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CAMPUS MAP 
#47 Speech and Hearing Building 

Corner of Rolfe Christopher and Iowa 
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Bill of Rights 
For clients of 

Lamar University Speech and Hearing Clinic 
 
 Clients as consumers receiving audiology or speech-language pathology services have: 
 

1. THE RIGHT to be treated with dignity and respect; 
 

2. THE RIGHT that services be provided without regard to race or ethnicity, gender, age, religion, 
national origin, sexual orientation, or disability; 

 
3. THE RIGHT to know the name and professional qualifications of the person or persons providing 

services; 
 

4. THE RIGHT to personal privacy and confidentiality of information to the extent permitted by law;  
 

5. THE RIGHT to know, in advance, the fees for services, regardless of the method of payment;  
 

6. THE RIGHT to receive a clear explanation of evaluation results, to be informed of potential or lack 
of potential for improvement, and to express their choices of goals and methods of service 
delivery; 

 
7. THE RIGHT to accept or reject services to the extent permitted by law; 

 
8. THE RIGHT that services be provided in a timely and competent manner, which includes referral 

to other appropriate professionals when necessary; 
 

9. THE RIGHT to present concerns about services and to be informed of procedures for seeking 
their resolution; 

 
10. THE RIGHT to accept or reject participation in teaching, research, or promotional activities; 

 
11. THE RIGHT, to the extent permitted by law, to review information contained in their records, to 

receive explanation of record entries upon request, and to request correction of inaccurate 
records;  

 
12. THE RIGHT to adequate notice of and reasons for discontinuation of services; an explanation of 

these reasons, in person, upon request; and referral to other providers if so requested. 
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Frequently Asked Questions about Diagnostic Evaluations 
 
What is the purpose of the appointment? 
 

The purpose of the appointment is to evaluate speech, language and hearing skills, to 
learn whether or not there is a problem, to study the nature of the problem, to determine 
whether or not therapy is indicated at this time, to make preliminary plans for therapy if it 
is recommended and to provide helpful suggestions.  

 
How long will it take? 
 

You can expect to spend approximately three hours at our facility on the first visit. 
 
How much will it cost? 
 

Refer patient’s to clinical secretary at (409) 880-8171. 
 
What will be done during the evaluation? 
 

We will talk with you (and your child), observe you (your child) in a variety of tasks, 
check your (your child's) hearing, and discuss our findings with you. 

 
What will you tell me? 
 

We will discuss the results of our evaluation with you and indicate whether or not therapy 
is advisable at this time. If therapy is recommended, we will discuss the alternatives 
available to you here and elsewhere.  

 
What do I have to do to get ready for the appointment? 
 

We will schedule the appointment only after we have received the enclosed 
questionnaire. If you are bringing your child, we need to have an accurate history of 
his/her development. This takes time, and sometimes it is difficult to search your 
memory for answers to some questions. You might find it helpful to consult other family 
members, baby books, etc. We realize that it is often difficult to remember all of the 
specific information requested, but do your best. 

 
Use the spaces marked COMMENT to explain anything you think we should know that was not 
specifically asked. Fill out the enclosed questionnaire as completely as you can. All information 
is confidential, for use by the speech and hearing staff only. 
 
What is the purpose of the Information Release Form? 
 

This authorizes us to obtain information, when appropriate, from other agencies or 
professionals who have seen you (your child). If we receive these reports prior to the 
appointment, we will have a broader range of information to consider in helping you or 
your child. Of course, this information will be treated in a confidential manner. 

 
What if I find that I cannot keep the appointment after it has been made? 
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Remember, this time is reserved for you alone. If you find that you will be unable to keep 
your appointment, call us at (409) 880-8171 immediately, so that we can substitute 
someone else in your place. You can also indicate whether or not you want us to make 
an appointment for you at a later date. If it is necessary for you to call, please ask to 
speak with the Speech Diagnostic coordinator. 

 
Where is the Speech and Hearing Clinic located? 
 

The clinic is located in the Lamar University Speech and Hearing Building. We are 
located on the corner of Rolfe Christopher and Iowa. The physical address is: Lamar 
University, Department of Speech & Hearing Sciences, Corner of Rolfe Christopher and 
Iowa, Beaumont, Texas, 77710. From US 69 take exit Highland Avenue, stay straight, 
just as you pass the railroad tracks turn left onto Rolfe Christopher Drive. Continue 
straight on Rolfe Christopher, through the stop sign. Speech and Hearing building is on 
the left.  

 
Where can I park? 
 

Parking is located on the South side of the building. Clients must get a parking slip from 
the clinic secretary to leave of the dashboard of their car or they will risk being towed or 
ticketed. 
 

Description of Services 
 
Speech-Language Clinic Rates 
 
All billing information is to be referred to the clinic secretary, Erin Marioneaux at (409) 880-8171. 
Clinicians should never get into a discussion regarding clinic fees. Fees vary for each client and we do 
offer a sliding scale fee service for clients who are low income. We also have fee waivers for certain 
populations based on educational necessity.  
 
Speech/Language Diagnostic Evaluation  
 
This procedure consists of in depth assessment of all aspects of the client's speech and/or language 
disorder. It involves gathering detailed information about the individual, including a case history using a 
questionnaire and interviews. A battery of tests are administered to the client for determining the nature, 
consistency and severity of the communication impairment. An attempt is made to identify the basis of the 
problem and to determine the client's candidacy for therapy. In the Speech-Language Clinic, a diagnostic 
evaluation lasts at least an hour. Following the evaluation, the student clinician and supervising SLP 
collaborate on writing an extensive report of the findings.  
 
Speech/Language Screening  
 
A screening procedure usually lasts no more than 20 or 30 minutes. It consists of brief observations of the 
person's speech, language, and hearing functions. Screening is usually done to determine if a full speech 
and language evaluation is recommended.  
 

Clinic Location & Building Information 
 
 
Clinic Location 
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The clinic is located in the Lamar University Speech and Hearing Building. We are located on the corner 
of Rolfe Christopher and Iowa. The physical address is: Lamar University, Department of Speech & 
Hearing Sciences, Corner of Rolfe Christopher and Iowa, Beaumont, Texas, 77710. From US 69 take exit 
Highland Avenue, stay straight, just as you pass the railroad tracks turn left onto Rolfe Christopher Drive. 
Continue straight on Rolfe Christopher, through the stop sign. Speech and Hearing building is on the left.  
 
Main Office  
 
The main office is located on the East side of the building, near the patient waiting area. Current client 
folders and clinic forms are kept in the filing cabinets to the left of the receptionist desk. Non-current client 
folders will have to be obtained by asking the receptionist. The main office is open from 8:00 a.m. to 5:00 
p.m. Monday through Friday.  
 
Observation Rooms  
 
Observation rooms are limited in space and need to be used to everyone's best advantage. While all 
interested clinicians are encouraged to observe, supervisors and parents/caregivers have top priority for 
observing therapy sessions. Please heed the following rules when observing: 1) Be quiet. If 
communication is necessary, step away from the window and whisper; 2) Do not leave hallway doors 
open as light from the hallways can be seen in the therapy rooms through the one-way mirror; 3) Do not 
lean too closely to the mirror as shadows can be seen in the therapy rooms; and 4) No more than three 
people per observation room. This includes parents/caregivers and supervisors. If there is one supervisor 
and two caregivers, the room is full.  

 
Handicap Access  
 
The Speech and Hearing Clinic is accessible to all handicapped individuals. All entrances are equipped 
with ramps and the East side entrance has an automatic door opener as well as, a covered entrance 
area. The language lab therapy (room 181) is large enough to accommodate wheelchairs. 

 
Audiology 
 
The audiology suites are located along the back wall of the speech and hearing building. Patients may 
receive several types of tests including a full audiological evaluation. Available tests include: 
 

TEST MEASURE 
Tympanometry Middle and outer ear Eustachian tube function. 
Complete Diagnostic Hearing 
Evaluation 

Uses traditional and state-of-the-art technology to complete a 
thorough hearing evaluation for patients. 

Acoustic reflex testing Measurement of inner ear function via middle ear compliance and 
impedance. Completed as a screening tool for neural disorders. 

Pure tone Audiometry Standardized measure of hearing. Determines sensitivity or acuity 
at specific frequencies. 

Speech Audiometry These tests utilize spoken words and sentences rather than pure 
tones. Tests are designed to asses sensitivity (threshold) or 
understanding (intelligibility). 

Otoacoustic emissions  Determine cochlear status or hair cell function. Used to screen 
neonates or individuals with developmental disabilities.   

Auditory Brainstem Response ABR audiometry is considered an effective screening tool in the 
evaluation of suspected retrocochlear pathology such as an 
acoustic neuroma or vestibular schwannoma. However, an 
abnormal ABR finding indicates the need for MRI.  

Otoscopic Examination Vital in assessing the status of the ear canal and the tympanic 
membrane (eardrum). Also conducted using video otoscope that 
allows eardrum to be viewed on a closed circuit television.  
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Acoustic Immittance Quick test to assess function of tympanic membrane (eardrum). 
Helps to ensure tympanic membrane is moving freely and is helpful 
in diagnosing problems of the middle ear (otitis media or ear 
infection). 

Visual Reinforcement 
Audiology 

Used with young children and requires them to turn their head in 
response to sound. 

Conditioned Play Audiometry Used with young children and requires them to perform an action 
when a sound is heard. 

Speech in Noise Testing Tests ability to understand speech in the presence of background 
noise.  

Video Nystagmography Diagnoses difficulties with balance and stability. 
Cerumen Management Excessive ear wax removal. 
Hearing Aids & Assistive 
Technology 

The Lamar University Speech & Hearing Clinic offers many different 
styles of hearing aids with a wide range of technology levels.  
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We are pleased that you have selected the Lamar University Speech & 

Hearing Clinic for communication services. We are proud of our high standards for 
communication screenings, diagnostics, and therapy. We want families involved 
with our clinic to be well informed of all local resources which might be helpful to 
them now or in the future. Below is a summary of local services which many 
families have utilized to supplement, or find alternatives to Speech-Language 
Clinic Services. 

FOR CHILDREN FROM BIRTH UNTIL THE THIRD BIRTHDAY: 

The local First Steps agency offers free diagnostics and therapy services for 
children who are suspected or identified as having delays in the areas of 
communication, motor, cognitive, or social- emotional development. Services may 
include communication, physical, or occupational therapy, intervention for cognitive 
delays or disorders, parent training, home visits, or parent-child group therapy. 

When calling your local First Steps agency about a child, identify yourself as a 
parent of a child under three who may have delays in one or more developmental 
areas, and request an assessment to determine if your child is eligible for services. 
Request an evaluation to determine if your child is eligible for services. Ask for an 
application so that you may give information about your child in writing. If your child 
has had screening/diagnostic/therapy services, give the appropriate information. Be 
sure to date the application, submit it promptly, and save a copy for your family. By 
law, school corporations must respond to your written request for an evaluation within 
sixty school days. 

Residents of Jefferson County contact:  
Beaumont State Center 
665 South 8th Street 
Beaumont, Texas  77701 
(409) 833-1485 or 1-800-317-5809 

FOR CHILDREN FROM THREE TO KINDERGARTEN AGE: 

Public law mandates that public schools provide free appropriate services for 
eligible preschool children beginning on their third birthday. Children are eligible if 
they meet school corporation criteria for delays in the areas of communication, motor, 
cognitive, or social-emotional development, or if they have sensory impairments in 
vision or hearing. Services may include screenings, diagnostics, therapies or 
educational preschool placements. Therapies may be delivered in the child’s home, at 
his/her local public school, or in a preschool setting. All services should be appropriate 
for the age and stage of the child.  

 
  Beaumont Independent School District 
            Special Education Department 
            3395 Harrison 
            Beaumont, Texas  77706 
            (409) 899-9972 
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TO APPLY FOR MEDICAID: 
 

Texas Department of Health 
3420 Fannin, 
Suite 100 
Beaumont, Texas  77701 
(409) 833-0072 
 
 

FOR PEOPLE AGE 16 TO ADULT: 
 

 The Texas Rehabilitation Commission provides services geared at increasing 
independence with activities of daily living. 

 
Texas Rehabilitation Commission 
5550 Eastex Freeway 
Suite D 
Beaumont, Texas  77708 
(409) 898-3988
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Clients or parents may evaluate clinic services at any time using the Evaluation of LUSHC Services form. 
Turn this form in to the clinic secretary. 
 

LAMAR UNIVERSITY SPEECH & HEARING CLINIC 
Evaluation of Speech-Language Therapy Services 

 
Date: ________________ 
 
Dear Patient or Family Member, 
 
Your cooperation in completing this evaluation of Speech-Language Therapy received at Lamar University will help 
up improve the quality of our services. 
 
Please check the following as they relate to the patient under consideration. 
 
Patient Age Group: [   ] Child 2-6  [   ] Child 7-11 
    [   ] Adolescent  [   ] Adult 
 
Therapy Received: [   ] Voice   [   ] Fluency 
    [   ] Language  [   ] Articulation 
    [   ] Other: ____________________ 
 
BASED ON YOUR PERCEPTION OF THE QUALITY OF SERVICE RENDERED, PLEASE CIRCLE YOUR 
EVALUATION BASED ON THE ROLLOWING RATINGS: 
5 = Excellent;     4 = Very Good;     3 = Satisfactory;     2 = Fair;     1 = Poor;     NA = Not Applicable 
Assistance, courtesy shown upon arrival for therapy sessions 5 4 3 2 1 NA 

Punctuality beginning and ending therapy sessions 5 4 3 2 1 NA 

Semester goals were explained early in the semester 5 4 3 2 1 NA 

Semester goals were explained clearly, and understandably 5 4 3 2 1 NA 

Permission for clinical observation was given and guidelines 
explained 5 4 3 2 1 NA 

Homework was incorporated, was clearly explained and 
demonstrated 5 4 3 2 1 NA 

Clinician and supervisor were available and responsive when 
needed 5 4 3 2 1 NA 

Questions and concerns were addressed in an effective 
manner 5 4 3 2 1 NA 

End of semester conference explained progress made during 
semester 5 4 3 2 1 NA 

Recommendations were communicated clearly 5 4 3 2 1 NA 

Overall quality of service received 5 4 3 2 1 NA 

 
Comments: ______________________________________________________________ 
 
________________________________________________________________________ 
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Patients or parents interested in receiving an evaluation at the Lamar University Speech & Hearing 
Clinic can call the clinic secretary at (409) 880-8171. A case history form for evaluation can then be 
mailed to the patient or they can log on to our website and retrieve the form. The patient can choose to 
mail in the form to:  
 
Lamar University 
Department of Speech & Hearing Sciences 
Speech & Hearing Clinic 
Attn: Gina Watson 
P.O. Box 10076 
Beaumont, TX  77710 
 
NOTE: CASE HISTORY FORMS FOLLOW.  
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CASE HISTORY: ADULT 
SPEECH AND LANGUAGE DISORDERS 

 
General Information: 
 
Name: __________________________________________________________Date Of Birth: _________________ 
 
Employer:_____________________________________Occupation:______________________________________  
 
Daytime Phone:_______________________Spouse:___________________________________________________ 
 
Referred By: ______________________________________Family Physician: _____________________________ 
 
Who lives in the home? __________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
What languages do you speak?____________________________________________________________________  
 
If more than one, which one is your primary language? _________________________________________________  
 
Describe your speech-language problem.____________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
                      
_____________________________________________________________________________________________ 
 
What do you think may have caused the problem?_____________________________________________________ 
 
_____________________________________________________________________________________________ 
 
When was the problem first noticed? _________________________By whom? _____________________________ 
 
Has the problem changed since it was first noticed? _________________________How?______________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Does the problem interfere with employment and/or social activities?___________ If yes, explain ______________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Have you seen any other speech-language specialists? ___________________________ When?________________ 
 
Who? __________________________________What was their conclusion or suggestions? ___________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
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Have you seen any other specialists (physicians, psychologists, audiologist, neurologist, etc.)? _________________ 
 
If yes, indicate the type of specialist ______________________________________When?____________________ 
 
What were specialist’s conclusions or suggestions?____________________________________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Are there any other speech, language, learning, or hearing problems in your family?__________________________ 
 
If yes, please describe.___________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Medical History: 
 
Provide the approximate age you suffered the following illnesses and/or conditions: 
 
_____Otosclerosis _____Allergies  _____Visual Problems _____ Convulsions  _____ Diabetes 

_____ Noise Exposure  _____Asthma _____ High Fever _____Seizures  _____Colds 

_____Hearing Loss _____Sinusitis _____Headaches  _____Brain Tumor _____ ADHD 

_____ Hearing Aid _____Tonsillitis _____Mumps  _____German Measles _____CMV 

_____ Ear Infection _____Tinnitus _____Pneumonia  _____ Hoarseness _____Paralysis 

_____ Draining Ear _____Dizziness _____Encephalitis  _____ Tonsillectomy _____ TB 

_____ Head Injury  _____Stroke  _____ Meningitis  _____Laryngectomy _____HIV 

_____Heart Problems _____Respiratory Problems   _____Adenoidectomy  _____Hepatitis 

_____High Blood Pressure_____Cleft lip/palate Other_____________________________________________ 

 
Do you have any eating or swallowing difficulties?____________________________________________________ 
 
If yes describe. ________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
List all  medications you are taking and for what ailment._______________________________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Have there been any negative reactions to medications? ______________If yes, identify:______________________ 
 
_____________________________________________________________________________________________ 
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Describe any major surgeries, major accidents, or hospitalizations.  Include dates, physician’s name and location. 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Provide any additional information that might be helpful in the evaluation or remediation process.  
 
_____________________________________________________________________________________________  
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
  
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
 
Person completing form:____________________________________ Relationship to patient: __________________   
 
 
Signature:___________________________________________________Date:______________________________  
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CASE HISTORY:  CHILD 
SPEECH-LANGUAGE PATHOLOGY 

 
General Information: 
 
Patient’s Name: ____________________________________________________Date Of Birth: _______________________ 
 
Guardian: ______________________________________Relationship:____________Occupation:_____________________  
 
Daytime Phone: ______________________ E-Mail: __________________________________________________________ 
 
Guardian: ______________________________________Relationship:____________Occupation:_____________________  
 
Daytime Phone: ______________________ E-Mail: __________________________________________________________ 
 
Referred By: _________________________________________________________________________________________ 
 
Pediatrician: ______________________________________________________Phone: ______________________________ 
 
Person completing form: ______________________________________________Relationship:_______________________  
 
Signed: __________________________________________________________ Date:_______________________________  
 
Does the child live with both parents? _________ If no, who does the child live with? _______________________________ 
 
____________________________________________________________________________________________________ 
 
Brothers and Sisters (include names and ages): ______________________________________________________________    
 
____________________________________________________________________________________________________ 
 
Additional people who live in the home: ___________________________________________________________________   
 
What languages does the child speak?______________________________________________________________________ 
  
What languages are spoken in the home?____________________________________________________________________ 
 
With whom does the child spend most of his/her time? ________________________________________________________ 
 
____________________________________________________________________________________________________             
 
We try to provide positive reinforcement during the evaluation in the form of favorite snacks and/or beverages.  If this is 
permissible please provide the following information: 
 
FAVORITE SNACK:________________________________________ BEVERAGE: ______________________________ 
 
ALLERGIES TO ANY FOODS: _________________________________________________________________________ 
 
PLEASE BRING FAVORITE TOY OR ANYTHING THAT WOULD MAKE HIM/HER FEEL MORE COMFORTABLE 
AND SEPARATE MORE EASILY FROM PARENT/GUARDIAN.                                                                               
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What activities, hobbies, or games does the child enjoy? ________________________________________________  
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Describe the child’s speech-language problem. _______________________________________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
How does the child usually communicate (gestures, single words, short phrases, sentences)? 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
How does the child interact with others (e.g. shy, aggressive, uncooperative, etc.)?___________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
When was the problem first noticed? _________________By whom?_____________________________________ 
 
What do you think may have caused the problem? _____________________________________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Has the problem changed since it was first noticed? ___________________________________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Is the child aware of the problem? _____________ If yes, how does he/she feel about it?______________________ 
 
_____________________________________________________________________________________________ 
 
Have any other speech-language specialists seen the child? _________ Who? _______________________________ 
 
When?________________ What was their conclusion or suggestions? ____________________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
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Have any other specialists (physicians, psychologists, audiologist, neurologist, special education teachers, etc.) seen  
 
the child? _____________________________________________________________________________________ 
 
 
 
When was the child was seen?_________________, The specialist’s conclusions or suggestions:________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Are there any other speech, language, or hearing problems in your family?______________ If yes, please describe:  
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Medical History: 
 
Mother’s general health during pregnancy (illnesses, accidents, medications, etc.):___________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Circle type of delivery:      Head First            Breech         Caesarian 
 
Were there any unusual conditions that may have affected the pregnancy or birth? (e.g., RH incompatibility,  
 
jaundice, anoxia, length of pregnancy or labor, birth weight, etc.)_________________________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Provide the approximate age the child suffered the following illnesses and/or conditions: 
 
_____ Allergies _____Asthma _____Chicken Pox _____Colds _____Convulsions  
 
_____ Croup _____Dizziness _____ Draining Ear _____ ADHD  _____Ear Infection 
 
_____ CMV  _____Herpes  _____German Measles _____HIV  _____ Headaches 
 
_____ Measles  _____Seizures  _____Visual Problems _____ Mumps  _____ Hearing Problems  
 
_____ Influenza  _____ Sinusitis  _____Hepatitis A or B  _____ Meningitis _____Encephalitis  
 
_____Tinnitus  _____High Fever _____Mastoiditis  _____Tonsillitis   _____Heart Problems 
 
_____TB _____Paralysis  _____Cleft lip or palate _____Pneumonia _____ Respiratory Problems  
 
Other_________________________________________________________________________________________ 
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Has the child had any surgeries?_______ If yes, what type, when and by whom (e.g., tonsillectomy, adenoidectomy,  
 
etc.)? ________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Describe any major accidents or hospitalizations. _____________________________________________________ 
 
_____________________________________________________________________________________________ 
 
 
What is the child’s current health status?_____________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Is the child taking any medications?__________If yes, identify:__________________________________________ 
 
_________________________________________What for?____________________________________________ 
 
Have there been any negative reactions to medications?_________________________________________________ 
 
If yes, identify._________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Developmental History: 
 
Provide the approximate age at which the child began to do the following activities: 
 
______Crawl  ______ Sit Unassisted  ______ Stand  ______Walk  ______Feed Self  
______ Dress Self ______Use toilet  
Use single words (e.g. no, mom, daddy, doggie, etc.):_________________________________ 
Combine words (e.g. me go, daddy shoe, etc.): ______________________________________ 
Name simple objects (e.g. dog, car, tree, etc.):_______________________________________ 
Use simple questions (e.g. Where’s doggie? etc.):____________________________________ 
Engage in a conversation:_______________________________________________________ 
 
Does the child have difficulty walking, running, or participating in other activities which require small or large  
 
muscle coordination? ___________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Are there or have there ever been any feeding problems (e.g., problems with sucking, swallowing, drooling,  
 
chewing, etc.)? ________________If yes, describe. ___________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Describe the child’s response to sound (e.g., responds to all sounds, responds to loud sounds only, inconsistently  
 
responds to sounds, etc.)._________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
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Educational History: 
 
School/District:__________________________________________________________Grade:_________________ 
 
Teacher(s):____________________________________________________________________________________ 
 
How is the child doing academically (or pre-academically)?  Please check one. 
 
Excellent _________     Average_________     Below Average_________ 
 
 
Does the child receive special services? _____________If yes, describe.  
 
_____________________________________________________________________________________________ 
 
If enrolled for special education services, has an Individualized Educational Plan (IEP) been developed? _________ 
 
If yes, describe the most important goals. ____________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Provide any additional information that might be helpful in the evaluation or remediation of the child’s problem.  
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
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ADULT CASE HISTORY 
CEREBRAL IMPAIRMENT 

  
General Information: 
 
Name: ___________________________________________________Date Of Birth: ________________________ 
 
Name of Spouse:_________________________________________Daytime Phone:_________________________ 
 
Employer:________________________________________Occupation:___________________________________ 
 
Referred By: _______________________________Family Physician: ____________________________________ 
 
Person completing form:__________________________________Relationship:_____________________________ 
 
Signature:______________________________________________________________Date:___________________ 
 
Who lives in the home? __________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Names and ages of children:______________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Hobbies:______________________________________________________________________________________ 
 
Social and/or civic groups to which you belong:_______________________________________________________ 
 
Other information you would like us to know:________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
What do you hope to gain from the present evaluation?_________________________________________________ 
 
_____________________________________________________________________________________________ 
 
What do you hope to gain from treatment?___________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Communication 
 
What languages do you speak?____________________________________________________________________  
 
If more than one, which one is your primary language? _________________________________________________  
 
Any speech or hearing problems in the family (explain)?________________________________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
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Do you know of any concern regarding early speech and language development?(Describe)____________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
      
Have you ever had difficulty understanding or expressing yourself?(Describe)_______________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
What are your communication needs in social settings?_________________________________________________ 
 
_____________________________________________________________________________________________ 
 
What difficulty do you have meeting your communication needs?_________________________________________ 
 
_____________________________________________________________________________________________ 
 
How does your communication difficulty affect the types of jobs you have held?_____________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Describe your current job setting and your communication needs:_________________________________________ 
 
_____________________________________________________________________________________________ 
 
Previous speech/ language assessment: Where?_______________________________________________________ 
 
By whom?_____________________________________Diagnosis:_______________________________________ 
 
What did you understand about the nature of the problem from that evaluation?______________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Medical History Related to the Problem 
 
Date of Injury_______________ Cause of Injury (accident, stroke, disease)_________________________________ 
 
_____________________________________________________________________________________________ 
 
Length of unconsciousness (if any)_________________________________________________________________ 
 
Any complaints of:  Dizziness   Y    N Faintness   Y    N  Headaches   Y    N           ? 
 
Please describe any other medical background related to the problem:___________________________________
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Please attach or have copies sent of any relevant reports from other agencies. 
 
Describe speech and/or language at the onset of the problem?____________________________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
How has it changed?____________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Since the injury, describe any changes in mood, personality, ability to care for self, etc.:_______________________ 
 
____________________________________________________________________________________________ 
 
Check the following according to the client’s present abilities: 
 
___ Indicate meaning by gesture ___ Say short sentences   ___ Tell time 
 
___ Repeat words spoken by others ___Follow requested & understand directions ___ Write name without 

assistance 
 
___ Use some words spontaneously  ___ Read signs with understanding  ___ Do simple arithmetic 
 
___ Say short phrases  ___ Read newspapers, magazines  ___ Handle money, make change  
 
___ Use one or fewer words over ___ Follow radio or television speech  ___ Write sentences, 

letters 
       and over 
 
Medical History 
 
Do you have any eating or swallowing difficulties? (Describe)___________________________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Please mark any of the following: 
 
_____Otosclerosis _____Allergies  _____Visual Problems _____ Convulsions  _____ Diabetes 

_____ Noise Exposure  _____Asthma _____ High Fever _____Seizures  _____Colds 

_____Hearing Loss _____Sinusitis _____Headaches  _____Brain Tumor _____ ADHD 

_____ Hearing Aid _____Tonsillitis _____Mumps  _____German Measles _____CMV 

_____ Ear Infection _____Tinnitus _____Pneumonia  _____ Hoarseness _____Paralysis 

_____ Draining Ear _____Dizziness _____Encephalitis  _____ Tonsillectomy _____ TB 

_____ Head Injury  _____Stroke  _____ Meningitis  _____Laryngectomy _____HIV 
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_____Heart Problems _____Respiratory Problems   _____Adenoidectomy  _____Hepatitis 

_____High Blood Pressure_____Cleft lip/palate  

Other:________________________________________Current general health:______________________________ 

Any other serious or recurrent illnesses?_____________________________________________________________ 
 
Any operations?________________________________________________________________________________ 
 
Any accidents?_________________________________________________________________________________ 
 
Dental problems?________________________________Treatment?______________________________________ 
 
Left handed          Or           Right handed        ?  
 
Any medications? ______________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Other medical problems:_________________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
Educational History 
 
Schools attended:_______________________________________________________________________________ 
 
Diplomas or Degrees:____________________________________________________________________________ 
 
Were you satisfied with your academic performance? (If not, why not?)____________________________________ 
 
_____________________________________________________________________________________________ 
 
How did your communication difficulty affect performances in school?____________________________________ 
 
_____________________________________________________________________________________________ 
 
 
Provide any additional information that might be helpful in the evaluation or remediation process:_______________ 
 
_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________     

 
 
 
 
 


