speech and/or language problems?






Insurance Information:  PLEASE FILL IN ONLY IF APPLICABLE—INSURANCE OFTEN DOES NOT COVER SPEECH AND LANGUAGE DISORDERS!

 Insurance Company Name: 








ID#: 






Group #: 






Sponsor’s name________________________
(If other than Brown and Toland Medical Group)
Claims Address:





  Customer Service Ph: 



STATEMENT OF PROBLEM

Describe the problem:













When did you first notice the problem?










Why do you think the child might have the problem?









Has the problem changed or worsened over time?








PREGNANCY/BIRTH HISTORY

How was the mother’s general health during pregnancy?







Length of pregnancy:


 Birth weight:


General condition of baby:



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




DEVELOPMENTAL HISTORY

At what age did the following occur?
Sat alone


Crawled



Walked alone





Does the child have any difficulties with motor coordination?






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






MEDICAL HISTORY

Has the child had problems with any of the following?


	
	Age
	Severity

	Middle Ear Infections
	 
	 

	P.E. Tubes in Ears
	 
	 

	Headaches
	 
	 

	Sinusitis
	 
	 

	Meningitis
	 
	 

	Chronic Colds
	 
	 

	Head Injuries
	 
	 

	Asthma
	 
	 

	Allergies
	 
	 

	Convulsions
	 
	 

	High Fevers
	 
	 

	Tonsillitis
	 
	 


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



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






Has the child’s hearing been tested?    Y    N  When?


 Results:



Have the child’s eyes been examined?  Y    N When?


 Results:



SPEECH AND LANGUAGE HISTORY

At what age did the following occur?
Used first word

   Combined 2-3 words


 Combined 5-6 words


How would you describe your child’s present speech/language use?





Give examples of typical sentences he/she uses:






















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:







Grade:


Teacher’s comments/concerns________________________________________________________________
Grades received_________________________________________________________________________

DAILY BEHAVIOR

How well does your child sleep?










How well does you child eat?










Does your child prefer to play alone or 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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