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Client Information Family Information

__________________________________________
patient NAME

__________________________________________
street

_____________________ _______ _______________
City		                                 State             ZIP	

_____________________ 	          ______________
Date of Birth			                sex

__________________________________________
Native Language(s)

__________________________________________
other languages

__________________________________________
Home Phone

__________________________________________
Cell Phone

__________________________________________
E-mail

___________________________________________
occupation

___________________________________________
employer

___________________________________________
education level

__________________________________________
emergency contact

__________________________________________
relationship

__________________________________________
phone

Please list any hobbies, activities, special interests you enjoy:

___________________________________________

___________________________________________

___________________________________________

___________________________________________

__________________________________________
spouse’s name

__________________________________________
occupation

___________________________________________
employer

If you have children, what are their names and ages?

___________________________________________

___________________________________________

___________________________________________

If there have been any major changes in the family during 
the last year, please describe.

___________________________________________

__________________________________________

__________________________________________

Medical History 

Please indicate if any of the following applies:

Illness / Disability

□  Eating/Drinking/Swallowing Difficulties

□  Reflux

□  Hearing Difficulties

□  Visual Difficulties

□  Insomnia

□  Seizure Disorder

□  Allergies

□  Mental Illness

□  Drug Abuse

□  Other



Speech Pathology Services  •  750 Hammond Drive  /  Building 4, Suite 100  /  Atlanta, GA 30328  •  404–459–9192  •  www.sps–atlanta.com

2Adult Case History

SPS

S P E E C H - L A N G U A G E  &
O C C U P A T I O N A L  T H E R A P Y

7 5 0  H a m m o n d  D r i v e
A t l a n t a ,  G A  3 0 3 2 8
4 0 4 - 4 5 9 - 9 1 9 2

If you checked any box on the proceeding page, please describe:  _____________________________________________

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________

Do you have any physical difficulties or limitations? Please explain:                    ______________________________________

__________________________________________________________________________________________ 

If you have been enrolled in speech, physical, and/or occupational therapy, please give the date(s), location(s), type(s) of therapy, 

and the results of your treatment (please list doctor information on the next page):              _______________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

Have you ever been hospitalized? If so, please give the length, date(s), and reasons for each hospitalization:    ________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

If you are taking any medications, please list them below with the reason they were prescribed:       ______________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________  

__________________________________________________________________________________________ 

Current Medical Concerns

Please describe any present memory and/or communication difficulties:         ____________________________
____________________________________________________________________

____________________________________________________________________

____________________________________________________________________
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Doctor Information

Please provide information regarding all doctors from which you have received diagnoses and/or treatments related to your visit.

_________________________________________
doctor type / specialty 

_________________________________________
doctor			 

_________________________________________
street

____________________ _______ ______________
City		                               State             ZIP	

_________________________________________
doctor type / specialty 

_________________________________________
doctor			 

_________________________________________
street

____________________ _______ ______________
City		                               State             ZIP	

_________________________________________
doctor type / specialty 

_________________________________________
doctor			 

_________________________________________
street

____________________ _______ ______________
City		                               State             ZIP	

_________________________________________
doctor type / specialty 

_________________________________________
doctor			 

_________________________________________
street

____________________ _______ ______________
City		                               State             ZIP	

_________________________________________
doctor type / specialty 

_________________________________________
doctor			 

_________________________________________
street

____________________ _______ ______________
City		                               State             ZIP	

_________________________________________
doctor type / specialty 

_________________________________________
doctor			 

_________________________________________
street

____________________ _______ ______________
City		                               State             ZIP	

Medical Record Release
The following agreement is completely optional. If you agree, it will help Speech Pathology Services as well as its colleagues 
work together in providing the best possible care for you

By signing,  I hereby authorize Speech Pathology Services, Inc. to release and/or obtain my personal medial records 
with regards to any of the above doctors.

______________________________		     ______________________________	          _______________
Print Name			          		        signature			               		              date
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Please describe the first occurance of your memory and/or communication difficulty:     _______________________

____________________________________________________________________

____________________________________________________________________

Please describe any occupational, personal, and/or social problems that are a direct result of your memory and/or communication 

difficulty:   ________________________________________________________________

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Please describe the degree to which your conditions changes (gets better, gets worse):    _______________________

____________________________________________________________________

____________________________________________________________________ 

What information do you hope to gain from this evaluation, and what specific questions or difficulties do you wish to address?  

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________
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