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Speech-Language-Hearing Center

Campus Box 1147

Edwardsville, IL  62026

618.650.5623

Fax: 618.650.3307

CLIENT INFORMATION FORM

ADULT COMMUNICATION

Date:____________________

Name:___________________________Sex:___Date of Birth:__________________Age:________

Race: (circle one)
Caucasian
African-American
Hispanic
Native American




Asian

Other

Address:_________________________________________________________________________

                     (street)                                                              (city/state)                              (zip)

Home Phone:________________________________Cell Phone:____________________________

Work phone:________________________Email Address:_________________________________

Marital Status: (circle one)     Married       Divorced          Widowed          Single

Spouse’s Name:______________________________

Spouse’s Phone:______________________________Spouse’s Email:________________________

Education: (circle one)         less than high school   High School    GED    Some College  

                                             Associate Degree      BA/BS          Master’s 

Employment:_____________________________________________________________________

                       (name)                                                                       (address)

Phone:_____________________________________

Are you Medicare eligible or do you receive Medicare benefits?____yes  ____no

Referred by:______________________Physician:__________________Phone:________________

Person filling out form:_____________________________________________________________

                                        (name)                                  (relationship)                            (phone #)

Please answer the following questions as completely as possible:

COMMUNICATION:

1. What language is spoken in the home?
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Adult Communication

2. Please describe your speech-language problem.
3. What do you think may have caused the problem?

4. Has the problem changed since it was first noticed?  If yes, please explain.

5. Have you seen any other speech-language specialists?  If yes, who and when?

What were their conclusions or suggestions?

6. Have you seen any other specialists (physicians, psychologists, neurologists, etc.)?

If yes, indicate the type of specialist, when you were seen, and the specialist’s conclusions or suggestions.

MEDICAL HISTORY:

1. Please list any major medical conditions, surgeries, illnesses, and/or accidents that you have or have had.  If you have had a stroke or accident that caused a TBI, please be specific.
2. Do you currently or have you in the past had any eating or swallowing difficulties?  If yes, please describe.

3. List all medications and dosages you are taking.

4. Provide any additional information that might be helpful in the evaluation.

SOCIAL/WORK ENVIRONMENT:

1. How does the problem affect either your academic or job situations?

2. How does the problem affect your social relationships?

3. What do you think causes your problem?

4. What have you done about the problem?
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