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Language Learning Associates


150 N. Miller Rd. Bldg. 150 A 
Akron, Ohio 
Akron, OH 44333


330.867.2240 ( fax 330.867.2245 

                                                       www.LLAtherapy.org
                                    HUDSON


             MEDINA
                                33 Milford Road

               3637 Medina Road #220

                               Hudson, OH 44236


      Medina, OH 44256


INTAKE INFORMATION

Dear Parent:

Please complete the following information about your child and return the form at the time of your first visit to our center.  Thank you!














                                                                            DATE:__________________

FAMILY INFORMATION:

Name of Child:_______________________________Birthdate__________________________

Person completing the form: _____________________________________________________ Relationship:___________________________

Name family members living at home________________________________________

Who referred you to us?__________________________________________

BIRTH / MEDICAL / DEVELOPMENTAL HISTORY:

(Please circle your responses and explain any “yes” responses below:)

· Were there any problems during your pregnancy or difficulties at birth?  Y  N

· Was your child born before the due date?   Y  N

· Has your child been hospitalized at any time?  Y  N

· Has your child had his or her vision checked?   Y  N

· Has your child been diagnosed with any mental, physical or emotional disabilities?  Y  N

· Has your child been diagnosed as having any allergies?  Y  N

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________
HEARING STATUS:

Do you have any concern regarding your child’s hearing?  Y  N

Has your child had any ear infections?  Y  N       If so, how many?  ______

Has your child’s hearing been tested?  Y  N        If so, when, and what were the results?______________________________________________________________

PREVIOUS TESTING/THERAPY:

Have your child’s speech/language skills been evaluated?  Y  N     If so, when, and what were the results?_______________________________________________________________________

Has your child received speech/language therapy?  Y  N     If so, when? ___________________ _____________________________________________________________________________

MY CONCERNS:

(Please circle any concerns you may have regarding your child’s communication skills and feel free to provide details below.)

Are you concerned about:

· your child’s ability to pay attention, listen, and follow directions?  Y  N

· your child’s ability to understand what he/she hears?  Y  N

· your child’s ability to remember information?  Y  N

· your child’s development of words to express his/her needs?  Y  N

· your child’s ability to efficiently put words together to express him/herself?  Y  N

· the accuracy of your child’s grammar?   Y  N

· the clarity of your child’s speech? (e.g., Is your child difficult to understand?)  Y  N

· the fluency of your child’s speech? (i.e., Does your child stutter?)  Y  N

· the clarity of your child’s voice (i.e., Does your child sound hoarse, nasal, stuffy, etc.?)  Y  N

· your child’s social skills? (i.e., Does your child effectively get along with other children?)  Y  N

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
SCHOOL:

Does your child attend school?  Y  N  If so, please list school name, grade level, and teacher:_______________________________________________________________________

If your child is in school, does he/she receive therapy there?  Y  N  If so, please name therapist and number of sessions per week._________________________________________________

Does your child receive tutoring at school or privately?  Y  N  If so, please provide details: _____________________________________________________________________________

Please feel free to write any additional comments, concerns, and/or questions:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Thank you for your time.  We appreciate the opportunity to serve you and your child.

The Staff at Language Learning Associates

150 N. Miller Road  Bldg. 150A

Akron, OH  44333

330-867-2240

Fax: 330-867-2245

