Little Steps 1, Inc.
Speech and Language Clinic
6370 Woodhaven Blvd
Rego Park, NY 11374
(929)335-7707 ph.
(929)335-7709 fax
Parental Questionnaire
Please take your time and answer every question 

Child’s name:  ______________________                 D.O.B: _______________________________
Place of Birth: ____________________           Name of Hospital: __________________________
Name of Current Pediatrician: _____________________________________________________
Address: ______________________________________________________________________
                _______________________________________________________________________
Phone Number: ________________________________________________________________
How did you hear about us? _______________________________________________________
[bookmark: _GoBack]Does your child attend preschool, kindergarten or school at this time?      Yes _____ No ______
What is your main concern about your child’s speech development?
____________________________________________________________________________________________________________________________________________________________

When did you first become concerned with a speech problem you had noticed?
____________________________________________________________________________________________________________________________________________________________

How does the speech problem affect your child at this time?
____________________________________________________________________________________________________________________________________________________________

Did your child receive Speech-Language services in the past?   Yes _____     No _______
If “yes” please provide us with the following:
Where? _______________________________________________________________________
How many sessions? ________________
Were you satisfied with any outcome? ______________________________________________








Was your child ever evaluated by any other specialist?
· Neurologist
· Audiologist 
· Psychiatrist
· Developmental pediatrician
· Special educator
· Physical therapist
· Occupational therapist
· Other ________________________

Name of the facility _______________________________ When? ________________________
Address of the facility ____________________________________________________________
			____________________________________________________________
Phone Number _________________________________________________________________
Name of the Specialist: ___________________________________________________________
What were the findings of the evaluation?
______________________________________________________________________________

What kind of therapy was prescribed? ______________________________________________
How long? ______________________ How often? ____________________________________
Does your child receive any therapy at this time? ______________________________________
Address and Phone Number of the facility
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Has your child ever been diagnosed with a disability? __________________________________
What are the diagnoses? _________________________________________________________
Was there any medication prescribed to cure the diagnosis?  Yes_____    No ______
Name: ____________________ Dosage: _____________________________
How long? _________________     How often? ___________________________
Does your child receive this medication at present?  Yes ________   No _________









Pre-Natal Medical and Birth History

How many weeks was your pregnancy?  _________________
Were there any complications?  Yes _______   No _________
If yes please describe what time? (Please be very specific about the onset of problems and their treatment) ____________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Birth History:

What kind of delivery was it? _____________________________________________________

What was the Apgar score? ___________

Please describe health complications, if any occurring after birth:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medical History:
Provide the approximate age at which your child suffered from the following illnesses and/ or conditions:

Allergies ___________________ Asthma _________________ Chicken Pox _________________
Colds _____________________ Convulsions: _____________ Croup _____________________
Dizziness __________________ Draining Ear ______________ Ear Infections _______________
Encephalitis ________________ German measles __________ Headaches _________________
High Fever _________________ Influenza ________________ Mastoiditis _________________
Measles ___________________ Meningitis _______________ Mumps ____________________
Pneumonia ________________ Seizures _________________ Sinusitis ____________________
Tinnitus ___________________ Tonsillitis ________________ Other ______________________

Was your child ever hospitalized? ________ Why? ____________________________________
Please state the name of the hospital _______________________________________________
How long was your child hospitalized? ______________________________________________
Was the problem treated later? ____________________________________________________
Did your child ever suffer from ear infections? __________ How many per year? ____________
How were they treated? _________________________________________________________
Has your child’s hearing been tested? __________________ When? ______________________
Please name the facility __________________________________________________________
Name of the audiologist __________________________________________________________
Address and Phone Number of the facility:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Did your child ever have any surgeries? (i.e., tonsillectomy, adenoidectomy, cleft repair, myringotomy tube insertion). If yes: 
When? ________________________________________________________________________
Specialist’s Name: _______________________________________________________________


Developmental Milestones: 

When did your child look at you intently? ____________________________________________
When did your child start cooing? __________________________________________________
When did your child start babbling? ________________________________________________
When did he/she hold a rattle? ____________________________________________________
When did he/she mouth a rattle or another toy? ______________________________________
When did he/she sit independently? ________________________________________________
Does your child follow 1-step directions without you cueing him/her? _____________________
Does your child follow 2-step directions without you cueing him/her? _____________________
When did he/she begin to crawl? __________________________________________________
When did he/she being to walk with help? ______________ Independently? _______________


Feeding/ Vegetative Functions: 
What food consistency does your child eat? Solid _____ Mashed ____ Liquid _________
When did he/she start to hold a bottle with both hands? _______________________________
Can your child feed self with spoon, independently? ___________________________________
What other utensils does your child use? ____________________________________________
When did he/she stop using a bottle? _______________________________________________
When did he/she start to use a spoon? ______________________________________________
Does your child gag on any type of foods? ___________________________________________
Does your child eat fruits and vegetables? ___________________________________________
Does your child choke on food? ____________________________________________________
If yes, please describe type of foods your child rejects: _________________________________
______________________________________________________________________________
Speech Development

How does your child communicate (gestures, single words, short phrases, sentences)?
____________________________________________________________________________________________________________________________________________________________

How many words does your child understand? _______________________________________
Does your child follow directions? _________________________________________________
How many words does your child understand? _______________________________________
Does your child follow directions? _________________________________________________
Does your child follow multiple step directions? ______________________________________
Does your child learn new words every week? ________________________________________
Does your child express him or herself verbally using at least to three-word sentences? ______________________________________________________________________________
Does your child sound clear or does he or she mis produce many sounds? __________________
______________________________________________________________________________
Was your child ever diagnosed with apraxia and/or any other neurologist disorder connected to speech development? ___________________________________________________________
Is your child asking questions? ____________________________________________________
Does your child engage in a conversation? ___________________________________________
Describe your child’s speech problem affect his/her academic performance? _______________

What outcomes of speech therapy are you looking for (please describe below)?
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Office use only:
Child needs an assessment:  Yes ____ No ____
The name of assessment conducted:   PLS-4 ___ REEL-3 ____ GFTA ____ Westby developmental play scale _____
                                                                     Oral motor assessment ___ MLU calculations ____ Apraxia Evaluation ____
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