SPEECH AND LANGUAGE CENTER OF NORTHERN VIRGINIA
1125 Savile Lane
McLean, Virginia 22101
FAX: (703) 356-2311

www.dolleymadisonpreschool.org www.slcnv.org
Dolley Madison Preschool Speech & Language Services

(703) 356-1351 (703) 356-2833

CaseHistory
Child's Name:
Last First Middle Nickname
Date of Birth: Chronological Age: Sex:
Home Address: Telephone:
Other Telephone

Father's Name:

Place Employed: Work Phone:

Mother's Name:

Place Employed: Work Phone:

Please provide address and phone number if a pareatdiffarent address

Person(s) or agency having legal custody of child:

Home Address: Home Phone:

Business Address: Work Phone;:

EMERGENCY INFORMATION

Pediatrician: Telephone:

Emergency contact (name, address and phone numlven designated people to call in an emergency if anp@sanot be
reached) Please remember to include the address péegle are also authorized to pick up my child.

1. Telephone:

2. Telephone:

Other person(s) authorized to pick up my child:

Person(s) not authorized to pick up child, if any:

(Appropriate paper work such as a divorce decree shattdehed if a parent is not allowed to pick up thedghil
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BACKGROUND INFORMATION

Birth and Developmental History

a. Wasyour child adopted? Date From where?
b. Pregnancy
Was mother’s condition during pregnancy good to lexde [ Jyes [ ]no

C.

If no, please explain:

Were medications taken during pregnancy A¢s][ ] no

Were there any illnesses or complications duringmaegy? [ ]yes [ ] no
Please explain

At how many weeks gestation was baby born?

What was birth weight?

Labor and Dédlivery

Were labor and delivery normal? [ ]yesnd] If not, please explain:

Was labor induced? [ Jyes [ ] no If yelease explain.

Was there evidence of injury or poor healthigh? [ ] yes [ ]no if yes, please explain:
Was the baby of average activity level? yed [ ] no

During the first month of life, was his/hexdfth good? [ ]yes [ ]no if no, please explain:

d. Infancy and Early Childhood

Were there any feeding problems? [ ]yesnp ]

Il. Medical History

Diseases child has had: note ages, severity, whatikempanied by high fever, and the effects.

Disease age vedty & effects high fever
List injuries and/or operations age severity hospitalization

Is any medication taken on a regular basis? [s]ydno if so, what?

Was development of teeth normal?

List allergies or intolerance to food:

Actions to take in the event of an allergic reaf@mergency?

Does your child have a history of ear infectionsPypes [ ] no

Has vision been tested? When Results

Has hearing been tested? When Results
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I11. Motor Development

1. Please indicate age when the following skillsew&st performed.

creeping crawling sitting unassisted
walking hopping skipping
using crayon using scissors

2. Has the child established handedness? if sohviaiod? [ Jno [ ]yes, [ Jright [ ] left

3. Indicate age when voluntary bladder control wémsesed bowel control

V. Social and Emotional Development

1. If your child exhibits or has exhibited the followibghaviors, please indicate age of occurrence andybavhave
attempted to deal with it.
shyness

thumb sucking

difficulty separating from parents

face twitching

strong fears - nightmares

temper tantrums

sleeplessness

nervousness

difficulty sitting still

inability to stay with one activity until completion

negativeness

bedwetting

Does he/she have the opportunity to play withrathi#dren his/her age? [ ]Jyes [ ]no

If so, does he/she play with them? [ Jyefnd

Does he/she play with younger children? [ ]ye®o

Does he/she play with older children? [ ]yefo

Are you ever concerned because he/she doesnivplawith other children? [ Jyes [ ]no
What are the child’s favorite activities?

Primary type of discipline: spanking [ ] &abn (time out) [ ] verbal reasoning [ ] atle]
Do you feel that your approach to discipline isaife? yes[ ] no[ ]

©CoNoOOGORWDN

V. Speech and L anguage Development
Please indicate age when the following skills wiest performed

babble imitate words use first word meaningfully
put words together talk in single words talk irphras

complete but grammatically incorrect sentences
complete but grammatically correct sentences

1. Did speech and language development seem to progmesaliycand then stop or regress? [ Jno [ ]yes

At what age?

Is he/she inconsistent in his/her responseundsoand voices? [ Jyes [ ]no

Does he/she seem to understand what is saichdeen? [ Jyes [ ] no

Does he/she follow spoken directions? [ ]ye$ no

Does he/she retell stories or experiences timalbeainderstood? [ Jyes [ ] no

Does he/she often hesitate and/or repeat sonddsaxds? [ Jyes [ ] no

Is his/her speech: [ ]too fast [ ]toowsl [ ] average

Is his/her voice: check all that apply ]tbo soft [ Jtooloud [ ]average loudnegs] hoarse [ ] nasal
[ ]denasal [ ] “stuffed as during a ¢old

©ONOOAWN
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V1. Feeding Development

Please indicate age when your child began to:

eat table foods use a spoon use a fork
drink by self out of a cup

Does your child have difficulty chewing or swallowifagpd? Describe

Is child a picky eater? If yes, list foods the akglts and will not eat

Did or does your child use a pacifier?

At what age did your child stop using a pacifier?

At what age did your child stop drinking from a bdtle

Has your child exhibited thumb sucking behaviors?

If so, at what age did these behaviors begin and end?

V1I. Evaluative and Educational History

Evaluations or therapies: Speech and language, He@uwaugipational, Physical;, Psychological, etc.
(Please attach IEPs, reports, or any updated infaymati

Whom Where When

Other schools or programs attended:

Name Address When

Where Address When

VIII. Eamily History

1. Father’s occupation: Age:
Level of education:
2. Mother’s occupation Age:

Level of education:
3. Are both parents living at home? [ Jyes [ ]no
4. Names of siblings:

DOB:
DOB:
DOB:
5. Others in the home:
age: relationship to child:
age: relationship to child:

6. Are any foreign languages spoken at home? [ Jygso
languages:

What language do you think your child understadoeds?

What language do you think your child uses méien®
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7. Have any family member or relatives had any efftfiowing difficulties: check all that apply
o speech problems: relationship to child:

language problems: relationship to child:

hearing problems: relationship to child:

learning disability: relationship to child:

reading problem: relationship to child:

emotional problem: relationship to child:

[ S [y Wy Wy

mental retardation: relationship to child:

8. Please list your concerns regarding your child’s camoation skills. Explain.

Parent signature Date

The SLC is a not-for-profit organization and doesdiscriminate on the basis of race, color or etlongin in the
administration of its policies. (A limited number ahslarships are available.)



