Brownsville Independent School District
	Response to Intervention Process

Speech/Language Parent Interview Form

Medical and Developmental History




	Student:      
	DOB:       
	ID#:      
	Gr.:      
	Campus:      



Directions:
If the student has been referred to the RtI core team for speech screening, this form is to be sent home for the parents to complete.
	Birth History
	Yes
	No
	
	Yes
	No

	Prenatal problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Rubella
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Gestational diabetes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	

	Premature birth
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Required ventilation
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	If premature, gestational term:       

	Hours in labor:       

	Birth Trauma
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Infection
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	NICU
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Feeding Tube
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	APGAR Scores (if known):      
	Birth weight:       


	Medical History
	Yes
	No
	
	Yes
	No

	Ear infections
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If “Yes”, how many?       
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Allergies
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Frequent colds
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	High fevers
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Headaches
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Seizures
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	

	AD/HD
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Diagnosed   FORMCHECKBOX 
   Date:      
	Suspected      FORMCHECKBOX 


	PE (ear) tubes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If “Yes”, when?       

	Adenoids removed
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If “Yes”, when?       

	Tonsils removed
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If “Yes”, when?       

	
	
	
	

	Additional Background
	Yes
	No
	Explanation

	Accidents or falls
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Surgeries
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Hospitalizations
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Behavior problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Emotional trauma
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Loss of consciousness
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


	Developmental History
	Age 
	
	Age

	Began babbling
	     
	Stood by himself/herself
	     

	Used first words
	     
	Walked by himself/herself
	     

	Combined two words
	     
	Toilet Trained
	     

	Followed one step directions
	     
	Weaned off the bottle
	     

	Followed two step directions
	     
	Blew bubbles
	     

	Sat by himself/herself
	     
	Used a straw
	     

	Front teeth meet in middle when teeth are closed
	     
	Snores while sleeping
	     

	Additional Information

	Who is primary caregiver?      

	What is the language spoken by the caregiver?       

	Languages spoken in the home?       

	Additional Information
	
	
	

	How does your child tell you what he/she wants?

 FORMCHECKBOX 
  Crying      FORMCHECKBOX 
  Gestures      FORMCHECKBOX 
  Pointing      FORMCHECKBOX 
  Single words      FORMCHECKBOX 
  Short phrases      FORMCHECKBOX 
  Sentences

 FORMCHECKBOX 
  Other (specify)       


	Did your child talk and then appear to “just stop talking”?          FORMCHECKBOX 
  Yes           FORMCHECKBOX 
  No

If “Yes”, when and explain:       


	When did you become concerned with your child’s speech and language development?       
Why?       


	Have you discussed your concerns with your child’s doctor?      FORMCHECKBOX 
  Yes           FORMCHECKBOX 
  No

What was the doctor’s advice?       


	List any other concerns you have regarding your child’s speech or development.     
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