Little Steps 1, Inc.
Outpatient Rehabilitation Center
6370 Woodhaven Blvd 
                                                                              Rego Park Ny 11374
929-335-7707 Ph.
929-335-7709 Fax


Patient’s Questionnaire

Patient’s Name ___________________________ Date of Birth: __________________________
Date of Evaluation: _______________________ Diagnosis: ______________________________
Name of a Family Doctor __________________________ Phone # ________________________
Name of Referring Physician: ______________________________________________________
Address: ______________________________________________________________________
Telephone Number: _____________________________________________________________
Reason for Referral: _____________________________________________________________
Languages you speak: ____________________________________________________________

How did you hear about us? ______________________________________________________

(Please take your time and answer all the questions in this questionnaire)

1. Why are you here today? ___________________________________________________
2. When did you first acquire psychical problem? ________________________________
3. How does this problem affect your everyday life? (Please be specific)
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
4. Have you ever received psychical therapy before?    Yes                No 
Please provide the address of the clinic: _______________________________________
________________________________________________________________________
	Phone # _________________________ Contact person __________________________
5. Do you receive any kind of therapy at this time? (please circle)
Speech Therapy
Occupational Therapy
Physical Therapy

	How many times a week? ______________ How long? ___________________________
	

Please provide the name and address of the facility:
________________________________________________________________________________________________________________________________________________
Phone # _____________________________
6. Were your ever tested by an audiologist? Yes ______   No ______
7. Were you ever prescribed hearing aids?   Yes _____      No ______
If “yes” please state the maker of the hearing aids you are wearing 
________________________________________________________________________

What are the parameters of your hearing aid? __________________________________

Medical History

1. Were you ever diagnosed with:

· [bookmark: _Hlk29193403]Asthma
· Diabetes
· Acquires brain injury
· High blood pressure
· Heart disease					What Kind? __________________________
· Cancer
· Hearing loss
· Aphasia						What Kind? __________________________
· Dysarthria
· Aphonia
· Dyslexia
· Dementia
· Alzheimer’s
· Cluttering/Stuttering
· Tongue thrust
· Vocal fold dysfunction				Specify _____________________________
· Other Neurological Disorders 			Specify______________________________

2. Were there any surgeries in the past?   Yes ______   No _____
If “yes” please describe the type of surgery and the date: ____________________________
______________________________________________________________________________________________________________________________________________________


Have you ever suffered from arthritis? Yes ____  No _____
Have you suffered any accidents? 
Please describe (Fall) or (Automobile)

__________________________________________________________________________


How were they treated? ______________________________________________________


Family Medical History 

Does anyone in your family suffers from 

· Asthma
· Diabetes
· Acquires brain injury
· High blood pressure
· Heart disease					What Kind? __________________________
· Cancer
· Hearing loss
· Aphasia						What Kind? __________________________
· Dysarthria
· Aphonia
· Dyslexia
· Dementia
· Alzheimer’s
· Cluttering/Stuttering
· Tongue thrust
· Vocal fold dysfunction				Specify _____________________________
· Other Neurological Disorders 			Specify______________________________



Social History

1. Do you live by yourself?  Yes ___ No ____
2. Do you need someone’s help on every day basis? Yes ___ No ___
3. Do you have problems taking care of yourself? Yes ____ No ____
If “yes” please describe
______________________________________________________________________________________________________________________________________________________

4. Do you avoid social interactions so your speech problem is not obvious? Yes ___ No ___
5. How long have you done it for? ______________________________________________
6. Do you have difficulties doing light housekeeping? Yes ____ No ____
7. Do you have more difficulties with Right or Left side? (please circle)
Please explain why do you prefer sides: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



Outcomes

What outcomes of therapy are you hoping to achieve? 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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