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ADULT CASE HISTORY FORM  Date______________ 

Speech-Language Pathology
  

 
Patient’s Name__________________________ Date of Birth____________ Male___ Female___ 
Address________________________________________________________________________ 
   Street   City   State  Zip 
 
Telephones: Home________________ Cell________________ Work__________________ 
Email_______________________________________Occupation_____________________________ 
Highest Grade Completed_______ Marital Status______________ Spouse’s Name_______________ 
 
Persons living in the Home: 
Name      Age Sex Grade   Employer 
        Completed 
___________________________________________________________________________________



3. Does anyone in your family have the same or other communication problem? ________ If yes, 
describe_____________________________________________________________________ 

4. What previous testing and/or treatment have you had for this problem? 
___________________________________________________________________________ 

5. How often/under what circumstances are you required to talk? 
____________________________________________________________________________ 

6. Do you wear hearing aids? _______ Dentures? ________ Eyeglasses? __________ 
 

Employment experience (begin with present employment): 
Employer  Title/Job Description 

 
______________________________________________        ___________________________________________        
 
_________________________________________     ______________________________________ 
 
_________________________________________     ______________________________________ 

Check any illness or conditions that apply to you: 
  High blood pressure    Drug abuse 
   High
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