SYNTACTICS

Speech & Language Pathoiogy Services

History Questionnaire

Patient Name:

Last, First

Reason for Visit/Primary Concerns:

Date of Birth:

MM/DD/YYYY

Medical Conditions:

Past Medical Procedures & Dates:

Medications:

Have you received speech pathology services before: Yes

If yes, please list dates, provider & nature of services




For pediatric patients only

Was the child born at full term? Yes
Please list dates of the following developmental milestones

SYNTACTICS

Speech & Language Pathoiogy Services

No

History Questionnaire

If no, indicate term

Behavior Months Behavior Months
Displays social smile Eruption of 1st tooth
Makes cooing sounds Understands "NO" and will
stop activity in response
Able to sit alone Walks without support
Recognizes phrases in games S
(Peek-a-boo) Masters walking
Recognizes words from routines Uiisdz}r)sg nG d\g/(;ir%spiaend
(Waves to “bye-bye”) p————
Babbling single and/or dublicate Able to run, pivot, and walk
syliables (“Ba” or “bababa” backwards
Babbling with mixed syllables
(*baga” bagabu’) Uses spoon to feed self
Babbling with sentence-like Can name pictures of
intonation (sounds like child is common objects and point
speaking in sentences) to body paris
Produces singie words Able to Waé’;a?rg and down
Makes eye contact during
SGmmeato Able to feed self
Feeding/Swallowing Patients Only
Please indicate behaviors that are at issue
O Suckling (Early suck) O Reflux O Choking
O Sucking (Late sucking) [0 Tongue Movements O Coughing
O Biting [ Swallowing [0 Wet or Hoarse vocal
O Chewing O Vomiting quality
O Drooling O Insufficient weight gain [0 Residue of food in
mouth

Has the child received a Modified Barium Swallow Study (Videofluoroscopy)? Yes No

Date:




