INDIANA UNIVERSITY HEARING CLINIC
Health Sciences Building 
2631 E. Discovery Parkway
Bloomington, IN 47408
(812) 855-7439

Child Case History: 12 months to 5 years					Today’s Date: _______________
Child’s Name: ______________________________________________________________________ Age: _______ DOB: ____-____-____
Sex assigned at birth: □ M  □ F	Gender Identity: _________________ 
Address: ____________________________________________________________________ Apt#: _________	
City: _______________________________________________________ State: ______ Zip: ________________
Person completing form: ______________________________ Relationship to child: ___________________
Parent/Guardian:					Parent/Guardian:
[bookmark: _Hlk106090908]Name: ___________________________________		Name: ____________________________________	
Address: _________________________________		Address: __________________________________
_________________________________________		___________________________________________	
Occupation: _____________________________		Occupation: ______________________________
Phone: (___)______________________________		Phone: (___)_______________________________
Email: ___________________________________		Email: ____________________________________

Referral Source 
Name: _________________________________________________________	Relationship to child: _______________________
Reason for referral: ________________________________________________________________________________________________

Languages other than English (including Sign Language) used at home: ________________________________________________
Are there any religious or cultural beliefs/practices that should be considered in the child’s care? □ Yes	□ No
Please explain: _____________________________________________________________________________
Are you concerned about you or your family’s level of anxiety and/or coping abilities?		□ Yes	□ No
Please explain: _____________________________________________________________________________

Adoption/Foster Information
Is the child in adoptive or foster care? □ Yes	□ No	Date of adoption/foster care placement: _____________
Birth country of child: _______________________	Child’s placement prior to adoption: _________________________

Concerns and Expectations
What do you expect from this evaluation? __________________________________________________________________________
Do you have concerns regarding your child’s speech/language and/or hearing? If so, describe: ________________________
_________________________________________________________________________________________________________________
When was this concern first noticed? ______________________________________By whom? _____________________________
Pregnancy and Birth History
Biologic mother’s age when child was born: ________     Biologic father’s age when child was born: _______
Length of pregnancy in weeks: __________

Did the biologic mother experience any of these diagnoses/conditions during this pregnancy?
□ accident(s)		□ anemia		□ bleeding			□ cytomegalovirus (CMV)	
□ dehydration		□ diabetes		□ eclampsia/preeclampsia	□ high blood pressure	
□ Rh incompatibility	□ infection (list: _______________)		□ hospitalization (reason: ______________)
□ other: ______________________________________________________________________________________________________
List prescription/non-prescription drugs taken during this pregnancy: _____________________________________________
______________________________________________________________________________________________________________
Check all that apply to the birth of this child:
□ vaginal delivery	□ cesarean delivery	□ breech delivery		□ instrument-assisted delivery	
□ birth injuries present	□ infant required oxygen	□ infant required resuscitation	□ meconium ingestion/aspiration
□ infant jaundice (treatment: _______________)	□ NICU admission (length of stay: ________________)	
□ other: ______________________________________________________________________________________________________
Birth weight: _____lbs. _____oz.			1-minute Apgar______	5-minute Apgar ________
Did the child experience complications, hospitalizations, or treatments immediately following birth or during the first two weeks of life? If so, describe: _____________________________________________________________________________________
________________________________________________________________________________________________________________

Hearing History
Did the child pass the newborn hearing screening?	□ Yes	□ No	□ Unknown
Has the child ever had a hearing evaluation?	□ Yes	□ No	(if yes, please have a copy sent to IU Hearing Clinic)
Yes	No
□	□	Do you feel they hear well?
□	□	Do they hear the same from day to day?
□	□	Do they favor one ear? 	Which ear? □ Left □ Right
□	□	Have they ever had an ear infection?	Which ear? □ Left □ Right □ Both	   
First Occurrence: __________   Last Occurrence: __________    How Often: __________
□	□	Do they currently have or have they ever had draining ears (pus, blood, etc.)?
□	□	Do they ever complain of ear noises such as ringing, buzzing, pulsing, etc.?
		Which ear?  □ Left □ Right □ Both	First Occurrence: __________   How Often: __________
□	□	Have they ever been exposed to a loud noise or explosion? If yes, explain: ____________________________
□	□	Do they respond to loud sounds (door slam, loud traffic, airplane, loud music, etc.)? 
□	□	Do they wear amplification? 	□ Left □ Right □ Binaural	
Amplification Make/Model: ____________________ Date of fitting: ______________ Avg hours worn per day: ________________


Medical History
Pediatrician/Doctor: ______________________________________________________ Phone: (         ) ________________________
Address: ____________________________________________ City: __________________________ State: ______ Zip: __________
ENT Physician (if applicable): ___________________________________________________________________________________

Check all medical diagnoses/conditions/procedures the child presently has or has had:
□ adenoidectomy 	□ allergies		□ asthma		□ autism		□ chronic cough/cold	
□ cerebral palsy		□ cleft lip/palate 	□ CMV			□ dental problems	□ dizziness	
□ ear deformity		□ ear infections		□ ear tubes		□ excessive ear wax	□ epilepsy/seizures
□ feeding/swallowing problems			□ heart problems	□ head injury/TBI	□ HIV		
□ kidney problems	□ measles/mumps	□ meningitis		□ RSV			□ rubella	
□ reflux			□ speech problems	□ stroke		□ thyroid problems	□ tonsillectomy
□ tracheostomy		□ trisomy 21		□ vision problems	□ voice problems	□ other: __________
Medications the child is currently taking: __________________________________________________________________________	
List all other therapy providers, medical specialists, hospitals, clinics, or other agencies where the child has been evaluated or treated:
Provider		Date of service/ongoing	      Type of Evaluation		Results/Recommendations
1. __________________________________________________________________________________________________________

2. __________________________________________________________________________________________________________

3. __________________________________________________________________________________________________________

Communication History 
Check all means of communication the child currently uses:
□ hand/body gestures		□ pointing		□ facial expressions	□ take to item physically
□ vocalizations/babbling		□ 1 or 2 spoken words	□ spoken phrases	□ spoken sentences	
□ baby sign/hand babble		□ 1 or 2 signs		□ signed phrases	□ complete signed thoughts
□ AAC device			□ other: ____________________________________________________________________

Which means of communication does the child use most frequently? ___________________________________________

Did the child begin to babble or talk and then stop?	□ Yes	□ No
If yes, explain: ______________________________________________________________________________________________

At what age did they say or sign their first word? _______ Examples of first words: ________________________________
Approximately how many words or signs did they use at 18 months: ___________ 	24 months: ___________
At what age did they say or sign their first sentence? ________________________________________________________
Examples of first sentences: __________________________________________________________________________________
Communication History Continued
Give an example of a typical sentence they currently use: __________________________________________________
Estimate the percentage of time that the child is understood by: 
_____ Unfamiliar listeners   _____ Parents   _____ Other adults   _____Siblings   _____Friends
Overall, how well does the child understand what is communicated to them? _____________________________________________________________________________________________________________
Do they currently respond to/understand the following: (check all that apply)
□ gestures/pointing		□ their own name	□ single words		□ simple sentences    
□ 2- and 3-step commands	□ conversations		□ vocal tone/vocal emotion
Do you think they are aware of their communication challenges? □ Yes □ No □ Unsure □ Not Applicable
If so, describe how the child shows awareness: _________________________________________________________________
_____________________________________________________________________________________________________________
If applicable, what do you think is causing their communication challenges? ______________________________________
_____________________________________________________________________________________________________________
If applicable, what have family and caregivers done to help them communicate more successfully? 
_____________________________________________________________________________________________________________

Development and Behavior History
List age when first occurred:
_____	Held head up		_____	Reached for an object		_____	Sat up unsupported	
_____	Crawled		_____	Stood alone			_____	Walked alone
_____	Fed self with spoon	_____	Bladder trained			_____	Bowel trained	
_____	Undressed self		_____	Dressed self		
Do you have motor and/or self-help concerns for the child? If so, describe: ______________________________________
_____________________________________________________________________________________________________________
Would you describe the child’s coordination as:	 □ Good  	□ Fair  		□ Poor
Explain: ____________________________________________________________________________________________________

List the child’s preferred activities, interests, events, hobbies, favorite toys, etc. 
· 
·  
·  
·  
·  
·  
· 


How does the child respond to a change in their daily activities? __________________________________________________
How long is the child able to attend to a non-preferred task? _____________________________________________________

Are there things that trigger challenging behavior(s) from the child? If so, explain:
______________________________________________________________________________________________________________

Are there environments/environmental factors that the child does not tolerate well? If so, explain: 
______________________________________________________________________________________________________________

Education
Does your child attend: □ daycare	□ preschool/pre-K	□ school	□ other________________________
Name of current school/childcare: _____________________________________________________________________________	
Does the child have a current IFSP, IEP, or 504 Plan? □ Yes □ No (if yes, please have a copy sent to IU Hearing Clinic)
Psychoeducational/psychological evaluation completed? □ Yes □ No (if yes, please have a copy sent to IU Hearing Clinic)

Home and Family
List any biologic family members who experienced a hearing change before age 50. 
Relation to child:		Current age:		Description of hearing change: 	
·  
·  
·  
·  

List any biologic family members with speech/language or learning challenges.
Relation to child:		Current age:		Description of speech/language/learning challenge: 	
·  
·  
·  
·  

Please list everyone who lives with this child:
Name:				Age:			Relationship to this child:					
·  
·  
·  
·  
·  
· 



This assessment cannot proceed without the signature of the legal guardian. 

Signature of parent/guardian: _______________________________Date: __________________
Please bring the completed forms with you to the child’s appointment. Thank you! 
