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o® SPEECH, LANGUAGE, FEEDING, LITERACY & MORE
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Eri Tina Theotokas-Siklas
MS, CCC-SLP, TSSLD, CMT™, Bilingual Extension

Client Full Name: DOB: / / Age:
School Grade

Is the client verbal, limited verbal, or non-verbal? | Verbal |

Languages spoken at home Languages spoken at school
Interviewee's name Relationship to client

Who referred for evaluation Reason for referral

Diagnosis

Medical concerns
Hearing concerns
Vision concerns

Hand preference/dominance when writing

Pregnancy/Birth and Development
At how many weeks gestation was the client born?

What hospital was the client born in?

Where is the hospital located (city, state)?

Was the client born via vaginal delivery or cesarean section (C-section)? Vaginal Delivery

If c-section, why?

What was the client's birth weight? Birth height?

If any, explain complications during pregnancy?

If any, explain complications during labor?

If any, explain complications during delivery?

If any, explain complications after delivery?

Did the client experience any feeding problems as a newborn?Yes |

If yes, what feeding problems?

Were there any medical problems at birth (such as: seizures, jaundice, infections, etc.)?Yes

If yes, what medical problems?

Did the client pass the hearing screening for newborns at the hospital?1Yes |

Were there any delays with the client's physical developmental milestones (lifting head, sitting up,

crawling, standing, walking, etc.)? Explain.

Was the client coordinated when he/she began walking?

Did the client fall down frequently after learning to walk?

At what age did the client's first words emerge (in each language)?

What was the client's first words in each language?




Medical History
Who is the client's primary care physician (PCP)?List name and city, state.
Has the client seen any other doctors/specialists? List names and city, state.
What is the reason for visiting these other doctors/specialists?

What are the client's diagnosis?

Has the client had any surgeries in the past? Which one(s) and why?
Is the client scheduled for any surgeries in the future? Which one(s) and why?

Is the client now, or has the client ever been, on any medications? Which one(s) and why?

Explain any other medical problems

List all allergies
What is the date/results of the client's most recent hearing screening?

Does the client experience frequent ear infections either now or in the past?|YeS |

What is the date/results of the client's most recent vision screening?

What is the client's overall health (poor, good, excellent)‘jpoo" |

Does anyone else in the immediate or extended family have a history of learning disabilities, diagnoses,
etc.? Explain.

Educational History
Did the client receive Early Intervention (EI) services?| Y €S
List all EI therapies and mandates

Did/does the client attend daycare?|Yes

Daycare start date Daycare end date
Did/does the client attend preschool?Yes |
Preschool start date Preschool end date

Did the client receive services from the Committee on Preschool Special Education (CPSE)? Yes
List all CPSE therapies and mandates

Aside from the current school, has the client attended other schools in the past? Which one(s) and
when?
Is the client in a General Education or Special Education classroom setting?

How many students are in the classroom?
How many teachers are in the classroom?
What is the name and contact information of the client's teacher(s)?

How is the client's overall attendance?Poor |
Aside from COVID-19 remote learning, explain any other interruptions to education

Explain all emotional concerns

Explain all behavioral concerns
Does the client receive therapy in school or out of school? List therapies and mandates.

Please list all of the student’s current therapies including mandates, therapist names, and therapist
contact information

What are your academic concerns?

What are the client’s academic strengths?




What are the client’s academic struggles?

Does the client require any extra classroom or teacher support?

What specific reading tasks are difficult for the client? Circle all that apply:
[ IDecoding Proofreading] Comprehension_Eye problems/fatigue]Reading speed[ Reading fluency
Other:
What specific writing tasks are difficult for the student? Circle all that apply:
DLegibilityB{olding utensil._Hand pain/fatiguel___bpelliné}re-writiné:%rganizing ideasl._Needs scribe
Other:
What would you like to see the client do that s’he cannot do now?

Please list additional information that you think would be useful for the upcoming evaluation(s):

Current Status

Where does the client live (city, state)?
Who lives with the client? (relation, gender, age)
What language does the client speak to family/peers/friends in?
Aside from COVID-19, explain any significant life changes recently or in the past? (divorce, deaths,
births of siblings, immigration, family members moving in/out, high family mobility, etc.)

Does the client have appropriate frustration tolerance?
Does the client present with difficulty self-regulating when upset?
Does the client have any nervous habits?
Does the client present with separation anxiety? With who?
Does the client use adequate eye contact? (independently, with sounds, with name)|N0ne
What are some things that the client enjoys?
What are some things that the client does not enjoy?

Does the client watch TV? _ How many hours per week? In what languages?

Does the client listen to the radio?  How many hours per week? In what languages?

How often does the client read per week?

Do you read together or does the client read independently? In what languages?

How many hours does the client nap? Hours of sleep at night?

Does the client toss/turn when sleeping? Does the client wake up throughout the night?

Explain all sleeping problems?
At rest, does the client breathe through-the nese,-mouth, or both?|Both

Can you hear the client breathing?| Y €S Does the client snore?|YeS
Feeding History

Was the client fed from the breast, bottle, tube, or other?

Age started Age completed

Did the client have difficulty latching to the breast|Yes |bottle |Yes Explain

Did the client drink breastmilk or formula?
Age started Age completed Reason for formula
Did the client exhibit (circle all that apply):




DArching[l:rying[lspitting up[lgagginQ:}:oughingDvomitingEbulling at the nippleDhoking - other:

When Why did these behaviors occur?

How long did these behaviors last?

Did the client transition easily from breast to bottle, straw, cup?

How long did the weaning process take?

When was the client introduced to cereal/solids?

Was the client fed purees or Baby Led Weaning?

How did the client tolerate solids?

Has the client ever had (circle all that apply):
[ Kwallow study (MBS, FEES)__Endoscopy |PH ProbeljUpper GI[_Allergy test - Other:

List the findings

List all special diets

List reason(s) for special diets

(Please use key below to fill out this section):
i = independently
in = inconsistently
p = with prompts
¢ = with cues (specify which cues)
n = not observed

[ ] Situp straight in an armless chair unassisted
Drinks out of a cup with minimum spillage

[ | Drinks from a straw with minimum spillage

[ ] Uses a spoon with minimum spillage
Uses a fork with minimum spillage

[ | Brings food to mouth with minimum spillage

[ | Brings utensils to mouth with minimum spillage

Does the client have any food sensitivities, food allergies, or other food restrictions (e.g., cultural, diet,

etc.)? If yes, please explain:

List all vitamins/supplements

Is the client a picky eater? (e.g., avoids certain colors, textures, flavors, temperatures, etc.)
Is the client specific on the brand of food items that he/she eats? |Y€S If yes, what brands does the

client accept?

Is the client specific with the way the food that he/she eats is prepared or looks? |Yes

Does the client eat the same foods as the family?| Y €S

What does the client’s daily schedule look like? Include times/events

Who feeds the client? Who eats with the client?

Where does the client eat? What chair does the client sit in?
Does the client’s feet reach the floor? Yes |Chew with lips closed? |YeS
How long do snacktimes last? How long do mealtimes last?

List other activities going on during mealtime

How do you know if the client is hungry or full




How much weight has the client lost or gained in the last 6 months? Lost

Does the client have any of the following problems (circle all that apply):
[ Dental_|Constipation[ Diarrheal (GI Infections[ Vomiting[ Gagging |Choking[ Respiratory[ Weight -
[ ICoughing during meals or drinks - Other:

Explain

Feeder emotions before feeding During feeding After feeding
Client emotions before feeding During feeding After feeding
Client behavior before feeding During feeding After feeding

Client overall appetite currently?
How has appetite changed over the years?

For the following questions, please be as specific as possible and list specific food items, categories,
color, texture, flavor, seasoning, temperature, etc.:

What food does the client enjoy?

What food does the client tolerate?

What food does the client avoid/refuse?

What food would you like to see the client eat?

Please add any additional information below:

End of Intake Form.
Please email responses to: legenderi.slp@gmail.com
at least 24 hours before your evaluation.
Thank you!



mailto:legenderi.slp@gmail.com

	text_1yimp: 
	text_2wuzv: 
	text_3ktle: 
	text_4vd: 
	text_5ibnr: 
	text_6orfa: 
	text_7lmrl: 
	text_8gmga: 
	text_10edug: 
	text_11lyz: 
	text_12xcv: 
	text_13hoqi: 
	text_14ryia: 
	text_15tlno: 
	text_16lloy: 
	text_17xivz: 
	text_18pphg: 
	text_19epyv: 
	text_20raow: 
	text_21ktwh: 
	text_22ywmq: 
	text_23blbf: 
	text_25ig: 
	text_26tdep: 
	text_27nqxz: 
	text_28dinv: 
	text_29ived: 
	text_30boxu: 
	text_31zzjr: 
	text_33pqbe: 
	text_35gizn: 
	text_37mihx: 
	text_38fuma: 
	text_39unxb: 
	text_40zvqx: 
	text_41oesc: 
	Pick one: [Verbal]
	Birth was: [Vaginal Delivery]
	Yes or No: [Yes]
	dropdown_71mjdr: [Yes]
	dropdown_72eica: [Yes]
	text_42xlna: 
	text_43onvs: 
	text_44xuqg: 
	text_45tjce: 
	text_46nwyq: 
	text_47pcyr: 
	text_48ttk: 
	text_49afsw: 
	text_50sytv: 
	text_51cuoc: 
	text_53xjgs: 
	text_55ncul: 
	text_60zjfa: 
	text_61cstl: 
	text_63vfua: 
	text_64vs: 
	dropdown_73jvmn: [Yes]
	dropdown_74aiqz: [Poor]
	dropdown_75skfj: [Yes]
	dropdown_76ccvo: [Yes]
	dropdown_77yb: [Yes]
	dropdown_78farr: [Yes]
	text_79vjre: 
	text_80ocmn: 
	text_81htkt: 
	text_82eppb: 
	text_83jxlk: 
	text_84ytsk: 
	text_85huai: 
	dropdown_87olch: [Poor]
	text_89fxfo: 
	text_90dqnh: 
	text_91jpcn: 
	text_97qveq: 
	textarea_274tcmg: 
	textarea_275bfnr: 
	textarea_276qlew: 
	textarea_277wgsc: 
	text_98gbrp: 
	text_100vhiq: 
	checkbox_104oimr: Off
	checkbox_105jfof: Off
	checkbox_106gyme: Off
	checkbox_107ejpj: Off
	checkbox_108ewhx: Off
	text_109wlqb: 
	checkbox_111qneb: Off
	checkbox_112uzmb: Off
	checkbox_113jtmk: Off
	checkbox_114xrkd: Off
	checkbox_115lkxj: Off
	checkbox_116vsvs: Off
	checkbox_117xclb: Off
	text_118osjk: 
	text_120kanf: 
	text_123cemk: 
	text_124jjuv: 
	text_125broz: 
	text_127yanf: 
	text_128o: 
	text_129lhhz: 
	text_130ovwf: 
	text_131oooa: 
	Eye Contact: [None]
	text_135fzdp: 
	text_136pjqj: 
	text_137lwq: 
	text_138snzx: 
	text_139gkyl: 
	text_140hvia: 
	text_141kihk: 
	text_142vhzb: 
	text_143njvo: 
	text_144nbyu: 
	text_145otzt: 
	text_146mlxb: 
	text_147tllr: 
	text_148jyoy: 
	text_150izmq: 
	breathe: [Both]
	audible breathing: [Yes]
	snore: [Yes]
	text_155zsib: 
	text_156nadr: 
	text_157zbdp: 
	dropdown_158nlee: [Yes]
	dropdown_159eirc: [Yes]
	text_160wxyq: 
	text_161hrll: 
	text_162jake: 
	text_163hxca: 
	text_164tlwb: 
	text_165lb: 
	checkbox_269qyid: Off
	textarea_278homn: 
	textarea_279lrzy: 
	dropdown_280iguk: [Yes]
	checkbox_166jkag: Off
	checkbox_167lywa: Off
	checkbox_168ffiv: Off
	checkbox_169rbbp: Off
	checkbox_170rmme: Off
	checkbox_171hnba: Off
	checkbox_172lkjv: Off
	checkbox_173vsro: Off
	text_175oebp: 
	text_176fdub: 
	text_177upqz: 
	text_178jvvt: 
	text_179uvzf: 
	text_180nehd: 
	text_181acks: 
	text_182aqmf: 
	text_183hbhe: 
	checkbox_185aesp: Off
	checkbox_186cwhd: Off
	checkbox_187vjxv: Off
	checkbox_188qwvc: Off
	checkbox_189xzyd: Off
	text_190kknk: 
	text_191xkis: 
	text_192rfwj: 
	text_193mlqg: 
	checkbox_194xfla: Off
	checkbox_195rpba: Off
	checkbox_196jodb: Off
	checkbox_197masw: Off
	checkbox_198mnaf: Off
	checkbox_199ujay: Off
	checkbox_200eokp: Off
	text_202cwsc: 
	text_203jfwa: 
	text_204cptu: 
	picky: [Yes]
	dropdown_206sitx: [Yes]
	dropdown_207xgr: [Yes]
	text_208qhpd: 
	dropdown_209umml: [Yes]
	dropdown_210jswz: [Yes]
	text_213dmme: 
	text_214ctkx: 
	text_215dyfo: 
	text_216tv: 
	text_217bdcz: 
	text_218mvyx: 
	dropdown_220nsbq: [Yes]
	dropdown_221fjbn: [Yes]
	text_222dhoe: 
	text_223okvp: 
	text_224mssr: 
	text_225xzqy: 
	text_226txnb: 
	dropdown_227avkz: [Lost]
	checkbox_228hkxy: Off
	checkbox_229fum: Off
	checkbox_230dwfd: Off
	checkbox_231zrph: Off
	checkbox_232ates: Off
	checkbox_233gbrj: Off
	checkbox_234ftmy: Off
	checkbox_235orbi: Off
	checkbox_236dplm: Off
	checkbox_237hyeq: Off
	text_238ttvs: 
	text_239erm: 
	text_240jlfz: 
	text_241hgvi: 
	text_242yua: 
	text_243ekyx: 
	text_244wugq: 
	text_245eiwd: 
	text_246acry: 
	text_247wodk: 
	text_248eshd: 
	text_249tafa: 
	text_250lage: 
	textarea_281xxtk: 
	textarea_282ihhe: 
	textarea_283cjvn: 
	textarea_284zjdv: 
	textarea_285lcfk: 


