SPECIALIZED SPEECH & FLUENCY SERVICES

RON BENDER, M.S., C.C.C.

2910 Kemp Blvd.  Ste. 207

Wichita Falls, TX  76308

CASE HISTORY

Personal Information:

1. Name:  __________________________________________________________________

2. Address:  __________________________________________________________________

3. Telephone:     Home: __________   Work: ____________   Cell: ____________

4. Date of Birth:   ____________     Sex:  _____     Marital Status:  ____________

5. Education Level:  ____________     Occupation:  ________________________

6. Name of Spouse or Nearest Relative:  _________________________________

7. Address of  Above Person:  __________________________________________

8. List and describe all members of your family who had had any speech, language, stuttering, and/or hearing problems:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

9. Have you had any previous speech therapy?  If so, please indicates dates and source(s) of therapy.  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

10. Current health status:  Answer yes or no and explain more fully where appropriate. 

Are you in good health at the present time:     YES     NO

Is your hearing within normal limits?     YES     NO     Last tested:  _________

Is your vision within normal limts?     YES     NO

Are you currently taking any medications?     YES     NO

Please list your medications: (optional)  ____________________________________________________________________________________________________________________________________

What medical conditions do you have?  ______________________________________________________________________________________________________________________________________________________________________________________________________

Please provide in the space below any additional information which may be useful in evaluating your current communicative abilities and in planning appropriate treatment for you:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

AUTHORIZATION

If, in order to help you, it is appropriate to send reports to other agencies and/or professionals for information, please indicate your permission by signing below.

I authorize and request RON BENDER, M.S., C.C.C. – SPEECH-LANGUAGE PATHOLOGIST to obtain and/or exchange pertienent medical/educational information.  It is understood that all information will be kept confidential.

Signed:  _______________________________________     Date:____________

                  Self  /  Legal Guardian

