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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 FLUENCY

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 if applicable:_______________________Spouse’s phone #:___________________

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





Associate Degree
BA/BS

Masters
Post Graduate

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:

1. What language is spoken in the home?

2. Have you seen any other speech-language specialists?  If yes, who and when?  What were their conclusions or suggestions?

3. 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?
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Adult Fluency

Fluency

1. At what age do you first remember stuttering?

2. Are you aware of specific circumstances surrounding the onset of your stuttering?  If so, please describe.

3. Is there a history of stuttering in your family?  If so, what relation?

4. Please describe your present stuttering pattern.  How has this pattern changed over time?

5. Please place an “X” by any of the following that occur when you stutter:

___repeating part of a word



___repeating a whole word

___prolonging sounds




___pausing in the middle of words

___unable to complete a word


___holding your breath

___gasping





___inhaling irregularly

___speaking on exhausted breath


___trouble starting words

___pressing lips together tightly


___closing your eyes

___substituting words

___other (please describe):

6. Which of the following best describes how you cope with your stuttering on a daily basis?

___avoidance of situations.  If so, please describe:

___avoidance of using the telephone.  If so, please describe:

___use of verbal interjections (um, uh) or filler words (well, so, like).  If so, please describe:

___use of body movements to get through difficult speaking situations.  If so, please describe:

___choosing to remain silent rather than speak.  If so, please describe:

7. Is your speech the same in all situations?  When is it best?  When is it worst?

8. Where do you experience tension (tightness) associated with your stuttering?

___lips

___tongue

___jaw

___neck

___shoulders

___chest
___stomach

___I do not feel any tension when I stutter

9. Overall, how has stuttering affected your life?
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Adult Fluency

Medical History

1. Please list any major medical conditions, surgeries, or illness.
2. Do you currently or have you in the past had any eating or swallowing difficulties?  If yes, please describe.

3. List all medications/dosages you are taking.

4. Provide any additional information that might be helpful in your 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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