




Are you taking any medications? ______________________ _ 

Have you ever had surgery? _____ Date and Results: _____________ _ 

Do you smoke? ________ How much? ________ For how long? ____ _ 

Describe your present health status: ____________________ _ 

Previous Evaluations or Therapy 

Have you previously had evaluations for speech, voice, or hearing disorder? If so, when and by 
whom? 

------------------------------

Have you previously been enrolled in speech therapy? If so, describe the nature and result of the 
therapy ____________________________ _ 

Please note any additional information you feel is pertinent to your case .. ________ _ 

What would you like to learn from this evaluation? ________________ _ 

This form was completed by:. _______________________ _ 

Relationship to patient: _________________________ _ 

(adult.frm; Rev. 2/20/18) 
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