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Boston University

College of Health and Rehabilitation Sciences
THE CENTER FOR STUTTERING THERAPY

635 Commonwealth Avenue Boston, MA 02215

(617) 353-3188

Date Received at BU: __________________
Child / Adolescent Case History Form

	Client Information


	
	Child Full Name:
	
	
	

	
	
	
	
	
	
	
	
	

	
	Date of Birth:
	
	
	
	
	
	
	

	
	
	Month
	Day
	Year
	
	
	
	

	
	Gender (optional):
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	Preferred Pronouns: 
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


	Parent/Guardian Information


	
	
	
	

	
	Primary Parent/Guardian Name:
	
	

	
	
	
	

	
	Home Address:
	
	

	
	
	Street Address
	

	
	
	
	

	
	
	City
	State
	Zip
	

	
	Name of person filling out questionnaire: 
(if different from parent/guardian name)
	
	

	
	Relationship to Child:
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	Home Telephone:
	
	

	
	Work or Cell Telephone:
	
	

	
	E-Mail Address:
	
	

	
	Date form was completed:
	
	

	
	
	
	


	Purpose of Visit


	
	
	
	
	
	
	
	
	

	
	What would you like your child to be seen for
	
	
	
	
	

	
	
	
	Diagnostic Evaluation
	
	
	Therapy
	
	
	Both (Diagnostic and Therapy)
	

	
	List the problems with which you want help for your child
	
	
	
	

	
	1.
	
	

	
	
	
	

	
	2.
	
	

	
	
	
	

	
	3.
	
	

	
	
	
	
	
	
	
	
	

	
	Referral from 

(if applicable):
	
	
	
	

	
	
	Name
	
	Phone
	


	Background Information


	
	
	

	Language Spoken at Home:
	English
	Other
	
	
	

	Name of child’s school 

(if applicable):
	
	

	Grade child is currently in:
	Pre-School  Kindergarten  1  2  3  4  5  6  7  8  9 
	(Circle One)
	

	Description of the problem:

	1.
	Please describe your child’s speech or hearing difficulty.

	
	
	

	
	
	

	
	
	

	
	
	
	
	

	2.
	When was the problem first noticed?  By who?

	
	
	

	
	
	

	
	
	

	
	
	
	
	

	3.
	Did the problem begin gradually or suddenly?  Describe.

	
	
	

	
	
	

	
	
	

	
	
	
	
	

	4.
	Please describe anything you have done to help your child’s speech improve.

	
	
	

	
	
	

	
	
	

	
	
	
	
	

	5.
	What changes have you noticed?

	
	
	

	
	
	

	
	
	
	
	

	6.
	When is the problem most noticeable?

	
	
	

	
	
	

	
	
	
	
	

	7.
	How would you rate the severity of your child’s problem?

	
	
	Mild
	
	Moderate
	
	Severe
	
	
	

	
	
	
	
	

	8.
	Does the child feel there is a problem?

	
	
	

	
	
	

	
	
	
	
	

	9.
	What is the attitude toward the speech problem?

	
	Parent:
	
	
	
	

	
	Parent:
	
	
	
	

	
	Child:
	
	
	
	

	
	
	
	
	
	


	Birth History


If your child is adopted, please complete the box at the bottom of this section.
	Parent Information:
	
	
	

	
	Age of Parent(s) at delivery:
	
	
	


	
	
	
	
	

	During Pregnancy:

Circle Y for Yes and N for No. If Yes please describe
	
	

	
	Illness 
	Y
	N
	
	Describe
	
	

	
	Medication Taken 
	Y
	N
	
	Describe
	
	

	
	Bleeding 
	Y
	N
	
	Describe
	
	

	
	Smoking 
	Y
	N
	
	Describe
	
	

	
	Alcohol intake 
	Y
	N
	
	Describe
	
	

	
	Pregnancy length in months
	
	
	Describe, if not full 9 months:
	
	

	
	
	
	
	


	
	
	
	
	

	Labor and Delivery:

Circle Y for Yes and N for No. If Yes please describe
	
	

	
	Induced………………………………..
	Y
	N
	
	Describe:
	
	

	
	Length of Labor …. ……………….
	
	
	
	
	

	
	Caesarian section .……………….
	Y
	N
	
	Describe:
	
	

	
	Anesthesia ………………………….
	Y
	N
	
	
	
	

	
	
	
	
	


	
	
	
	
	

	Newborn:

Circle Y for Yes and N for No.
	
	

	
	Cried right away ………………..
	Y
	N
	
	Weight:
	
	

	
	Apgar score (if known).……….
	
	
	Length:
	
	

	
	Complications…………………….
	Y
	N
	
	If Yes, Describe:
	
	

	
	Mother and Child left hospital together
	Y
	N
	
	If No, Describe:
	
	

	
	
	
	
	


	
	
	
	
	

	Infancy:

Circle Y for Yes and N for No. If No please describe
	
	

	
	Enjoyed cuddling 
	Y
	N
	
	Describe:
	
	

	
	Fussy, irritable
	Y
	N
	
	Describe:
	
	

	
	More active than other babies
	Y
	N
	
	Describe:
	
	

	
	Other:
	
	

	
	
	

	
	
	
	
	


	
	
	

	If your child is adopted:
	

	
	At what age was your child adopted?
	_______________________________________



	
	What language(s) was your child exposed to before adoption?
	_______________________________________

	
	Where did your child live before adoption? 
	_______________________________________

	
	Were there any developmental issues at the time of adoption?

Please list any other information you feel may be relevant:
	_______________________________________
_______________________________________

_______________________________________
_______________________________________

_______________________________________




	Developmental History


If you can recall, record the age at which your child reached the following developmental milestones. If you cannot recall, check appropriate column at the right.

	
	
	
	
	

	
	I cannot recall exactly, but to the best of my knowledge, it occurred:
	

	
	MILESTONE
	Estimation
	Early
	At Normal Time
	Late
	

	
	Sat without support
	
	
	
	
	

	
	Crawled
	
	
	
	
	

	
	Stood without support
	
	
	
	
	

	
	Walked without assistance
	
	
	
	
	

	
	Spoke first words besides “mama” and “dada”
	
	
	
	
	

	
	Said phrases
	
	
	
	
	

	
	Said sentences
	
	
	
	
	

	
	Spoke clearly
	
	
	
	
	

	
	Showed clear hand preference (left or right)
	
	
	
	
	

	
	Toilet trained
	
	
	
	
	

	
	Rode tricycle
	
	
	
	
	

	
	Rode bicycle
	
	
	
	
	

	
	Buttoned clothing
	
	
	
	
	

	
	Tied shoelaces
	
	
	
	
	

	
	Named colors
	
	
	
	
	

	
	
	
	
	


	Medical History


	

	Please indicate if your child has had the following by circling Y for Yes and N for No.

	
	Ear Infections
	Y
	N
	
	High Fevers
	Y
	N
	

	
	at what age?
	
	
	how high?
	
	

	
	Were tubes placed?
	Y
	N
	
	Serious Head Injury
	Y
	N
	

	
	Were antibiotics given?
	Y
	N
	
	Did your child lose consciousness
	Y
	N
	

	
	Hearing Problems
	Y
	N
	
	Seizures
	Y
	N
	

	
	Vision Problems
	Y
	N
	
	Up to date on immunizations
	Y
	N
	

	
	Asthma
	Y
	N
	
	Accidents
	Y
	N
	

	
	Allergies
	Y
	N
	
	Describe:
	
	
	

	
	to what?
	
	
	
	
	
	
	

	
	Frequent Headaches
	Y
	N
	
	
	

	
	Frequent Stomachaches
	Y
	N
	
	
	

	
	Hospitalization
	Y
	N
	
	
	

	
	age
	
	reason:
	
	
	
	

	
	
	
	
	
	
	

	
	Surgery
	Y
	N
	
	
	

	
	for what?
	
	
	
	
	

	
	Elevated levels in blood testing
	Y
	N
	
	
	

	
	If yes, test dates:
	
	Numerical Value:
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	[This information can be obtained from your pediatrician if you do not have it.]
	

	
	
	
	
	
	

	
	List any other health problems
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	List any medication, doses your child is presently taking:
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	List dates of any counseling, therapy your child or family have received related to the child’s difficulties:
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	


	Family History


	
	
	
	
	

	
	Parent:
	
	Parent:
	

	
	Name: 
	
	
	
	Name:
	
	
	

	
	Age:
	
	
	
	Age:
	
	
	

	
	Occupation:
	
	
	Occupation:
	
	

	
	Gender and Preferred Pronouns:


	
	
	Gender and Preferred Pronouns:
	
	

	
	Highest School Grade Completed:
	
	
	Highest School Grade Completed:
	
	

	
	
	
	

	
	Parents are:
	
	
	Child lives with: 
	

	
	
	Married
	Y
	N
	
	Name
	
	Age
	Relationship
	

	
	
	Separated
	Y
	N
	
	
	
	
	
	

	
	
	Divorced
	Y
	N
	
	
	
	
	

	
	
	Parent Deceased
	Y
	N
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	

	
	Please list any relatives on either side of the family who have had the following diagnoses. Please specify relationship to child (e.g. mother, father, sibling, maternal aunt, paternal grandfather etc.)
	

	
	
	
	
	

	
	Attention Disorder
	
	

	
	Behavior Problems
	
	

	
	Substance Abuse Problem
	
	

	
	Emotional Problems (anxiety, depression)
	
	

	
	Learning problems (including non-verbal learning disabilities)
	
	

	
	Hearing Problems( other than related to advanced age)
	
	

	
	Autism Spectrum Disorders
	
	

	
	Speech/Language Problem
	
	

	
	Intellectual Disability
	
	

	
	Medical:
	
	

	
	
	Allergies
	
	

	
	
	Lead Poisoning
	
	

	
	
	Other
	
	

	
	Neurological:
	
	

	
	
	Seizure Disorder
	
	

	
	
	Tic Disorder
	
	

	
	
	Other
	
	

	
	Stuttering
	
	
	

	
	
	
	
	


	Social Development


	
	
	

	
	Please list your child’s favorite hobbies, activities, sports and games. 
	Compared to others of the same age, about how much time does your child spend in each?
	Compared to others of the same age, how well does your child do in each?
	

	
	None ___
	Don’t Know
	Less than Average
	Average
	More than Average
	Don’t Know
	Less than Average
	Average
	More than Average
	

	
	a
	
	
	
	
	
	
	
	
	
	

	
	b
	
	
	
	
	
	
	
	
	
	

	
	c
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	Please list any organizations, clubs, leagues, or groups to which your child belongs.
	Compared to others of the same age, how active is your child in each?
	
	
	
	
	

	
	None ___
	Don’t Know
	Less than Average
	Average
	More than Average
	
	
	
	
	

	
	a
	
	
	
	
	
	
	
	
	
	

	
	b
	
	
	
	
	
	
	
	
	
	

	
	c
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	Please list any jobs or chores your child has.  For example: paper route, babysitting, making bed, working in store, etc. 
	Compared to others of the same age, how well does your child carry them out?
	
	
	
	
	

	
	None ___
	Don’t Know
	Less than Average
	Average
	More than Average
	
	
	
	
	

	
	a
	
	
	
	
	
	
	
	
	
	

	
	b
	
	
	
	
	
	
	
	
	
	

	
	c
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	Not including siblings
	
	
	
	
	
	
	

	
	
	About how many friends does your child have?
	
	
	
	
	

	
	
	About how many times a week does your child do things with friends outside of school hours? 
	
	

	

	
	How well does your child:
	Most of the Time
	Sometimes
	Almost Never
	N/A
	
	
	

	
	a
	Get along with siblings?
	
	
	
	
	
	
	

	
	b
	Get along with other children?
	
	
	
	
	
	
	

	
	c
	Behave with parents?
	
	
	
	
	
	
	

	
	d
	Play and work alone?
	
	
	
	
	
	
	


	Academic History


	
	
	

	
	For ages 6 and older:
	
	
	
	
	
	
	

	
	1.
	Child does not attend school because:
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	2.
	Indicate how your child is doing in each subject:
	Failing
	Below Average
	Average
	Above Average
	
	

	
	
	a
	Reading, English or Language Arts
	
	
	
	
	
	

	
	
	b
	History or Social Studies
	
	
	
	
	
	

	
	
	c
	Math
	
	
	
	
	
	

	
	
	d
	Science
	
	
	
	
	
	

	
	
	e
	
	
	
	
	
	
	

	
	
	f.
	
	
	
	
	
	
	

	
	
	g
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	3.
	Does your child receive special remedial services or attend a special class or special school?
	Y
	N
	

	
	
	If yes, please describe the kind of service, class or school.
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	4.
	Has your child ever repeated a grade?
	Y
	N
	If yes, which grade
	
	
	

	
	
	Reason for repeat.
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	5.
	Has your child had any other problems in school?
	Y
	N
	
	
	
	

	
	
	If yes, when did the problem start? Please describe. 
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	


	Previous Testing


	
	
	

	
	1.
	Has your child ever had a public school team evaluation?
	Y
	N
	
	
	
	
	

	
	
	If yes, when? [Date(s)]
	
	
	
	
	
	

	
	
	Results:
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	2. 
	Does your child have an IEP/IFSP/504? 
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	3.
	Has your child had other education/psychological testing?
	
	
	
	
	

	
	
	
	Test
	
	
	Date
	
	Results
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	


If, in order to help your child, it would be appropriate to send or receive reports from other education / health care professionals, please indicate your permission by signing the provided consent form.
	Summary


	
	
	

	
	1.
	What concerns you most about your child?
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	2.
	Please describe your favorite things about your child.
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	3.
	Is there anything else you would like to tell us about your child?
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	


	For Clinician Only


	
	
	
	
	
	
	
	
	

	
	
	Additional notes
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	


Rev. 10 July 2018                                                                     Name: ________________ File Number: _____________

