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Weatherly Area School District
Mr. Thomas McLaughlin, Superintendent


602 Sixth Street, Weatherly, PA  18255  
570-427-8681

Speech/Language Evaluation

Parent Input Form

Please complete this form ASAP and return it to the Speech Teacher
Student_______________________________DOB __________Age______

Parent(s)/Guardians_____________________________________________

Address_______________________________________________________

Home Phone #_________________________Work____________________

Cell #____________________________ Preferred Contact:  home/work/cell

E-mail________________________________________________________

Form Completed by_____________________________________________
Referral Information

1.  Who initiated this evaluation and do you agree with the need for this 

Evaluation?  ____________________________________  Agree   /    Disagree

2.  How is your child’s performance in school?  

Academic:  _______Good       _______Fair       _______Poor

Social/Emotional:  _______Good       _______Fair       _______Poor

3.  What are his/her strengths?  ______________________________________________

4.  What worries, or upsets, your child at school?  _______________________________

5.  Does your child have any physical problems that may be affecting his/her performance in school?  Yes / No  ____________________________________________

6.  Do any of his/her relatives have a history of learning difficulties or any other pertinent problem that you would like us to know about?  Yes / No__________________________

7.  Please check the area(s) of learning difficulties for your child:

_______listening to the teacher

_______following directions

_______focus/attention


_______hearing

_______math




_______seeing the blackboard

_______reading



_______answering questions

_______spelling



_______remembering

_______writing



_______speaking/ oral presentations

8.  What are your rules for study/doing homework?  _____________________________

9.  How much time per night, on average, does he/she spend on homework?

_______15-30 minutes
_______30-45 minutes
_______45-60 minutes 

_______more than 1 hour

Home/Community Interactions

Marital Status of Parents/Guardians with whom the child resides:

_______Married     _______Divorced     _______Separated     _______Single Parent     _______Foster Parent     _______Other

Others living in the home


   Age

Relationship to child

__________________________________     _______     ______________________  

__________________________________     _______     ______________________  

__________________________________     _______     ______________________  

__________________________________     _______     ______________________ 
 __________________________________     _______     ______________________  
1.  Have there been any major changes in the family that may have affected your child’s behavior and performance at school?  Yes  /  No  _______________________________

2.  Describe your child’s interactions with others:

Peers-

_______Good

_______Fair

_______Poor

Adults-
_______Good

_______Fair

_______Poor

Siblings-
_______Good

_______Fair

_______Poor

3.  Child’s responsibilities/chores at home______________________________________

4.  Participation in free-time or organized activities he/she enjoys after school__________________________________________________________________

Developmental and Medical History

Please check off the most appropriate answer about the biological mother’s pregnancy:

Use of alcoholic drinks during pregnancy:  
_____none    _____occasional(1/month)    _____frequent(weekly)    _____regular(daily)

Use of drugs during pregnancy:  what type_____________________________________

_____none    _____occasional(1/month)    _____frequent(weekly)    _____regular(daily)

Cigarette/tobacco smoking:  type_____________________________________________

_____none    _____occasional(1/month)    _____frequent(weekly)    _____regular(daily)

Child was born:     _____before 7 months       _____8-10 months     _____11+ months

Birth weight:  _____less than 5 pounds       _____6-8 pounds       _____over 9 pounds

Please check Yes or No:




YES

NO

Caesarean Section





_____

_____

Jaundice






_____

_____

Normal delivery





 _____

_____

Difficult pregnancy/birth




_____

_____

Early Infancy sleep pattern difficulties


 _____

_____  

Where there any health complications which required the baby to stay in the hospital?

Yes / No________________________________________________________________

At what age did he/she:     3-6 months      7-12 months      13-18 months   Delayed   

Crawl


       _______
       _______
          _______
_______

Sit up


       _______
       _______
          _______
_______

Walk


       _______
       _______
          _______
_______

Speak 20+ words
       _______
       _______
          _______
_______

Speak in sentences
       _______
       _______
          _______
_______

Does your child have a history of chronic ear infections?   Yes  /    NO
Any chronic health problems?     Yes  /    No  ___________________________________

Any present health concerns?   Yes   /   No  ____________________________________

________________________________________________________________________

Has your child had nay other psychological, psychiatric, or important medical evaluations/treatments? 
Yes    /   No

________________________________________________________________________

Please feel free to write any other concerns that are pertinent to this evaluation and will be helpful in your child’s education.

Sincerely, 

Roxanne Banditelli, MS, CCC-SLP

6/8/11 
