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Kids R Talking

Case History Form 

Today’s date: ____/____/____
Client Information:
Name of client:
________________________________________________________________________
            
Last                                      
 First                                         Middle              

Date of Birth: ____/____/____



Age: _________
    


Male /  Female   

Street Address_______________________________________________________________________________

City/State __________________________________________ 

Zip Code_________________________
Person completing this form: _______________________________
Relationship to client: __________________

Who referred you to Kids R Talking Therapy Services?: ______________________________________________
Current Concerns:

What are your concerns regarding your child’s development, behavior, and/or communication?  What are you most concerned about at this time?

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Family Information:
Is your child:



Your biological child?:   Y    N

Adopted?:   Y    N

A Twin?:   Y    N


Other (please specify): _________________________

Biological Parents/Step-parents/Guardians: (please list all)
	Parent
	Name 
	Age 
	Years education
	Type of work  
	Telephone 

	
	
	
	
	
	Hm:

Wk:

Cell:

	
	
	
	
	
	Hm:

Wk:

Cell:

	
	
	
	
	
	Hm:

Wk:

Cell:


Please list all persons living with the client:

	Name
	Age
	Relationship

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Who participates in the day-to-day care of your child? __________________________________________________

Marital status of biological parents:
 ____ married to each other     ____ separated/divorced 
____ remarried 

____ not married

Who has legal custody of the client?

____  both biological parents          ____ biological mother only        ____ biological father only

____  other blood relative                ____ other guardian

Who has residential custody of client?

____  both biological parents          ____ biological mother only        ____ biological father only

____  other blood relative                ____ other guardian

Do you have court documents that state the legal custody arrangement for this child?

___Yes    ___No     ___Not Applicable

Prenatal & Birth History

Pregnancy:

Indicate any complications during pregnancy:
       Was hospitalization required?:  Y   N   
       Any infection(s)?:   Y    N      Specify___________________________  

       Toxemia?:    Y   N   
Other illnesses?:   Y   N   

       Smoking during pregnancy?:  Y   N    # cigarettes smoked per day_____  

       Alcohol consumption during pregnancy (if beyond an occasional drink)?:    Y   N   
       Other drug use during pregnancy?:   Y   N   
Specify___________________________  
       Were any medications (prescription or over the counter) used during pregnancy? Y   N  



Please list: ______________________________________________________________________

       Other complications?: _______________________________________________________________________

Delivery:  (please indicate by circling)
      Type of labor:  Spontaneous    Induced 

Duration (hours): ________________________  

      Type of delivery:  Normal     Breech     Caesarean

      Complications:  None    Cord around neck    
    Hemorrhage    
Infant injured during delivery 

      
Other _________________________      
       Birth weight:____ lbs.____  oz.

      Length of pregnancy: __________
               Premature?:  Y   N      Number of weeks_______________________

Post Delivery Period: 
Please check any of the following that apply:
 _____Jaundice  
_____Cyanosis (turned blue)
_____Incubator care 

_____Infection: (specify)  _________________________
Infancy Period:
      Were any of the following present to a significant degree during the first few years of life?  If so, please describe.

       _____ Did not enjoy cuddling: ___________________________________________________________________ 

       _____ Was not calmed by being held or stroked: ____________________________________________________
       _____ Difficult to comfort: ______________________________________________________________________  

       _____ Colic: _________________________________________________________________________________  

       _____ Excessive restlessness: __________________________________________________________________  

       _____ Excessively irritable: _____________________________________________________________________  

       _____ Diminished sleep: _______________________________________________________________________  

       _____ Frequent head banging: __________________________________________________________________  

       _____ Difficulty nursing: _______________________________________________________________________  

       _____ Constantly into everything: _______________________________________________________________  
General Development:
What are your major concerns regarding your child’s development? ________________________________________

______________________________________________________________________________________________
______________________________________________________________________________________________
Developmental Milestones:

At what age did your child: (if your child has not yet done so, please write N/A)
Motor Skills:
Sit alone unsupported?___________



Walk alone unsupported? _________

Crawl?______________________



Walk up and down stairs?__________

Ride tricycle: _______________




Ride bicycle without training wheels?: _______________

Daily Living Skills:
Toilet trained during day?: ________ (bladder) __________(bowel)

Toilet trained at night?: ___________ (bladder) _________ (bowel)

Button clothes?: _______________

Tie shoelaces?: _______________

Dress/undress w/little help?: ___________________


Describe any problems your child has had with sleeping or toilet training. Please give ages

when occurred:

________________________________________________________________________________________________

Speech-language/Social Communication Skills:
Smile?: _______________




Coo and babble?: ______________     

Say single words?: _______________

Use two-word sentences? ___________

Say phrases?: _______________


Say sentences?: _______________

Name colors?: _______________


Recite alphabet in order?: _______________

Begin to read?: _______________

Feeding History:
Have there been any problems from birth with sucking, swallowing or chewing? If so, please specify:

________________________________________________________________________________________________

Was your child breast fed ____  or bottle fed____?  Until what age?: _________

Were there any problems with breast or bottle-feeding? If so, please specify:
________________________________________________________________________________________________

Is your child drinking from a cup without assistance or without losing any liquid from the mouth?

________________________________________________________________________________________________

Does your child have any feeding problems? (gagging, choking, reflux, eyes watering)

________________________________________________________________________________________________

Does your child “stuff” or “cram” food into his/her mouth while eating? Y / N ___________

Does your child feed him/herself? Y/N________________ How?: ____________________________________________
What are your child’s food preferences? (Taste/Texture/No clear preference): __________________________________
My child loves ________________________________________________________________________________

My child won’t eat _____________________________________________________________________________
Does your child drool? Y / N________________________________

Speech/Language/Communication Development:
What is your child’s first language?  

__English
__Spanish 
__Sign Language 
__Voice + Sign
 __Other(s): _______________
What language(s) are used in the home?

__English 
__Spanish 
__Sign Language 
__Voice + Sign
 __Other(s): _______________
How does your child usually communicate? Check all that apply

_____pointing


_____gestures



_____short phrases 

_____ sounds


_____single words  


____other (describe) ________________________
What does your child do when he/she needs help (e.g., opening a container or getting a toy to work)?

_______________________________________________________________________________________________

How does your child greet someone when that person is arriving or leaving the room?

________________________________________________________________________________________________

How does your child get you to look at something that he/she wants you to notice?

________________________________________________________________________________________________

How does your child let you know that he/she is upset or frustrated?

________________________________________________________________________________________________

Is your child able to understand (check as many as applicable): 
_____ gestures



_____words

_____short phrases; please give examples: _____________________________________________________________

_____ sentences; please give examples: _______________________________________________________________
Do gestures have to be used for your child to understand words, short phrases, or sentences? Y/N _________________
Social Development:
Does your child have the opportunity to play with other children his/her age? Y/N______

How does your child play with the following toys?:   

Stuffed animals, dolls, toy dishes, doll/baby care set 
_______________________________________________________________________________________________

_______________________________________________________________________________________________
_______________________________________________________________________________________________

Cars and trucks, toy people and animals
_______________________________________________________________________________________________

_______________________________________________________________________________________________

Blocks, stacking rings, and nesting cups
_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Does your child like to look at books? What kind? What does your child do when looking through books with you?

_______________________________________________________________________________________________

_______________________________________________________________________________________________

What are his/her favorite activities/toys?_______________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________
Educational and Therapeutic History:
Does your child have a diagnosis?  Y/ N 
If so, please list: _______________________________________________
Date of diagnosis/diagnoses_____________________________

Agency/person providing diagnosis/diagnoses: _____________________________________________________
Do you have any questions/concerns about accuracy of diagnosis? Y/ N
If yes, please explain: _____________________________________________________________________
_______________________________________________________________________________________

Has your child ever received treatment by a mental health professional? Y/ N  

If so, who provided this treatment?: ______________________________________________________________

When? ________________
What was the purpose of the treatment?: ________________________________

Evaluations Has your child ever been evaluated by an audiologist, speech-language pathologist, clinical psychologist, school psychologist, child psychiatrist, neurologist, or occupational therapist?  If so, please indicate below.  If reports of these evaluations are available, please attach.

	Type of evaluation
	Agency/School District
	Date
	Is report available?

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


History of Therapy Services  (please begin with 1st services provided)

	Type of therapy (PT/OT/Speech)
	Inclusive dates
	Agency/School District
	Hrs/wk

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Educational History 
Please list the name of each school your child has attended, beginning with current services/enrollment:
	Inclusive dates
	Agency/School District
	Hrs/wk
	Special therapies provided?

(OT/PT/Speech)

	· present


	
	
	

	
	
	
	

	
	
	
	


If your child is currently enrolled in public school services, please attach a copy of your child’s most recent Individualized Educational Plan (IEP).
My child’s current teacher(s) is/are: __________________________________________________

School phone #: _________________________________________________________________
Please indicate if your child’s teacher(s) describe(s) any of the following as significant classroom problems:

_____ Doesn’t sit still in his/her seat

_____ Frequently gets up and walks around the classroom

_____ Does not cooperate well in group activities

_____ Typically does better in a one-to-one setting/relationship

_____ Does not pay attention during lessons

_____ Fails to finish assigned classwork

_____ Bullies other children

_____ Does not seek out others to play/work together

_____ Is not sought out by others to play/work together
Medical History

What is your child’s current height and weight? __________________________________________
If your child’s medical history includes one of the following, please indicate and note the age when the incident or illness occurred.  Please also include any additional pertinent information.

_____ Head injuries: ______________________________________________________________________________

_____ Convulsions/seizures with fever: ________________________________________________________________

_____ Convulsions/seizures without fever: _____________________________________________________________

_____ Coma: ____________________________________________________________________________________

_____ Ear problems: ______________________________________________________________________________

_____ Eye/vision problems: _________________________________________________________________________

_____ Poisoning: _________________________________________________________________________________

_____ Sleep problems: _____________________________________________________________________________
Has your child had a hearing test?  Y/ N
When?: ____________________
Where?: ________________________




(please attach records if evaluation took place within the past year)

Does your child wear hearing aides? Y/ N

Does your child wear corrective lenses or glasses?  Y/ N       Is your child legally blind?  Y/ N

Allergies

	Type
	Yes/No
	Please list

	Medication

	
	

	Food

	
	

	Environmental respiratory agents

	
	


Does your child have asthma?  Y/ N

Medications
	CURRENT Medication Name
	Dosage
	For what purpose

	
	
	

	
	
	

	
	
	


Please describe benefits of these medications: ______________________________________________________

Any adverse side-effects? If so, please describe: ____________________________________________________

	PREVIOUS Medication Name
	Dosage
	For what purpose

	
	
	

	
	
	

	
	
	


Please describe benefits of these medications: ______________________________________________________

Any adverse side-effects? If so, please describe: ____________________________________________________

Hospitalizations  

	Hospital
	Date
	Length of Stay
	Procedure

	
	
	
	

	
	
	
	

	
	
	
	


Physicians

	Primary Care Physician
	Provider Specialty
	Telephone
	Address

	
	
	
	


	Other Physician/Service
	Provider Specialty
	Telephone
	Address

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Family History

Please describe any family history of psychiatric, speech/language, learning problems and behavioral problems in the child’s parents, grandparents or siblings.

	
	Yes 
	No
	Family member 
	Description

	Autism Spectrum Disorder
	
	
	
	

	Speech-language delay/disorder
	
	
	
	

	Aggressiveness/defiance   
	
	
	
	

	Difficulties with attention, activity, impulse control as a child
	
	
	
	

	Learning Difficulties
	
	
	
	

	Failed to graduate from high school
	
	
	
	

	Mental Retardation
	
	
	
	

	Psychosis or schizophrenia
	
	
	
	

	Depression
	
	
	
	

	Anxiety
	
	
	
	

	Tics or Tourette’s syndrome
	
	
	
	

	Alcohol/substance abuse
	
	
	
	

	Antisocial behavior (assaults, thefts, etc.)   
	
	
	
	

	Arrests
	
	
	
	

	Physical/sexual abuse
	
	
	
	


Please indicate significant stressors or changes the family has experienced in the last six (6) months: 
________________________________________________________________________________________________

Child Management Techniques:
When your child is disruptive or misbehaves what steps are you likely to take to deal with the problem and how well do they work?

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Please describe any differences or similarities between each parent’s management style in handling disruptive behavior:

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Please describe what steps you might take to improve your management style in handling disruptive behavior:

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Strengths and Accomplishments:
We realize that we have focused largely on problems your child may be having.  However, we are also quite interested in understanding your child’s strengths, talents, skills, and accomplishments.  Please list the major strengths or assets you observe in your child:

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Emergency Contact:
Name: ___________________________________________

Relationship: __________________________

Home Telephone: ___________________ 


Work Telephone: ________________________________

Thank you for the time you have spent in completing this form. This information will help us to provide the best services for your family.             
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