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Speech, Physical, Occupational Therapy
Adult Case History
Name of person completing this form: ______________________Relationship to Client: ___________

Family History
Spouse Name: _______________________________________________________________________
Child(ren)’s Name(s):
 ____________________________________ ____ _ Age: _____________
___________________________________________Age: _____________
___________________________________________Age: _____________
___________________________________________Age: _____________

Referring Physician: _________________________________ Family Physician: ___________________
Primary Language: _________								________________
Reason for referral: ___________________________________________________________________
What information do you hope to obtain from this evaluation? ______________________________________________________________________________________________________________________________________________________________________

Medical History
Date of onset of diagnosis: _____________________________________________________________

Hospitalization
Dates:				Hospital(s):				Reason(s):
_____________________	__________________________	_________________________________
_____________________	__________________________	_________________________________
_____________________	__________________________	_________________________________
_____________________	__________________________	_________________________________

Test(s) completed: (Please circle those that apply.)
MRI		CT Scan		Chest X-Ray		Other: _________________________________

Do you have any difficulty eating or drinking? ______________________________________________


Previous Medical History: (Circle all that apply)
Headaches	Dizziness	Encephalitis		Hearing Loss		Pneumonia		Seizures 
PEG Tube	Diabetes	Hypertension		Respiratory/Lung Issues	Cardiac Issues
CVA(Stroke) (Date: ________) 	Head Injury (Date: _______) AIDS/HIV	Arthritis
Cancer    Hemophilia 	Anemia	Asthma	Chemical Dependency	Urinary Infection	
High/Low Blood Pressure	Multiple Sclerosis	Angina (chest pain)	Blood Clots	Liver Problems
Circulation Problems	Eye Infection		Joint/Bone Infection		Depression
Musculoskeletal Problems	Tuberculosis		Arteriosclerosis		Bone Infection	
Other: ________________________________________________________________________

Do you have problems with hearing or vision? _______________________
Do you wear glasses? YES or NO		Hearing Aid(s)? YES or NO

Have you ever been referred to any of the following specialists? (Circle those that apply)
Audiologist		Otolaryngologist (ENT)	Gastroenterologist	Neurologist	Speech Therapist
Psychologist		Psychiatrist			Occupational Therapist		Physical Therapist	
If yes, please state the reason and results: _________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________

Do you smoke? ___________Have you ever smoked? _____________ How often? _________________
Exercise Frequency: ________________________Exercise Types: ______________________________
Are you pregnant? ________________________ Do you have a pacemaker? YES or NO
Allergies: ___________________________________________________________________________
What medications are you currently using/taking? __________________________________________
[bookmark: _Hlk90367693]___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________

What is your major complaint? __________________________________________________________
Start Date: _______________________ Possible Cause: ______________________________________
Symptoms: __________________________________________________________________________
Previous treatment for complaint: _______________________________________________________
Symptom Aggravating Factors: __________________________________________________________
Symptom Relieving Factors: ____________________________________________________________
Time of Day Symptoms are best: _______________Time they are Worst: ________________________
Current Duration of Pain: (check one) _____Intermittent ______Constant _____With certain motions
Current Level of Pain: (check one) ______Mild ______Moderate _______Severe _______Excruciating
Is your pain getting better or worse? _________________Have you had this injury before? __________


Mark Areas of Discomfort
	    Front			    		                             		     Back

							










Educational History
Highest grade completed: ___________________
Degree(s): __________________________________________________________________________
Have you ever had difficulty with the following areas prior to your illness or accident? (Circle all that apply) 		Understanding	Reading	Speaking	Writing	Math		
Attention		Memory	Problem Solving


Work History
Currently Employed? YES or NO		Date of Retirement: _________________________________
Occupation:_________________________________________________________________________
Place of Employment:_________________________________________________________________
Job Duties: __________________________________________________________________________
Are you currently driving? YES or NO
What are your household responsibilities? (Circle all that apply)
Computer Tasks	Balancing Checkbook	Grocery Shopping	Cooking	Cleaning	
Child Care	Yard Work	Household Repairs	Laundry	Driving	Other: ________________
Have you had to stop doing any of your previous activities? YES or NO
If yes, what, and why? _________________________________________________________________
Please list any specific hobbies, interests, or social activities: _________________________________
___________________________________________________________________________________

Speech Therapy ONLY
Please describe the speech/language or swallowing difficulties: _______________________________
___________________________________________________________________________________

Has the speech/language or swallowing problem changed since first diagnosed? YES or NO
If yes, please explain: __________________________________________________________________
___________________________________________________________________________________

Please explain any other information you would like us to know: ______________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________	    
															


Signature:  								Date
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