
SPEECH-LANGUAGE-HEARING CLINIC
MIDDLE TENNESSEE STATE UNIVERSITY
P.O. BOX 364
MURFREESBORO, TN  37132


CHILDREN’S PRE-EVALUATION INFORMATION

Please fill out this form as fully and accurately as you can and return it as soon as possible.  The information you provide will enable us to have a better understanding of the problems involved, and will expedite the course of the speech and/or hearing evaluation and interviews.  All material and information is kept in strict confidence.  Following receipt of the completed form your child’s name will be placed on our waiting list.

Full Name of Person 
   To be Evaluated ______________________________________Age_______Date of Birth_______________
By what name is he usually called? _____________________________________________________________
Address____________________________________________City________________________State_______
Telephone Number_____________________________________________________Zip Code_____________
Name and Address of School _________________________________________________________________
   City, County, or Private school? _______________________________________________Grade__________
   Principal’s Name_______________________________Teacher’s Name______________________________
Father’s Name_____________________________________________________________________________
   Age_________Education___________________________________________________________________
   Occupation______________________Employer_____________________Business Phone________________
Mother’s Name______________________________________________________________________________
   Age_________Education____________________________________________________________________
   Occupation______________________Employer_____________________Business Phone________________
Family Doctor or Pediatrician
   Name________________________Address_____________________________________________________
   Shall we send a report to the physician?         □ Yes 	□ No
Who referred you to this Center?
   Name________________________Address_____________________________________________________
Other Children in the Family:
	NAME
	AGE
	BIRTHDATE
	GRADE
	ANY SPEECH OR HEARING PROBLEM?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Describe the speech and/or hearing problem of the person to be evaluated.




Possible causes or causes______________________________________________________________________
How does he seem to feel about his speech and/or hearing problem?  ___________________________________
__________________________________________________________________________________________


BIRTH HISTORY
Pregnancy
   Health of mother during pregnancy_____________________________________________________________
   Diseases, accidents, drugs, or X-ray treatment of mother during pregnancy_______________________________
   Exposure to any infectious diseases during pregnancy_______________________________________________
   ________________________________________________________________________________________
   Rh Factor of Mother_____________________________  Rh Factor of Father__________________________
Birth
   Delivered in hospital?___________________________     Premature? _________________________________
      Normal ____________________________________     Blue Baby? _________________________________
      Cesarean ____________________________________   Jaundiced? _________________________________
      Breech ____________________________________      Weight at birth? _____________________________
   Length of time from beginning of labor until birth ________________________________________________
   Any instruments used? ______________________________________________________________________
   Other Birth Complications (convulsions, breathing difficulties, feeding problems, etc.) _____________________
   ________________________________________________________________________________________ 
DEVELOPMENTAL HISTORY
Weight of baby at 6 months ___________________ 1 year _______________  5 years _____________________
Give age when:
   First tooth appeared _________________________________________________
   First crawled _______________________________________________________
   First sat without support ______________________________________________
   First walked alone ___________________________________________________
   First fed self with spoon ______________________________________________
   First gained control of bladder _________________________________________
   First gained control of bowels __________________________________________
Does your child:
   Prefer the right or left hand? _____________________________________________
   Fall or lose balance easily? _______________________________________________
   Pick up and hold objects readily? __________________________________________
   Seem awkward? _______________________________________________________
   Walk in a peculiar manner? _______________________________________________
HEALTH HISTORY		Age		Severity
Convulsions _____________________________________________________________________________
High Fever ______________________________________________________________________________
Diseases child has had ______________________________________________________________________
Accidents ________________________________________________________________________________
Operations _______________________________________________________________________________
Nervous trouble ___________________________________________________________________________
Visual Problems _________________________________________________________________________
Food Allergies ___________________________________________________________________________
EDUCATION
What are the child’s average marks? ____________________________________________________________
Did he ever fail a grade? _____________________________________________________________________
Did he have any serious difficulty in any grade or subject? ___________________________________________
Has he ever had an intelligence test? __________ Explain. __________________________________________
ENVIRONMENT
Does anyone besides the parents and children live in the home? _______________________________________
If mother works, who cares for the child? _____________________________ Where? ____________________
Is any language other than English spoken in the home? __________ If so, which? ________________________
Does he have contact with anyone having a speech disorder? _________________________________________
How does he play with other children? __________________________________________________________
How would you describe his personality?
   □ Friendly     □ Shy     □ Talkative     □ Nervous    □ Easy-going     □ Bad-tempered     □ Quiet
   Other __________________________________________________________________________________
Does he have any nervous habits? ______________________________________________________________
Has he ever been a thumb-sucker?  □ Yes   □ No    At what age? ________    How was he broken of this 
   habit? ___________________________________________________________________________________
Has he ever been a bed-wetter?  □ Yes  □  No 	At what age did he stop? _______________________________
Does he sleep and eat well? ____________________________________________________________________
Has he ever experienced a severe shock or fright?   □ Yes   □ No    If so explain. ___________________________
__________________________________________________________________________________________
SPEECH HISTORY  (Give approximate age if not certain.)
Did he cry normally? _________________________________________________________________________
Did he cry a great deal? __________________________________ Very little? ____________________________
How much cooing did he do?     □ A great amount.   □ A moderate amount.     □ A little.     □ None.  
How much babbling did he do?  □ A great amount.   □  A moderate amount.    □ A little.     □ None.
At what age did he use his first word meaningfully? __________________________________________________
At what age did he begin to talk in sentences? ______________________________________________________
How did he compare with his brothers and sisters in speech development? ________________________________
At what age was his speech and/or hearing difficulty first noticed? ______________________________________
By whom? _______________  What was it like? ____________________________________________________
What has been done to overcome the problem? ____________________________________________________
Has he had any previous professional help with his speech and/or hearing? _______________________________
   Explain. _________________________________________________________________________________
Is there any abnormality in the following?
Tongue	__________________________________	Throat ______________________________________
Jaws _____________________________________	Lips ________________________________________
Nasal passages _____________________________	Teeth _______________________________________
Palate ____________________________________	Other _______________________________________

HEARING HISTORY
Has he ever had painful or running ears?  □  Yes     □  No  	  When? _____________________________________
Which ear? ____________  How often? ________________Was he examined by a physician?   □ Yes    □ No
   If yes, by whom? ___________________________________________________________________________
Does he respond to: (State yes, no, or sometimes.)  Loud sounds _________    Soft sounds _________    Human                                                                            voice _________      Telephone ring ___________       Airplane ____________      Auto horn ______________  
Does he seem to hear better in one ear than the other?  □ Yes     □ No     Which ear? ________________________
At the present time does his hearing seem to be better, worse, or the same as usual? _________________________
Is he wearing a hearing aid? ________________  Make and Model _____________________________________  

GENERAL 
How far do you live from Murfreesboro? _________________________________________________________
Is there a speech clinician in your school system?  □ Yes    □ No     In your area?  □ Yes     □ No
   If so, please give name and address. __________________________________________________________________________________________
May we write to physicians and appropriate agencies you have listed for more detailed information if needed? __________________________________________________________________________________________
Name of person filling out questionnaire __________________________________________________________
   Relationship ______________________________________________________________________________
Today’s Date _______________________________

Use the space below if needed.
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