
 

 

Speech-Language Pathology Adult Services 
Case History Form 

 

Basic Information 
 

Name:______________________________________________________ Birth Date: _________________________________ 

Pronouns:  She/Her     He/Him   They/Them or specify here: _______________________________________________ 

Occupation: ______________________________________________ Family doctor: _________________________________ 

Address: ______________________________________________________________________________________________ 

Home phone: __________________________ Cell phone: __________________________ Other: ______________________ 

May we contact you by email?  Yes      No     Email address: __________________________________________________ 

Alternate Contact Name: __________________________________________ Number: _______________________________ 

Alternate Contact Relationship:      Spouse       Partner       Parent       Child       Caregiver       Other 
 

Communication Information 
 

Description of difficulty:   __________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

When was the difficulty first noted? 

_______________________________________________________________________________________________________ 

What changes, if any, have occurred since your difficulty was first noted? 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

How do you usually communicate:  

 Speak in single words      Speak in sentences      Write      Other:   ___________________________________________ 

Do you require assistance to communicate with others?  Yes      No 

If yes, please explain: 

_______________________________________________________________________________________________________ 

What are the most challenging communication situations for you?  

_______________________________________________________________________________________________________ 

______________________________________________________________________________________________ 

Can you be understood by:     Familiar listeners:      Yes      No                Unfamiliar listeners:      Yes      No 

Do you have any difficulties hearing?      Yes      No 

If yes, please explain: 

_______________________________________________________________________________________________________ 

Have you received any previous speech therapy:      Yes      No 

If yes:     When and where: 

_______________________________________________________________________________________________________ 

S-LP: ___________________________________________________________ Was a report provided to you?      Yes      No 



 

 

Medical and Health Information 
 

Do you have any medical or health concerns that have an impact on your communication? 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

Are you taking any medications?  Yes      No 

If yes, please list: 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

 

Additional Information 
 

How do you feel your communication difficulty affects your daily life? 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

 

Please rate the following statements by circling the number that applies to you: 

1. When I think about my communication, I feel… 
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

1 

Not at all concerned 

2 

Mildly concerned 

3 

Moderately concerned 

4 

Very concerned 

2. Because of my communication difficulty, my life is… 
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

1 

Not at all affected 

2 

Mildly affected 

3 

Moderately affected 

4 

Severely affected 

3. My level of motivation to participate in sessions and practice exercises at home is:  
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

1 

Not at all motivated 

2 

Slightly motivated 

3 

Moderately motivated 

4 

Very motivated 

 

Please list your interests and activities: 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

We would like to support you the best we can. Please share what you would like to achieve from the S-LP program? 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

 
Form completed by: _____________________________________________   Date: ____________________________________ 
 
Please return your completed case history form by mail, fax, or email to: 
  
 Health PEI Speech-Language Pathology Services                        | Phone : (902) 368-4437 
 161 St. Peters Road                                                            
 Sherwood Business Center, 2nd Floor                                                 | Fax: (902) 620-3195                                                
 PO Box 2000 
 Charlottetown, PE C1A 7N8       @ | Email: speechandhearing@ihis.org    
         

For forms used to collect personal health information (i.e. information related to the health of the individual, care or treatment provided, family medical history, etc): Personal health information on this 
form is collected by Health PEI for the purposes of your care and for other purposes permitted by the Health Information Act, including the planning and management of health services. Your information 
will be collected, used and disclosed only as permitted by law. For more information, visit www.healthpei.ca/yourprivacy or contact 1 844 344 8255. 
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