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Mailing address 
La Trobe University 
Victoria 3086 Australia 

T + 61 3 9479 1921 
F + 61 3 9479 5033 
E  communication.clinic@latrobe.edu.au 
latrobe.edu.au/communication-clinic 

PERSONAL DETAILS 

Child’s Full Name……………………………………………………………………………………………………………………….……………………………. 

Country of Birth………………………………………………    If not born in Australia date of arrival here……………………………..… 

FAMILY INFORMATION 

Parent/Carer Name …………..………..…………………….…. 

Occupation  …………………………….……………….. 

Country of birth  ……………………………………………… 

If not Australia, date of arrival into Australia 

……………………………………………….……………………………… 

Language(s) spoken  …..……………………………………….. 

Parent/Carer Name …………..………..…………………….……………. 

Occupation …………………………….…………………………...

Country of birth  ………………………………………………………… 

If not Australia, date of arrival into Australia 

……………………………………………….……………………………………….

Language(s) spoken  …..…………………………….……………………. 

Names and ages of brothers and sisters of child  ……………………………………………………… ………………….……. 

 ………………………………….………………….. ……………….………. 

 …………………………………………….……….. …………………….…. 

Does anyone else live with your family? (e.g. Relative/ friend).................................................................................. 

Name of person to contact about the child ………..………………………………………………………………………..……………………….. 

REFERRAL INFORMATION 

Who referred your child to speech pathology?...……………………………………………………………………………..…………………..… 

Referrer position/organisation?……………………………………………………………………………………………………………………………… 

What are your concerns about your child’s development? ………………………………………….………………………………………… 

…………………………………………………………………………………………………………………………………………………………….…...……………… 

…………………………………………………………………………………………………………………………………………………………….…...……………… 

…………………………………………………………………………………………………………………………………………………………….…...……………… 

Client Information 
Paediatric Fluency Program 

mailto:%20communication.clinic@latrobe.edu.au
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SERVICES INVOLVED IN YOUR CHILD’S CARE 

Is your child waiting for / receiving any other speech pathology or developmental service(s) e.g. Early 
Childhood Intervention Services (ECIS), private speech pathology or community health services? If yes please 
list. 

…………………………………………………………………………………………………………………………………………………………………………….. 

Is your child eligible for / or have you applied for National Disability Insurance Scheme(NDIS) funding? 

Yes               No 

If yes please provide details ….………………………………………………………………………………………………………………………….. 

Please provide detail of services where applicable: 

Setting Centre Name of Teacher Phone Days/hours attended 

Childcare/Family 
day care 

3yr old kinder 

4 year old kinder 

4 year old kinder 
(repeated) 

Other (e.g. school) 

Proposed centre or school for your child next year?..................................................................................................... 

Please provide details of specialists that your child currently visits or has visited and attach any relevant 
reports.  

Specialist Name Agency & contact details Date last seen Report 
available? 

Local Dr / or GP 

Paediatrician 

Maternal and Child 
Health Nurse 

Speech Pathologist 

Other e.g. Occupational 
Therapist, Psychologist  
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DEVELOPMENTAL AND MEDICAL HISTORY 

Pregnancy and Birth 

Birth Weight ………………………..  Full term  Yes No 

Were there any problems associated with your pregnancy or child’s birth? 

…………………………………………………………………………………………………………………………………..……………………………………….

Were there any problems immediately after delivery? .…………………………………………….……………………………………….… 

Did you or the mother experience any difficulties following the birth or in following months? Yes        No 

If yes, did you access any help for this?  

....................................................................................................................... ...............................................................

………………………………………………………………………………………………………………………………………………………………………..….…… 

Is this ongoing? ………………………………………………………………………………………………………………………………………………………. 

General health 

Does your child have any allergies? ……………………………………………………………………………………….……………………………... 

If yes please describe likely reactions?…………………………………………………………………………………………………..…………..….. 

Does your child have any ongoing medical conditions/diagnoses? …......................................................................... 

……………………………………………………………………………………………………………………………………………..……………………….………… 

Please list any medications your child is currently taking?....................................................................................... 

Has your child had any serious illnesses, accidents, hospitalisations? ..................................................................... 

………………………………………………………………………………………………………………………………………………………….……………….…. 
Has your child’s vision been tested? Yes No 

When …………………………………..............  Where ……………………………………………………………………………………………... 

Results of the assessment ………………………………………………………………………….…………………………………………………………. 

Has your child’s hearing been tested? Yes No 

When …………………………………..............  Where ……………………………………………………………………………………………... 

Results of the assessment ………………………………………………………………………….…………………………………………………………. 

Has your child experienced a history of ear, nose or throat infections? ………………………………………………………………. 

…………………………………………………………………………………………………………………………..……………………………………………….…. 

Did/Does your child have grommets? Yes No   
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Please identify if your child has any diagnosed condition, such as: 
i. Chromosomal abnormality …………………………………………………………………………..………………………... 

ii. Down syndrome ………………………………………………………………………………………………………………..…… 

iii. Fragile X   ………………………………………………………………………………………………………………………………. 

iv. Cerebral palsy ……………………………………………………………………………………………………………………….. 

v. Tourette’s ……………………………………………………………………………………………………………………………… 

vi. Epilepsy…………………………………………………………………………………………………………….......................

vii. Visual …………………………………………………………………………………………………………….………………………. 

viii. Developmental coordination disorder ………………………………………………………………………………...... 

ix.  Cognitive impairment / Intellectual disability ……………………………………………………………………….. 

x. ADHD …………………………………………………………………………………………………………..……………………….. 

xi. Childhood Apraxia of Speech (CAS) ……………………………………………………………………………………….. 

xii. Learning difficulties ………………………………………………………………………………………………………………. 

xiii.  Autism (ASD)………………………………………………………………………………………………………………………… 

xiv. Other…………………………………………………………………………………………………………………………………….

Do any family members have any of the above conditions? If Yes, whom, and what condition? 

……………………………………………………………………………………………………………………………………………………………..………. 

Developmental milestones and current skills 

Motor skills 

Please indicate the approximate age at which your child achieved the following 

Sitting …………….. Standing ………………… Walking ………………......... 

Please indicate any concerns with gross motor skills such as running, jumping, riding a bike 

……………………………..…………………………………………………………………………………………….……………………………………………….…. 

Please indicate any concerns with fine motor skills such as drawing, writing letters 

……………………………..…………………………………………………………………………………………….……………………………………………….…. 

Eating and drinking 

Has your child ever had sucking, chewing, swallowing or feeding problems?     Yes No 

……………………………………………………………………………………………………….……………………………..…………………………………..…. 
Does your child self-feed?  Yes No 

Is your child a fussy eater? Yes No 
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Does your child eat a range of food textures, colours, tastes and temperatures?    Yes  No 

If no, please give example of current diet below. 

……………………………………………………………………………………………………….……………………………..…………………………………..…. 

………………………………………………………………………………………………………….…………………………………………………………….……. 

Toileting/self-care 

Is your child toilet trained? Yes No 

If yes, at what age were they: 

Bladder trained ………………Day………………Night .............. Bowel trained…………….Day………………Night..........

Any concerns or difficulties with toilet training currently or in the past? 

……………………………………………………………………………………………………….……………………………..…………………………………..…. 

Sleep 

Does your child sleep during the day? Yes No 

Does your child need assistance to settle self to sleep at night? Yes No 

How many hours of sleep does your child have on average each night?.................................................................. 

SPEECH AND LANGUAGE 

Is there any family history of speech, language or learning difficulties? Please describe 

……………………………………………………………………………………………………….……………………………..…………………………………..…. 

……………………………………………………………………………………………………….……………………………..…………………………………..…. 

At what age did your child achieve the following communication milestones? 

Babbling …………..  Single words …………… Linked words ………….…... 

Speech 

Do you understand your child’s speech?

All of the time          Most of the time          About half the time  Less than 30% of the time 

Are there any particular errors/patterns you are aware of? E.g. says k as t, bish for fish 

……………………………………………………………………………………………………….……………………………..…………………………………..…. 
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Language 

Do you have concerns about your child’s comprehension?  
(Does your child follow instructions accurately, answer your questions appropriately, or sometimes 
misunderstand you?) 

……………………………………………………………………………………………………….……………………………..…………………………………..…. 

……………………………………………………………………………………………………….……………………………..…………………………………..…. 

How many words does your child say? E.g. less than 20, more than 50, greater than 200 
Please provide a list if less than 50 

……………………………………………………………………………………………………….……………………………..…………………………………..…. 

How many words are in your child’s sentences? Do they seem well ordered and make sense? 

……………………………………………………………………………………………………….……………………………..…………………………………..…. 

……………………………………………………………………………………………………….……………………………..…………………………………..…. 

Do you have to “listen hard” to make sense of what your child is trying to tell you? 
Are answers vague/lacking specific words/content?  

……………………………………………………………………………………………………….……………………………..…………………………………..…. 

……………………………………………………………………………………………………….……………………………..…………………………………..…. 

Do other people e.g. family members, teachers or peers have difficulty understanding your child? 

……………………………………………………………………………………………………….……………………………..…………………………………..…. 
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(FOR CHILDREN WHO ARE STUTTERING) 

INFORMATION ABOUT FLUENCY 

Is there any family history of stuttering? ...................................................................................................... 

 If YES, Please list who in the family stutters/has stuttered 

.………………………………………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………………………………………. 

………………………………………………………………………………………………………………………………………………………………… 

………………………………………………………………………………………………………………………………………………………………… 

Has anyone in the family recovered from stuttering? 
………………………………………………………………………………………………………………………………………………………………… 

……………………………………………………………………………………………………………………………………………………………….. 

……………………………………………………………………………………………………………………………………………………………….. 

When did your child start to stutter? 

Please describe how long your child has been stuttering and what you noticed that made you identify 
that your child was stuttering. 

………………………………………………………………………………………………………………………………………………………………… 

………………………………………………………………………………………………………………………………………………………………… 

………………………………………………………………………………………………………………………………………………………………… 

………………………………………………………………………………………………………………………………………………………………… 

……………………………………………………………………………………………………………………………………………………………….. 

………………………………………………………………………………………………………………………………………………………………… 

 Please use the scale below to rate your child’s stuttering severity? 

0______2_______4______6________8________10_______ 

2---------→  small amount only family will notice 
4---------→  fairly frequent, others notice 
6---------→  very noticeable and very frequent 
8---------→  pretty severe 
10-------→     really severe, speaking is very difficult 

………………………………………………………………………………………………………………………………………………………………….. 
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WHAT DOES YOUR CHILD DO WHEN THEY STUTTER? 

We would like to know what your child does when they stutter. 

 Please tick which of the following behaviours you see when your child speaks: 

□ Repeats sounds p-p-p-lease (please)

□ Repeats whole word Can-can-can I (Can I)

□ Hesitates before starting the word –uh-uh-uh

□ Gets stuck on the sound -p (silent) pu-p-lease  (please)

□ Gets stuck and prolongs the sound – Mmmmmmmmy (My)

When trying to talk shows behaviours such as: 

□ Blinks eyes 

□ Gets tense around mouth and eyes

□ Makes movements with their head or arms

□ Breathes loudly or irregularly

□ Makes noises that are not part of what is being said

□ Avoids eye-contact when talking

□ Other (please describe) ………………………………………………………………………… 

Does your child’s stuttering stop him/her from talking? Please describe 

…………………………………………………………………………………………………………………………………………………………….. 

……………………………………………………………………………………………………………………………………………………………. 

……………………………………………………………………………………………………………………………………………………………. 

……………………………………………………………………………………………………………………………………………………………. 

Are there any situations where your child seems to stutter less or more? 

……………………………………………………………………………………………………………………………………………………………… 

……………………………………………………………………………………………………………………………………………………….…… 

Does your child react to their stuttering? Please describe. 

……………………………………………………………………………………………………………………………………………………………. 

……………………………………………………………………………………………………………………………………………………………. 

…………………………………………………………………………………………………………………………………………………………… 

…………………………………………………………………………………………………………………………………………………………… 
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What do you do when your child stutters? 

……………………………………………………………………………………………………………………………………………………………. 

…………………………………………………………………………………………………………………………………………………………… 

  Has anyone spoken to you about your child’s stuttering? 

…………………………………………………………………………………………………………………………………………………………… 

…………………………………………………………………………………………………………………………………………………………… 

……………………………………………………………………………………………………………………………………………………………. 

What do you understand about your child’s stuttering? 

…………………………………………………………………………………………………………………………………………………………… 

…………………………………………………………………………………………………………………………………………………………… 

……………………………………………………………………………………………………………………………………………………………. 

…………………………………………………………………………………………………………………………………………………………… 

Has your child ever been teased or bullied because of their stuttering? Please describe 

……………………………….………………………………………………………………………………………………………………………….. 

…………………………………………………………………………………………………………………………………………………………… 

…………………………………………………………………………………………………………………………………………………………… 

…………………………………………………………………………………………………………………………………………………………… 

SOCIAL and EMOTIONAL 

Do you have any concerns regarding your child’s interactions with their peers or family members? Please 
describe 

……………………………………………………………………………………………………….……………………………..…………………………………..…. 

……………………………………………………………………………………………………….……………………………..…………………………………..…. 

What sort of play activities does your child enjoy? Please describe 

……………………………………………………………………………………………………….……………………………..…………………………………..…. 

Does your child have any special interests or unusual or repetitive behaviours? Please describe 

……………………………………………………………………………………………………….……………………………..…………………………………..…. 

……………………………………………………………………………………………………….……………………………..…………………………………..…. 



         
La Trobe Communication Clinic 
College of Science, Health and Engineering   

                            

10 

 

Does your child have difficulty regulating their emotions? Please describe 
 
……………………………………………………………………………………………………….……………………………..…………………………………..…. 
 
……………………………………………………………………………………………………….……………………………..…………………………………..…. 
 
Is your child under or over sensitive to touch, movement, noises and visual inputs? Please describe 
 
……………………………………………………………………………………………………….……………………………..…………………………………..…. 
 
……………………………………………………………………………………………………….……………………………..…………………………………..…. 
 
 
Is there anything else you would like to add? …………………………………………………….………………………………………………. 
 
……………………………………………………………………………………………………….……………………………..…………………………………..…. 
 
……………………………………………………………………………………………………….……………………………..…………………………………..…. 
 
……………………………………………………………………………………………………….……………………………..…………………………………..…. 
 
……………………………………………………………………………………………………….……………………………..…………………………………..…. 

 
 
 
Person completing this form ………………………………………………………………. Date……………..…………… 
 
 
Relationship to Child …………………………………………………………………………………………………………………….………. 
 
 
 
 

La Trobe University respects the privacy of your personal information and health information. Information collected in this form will 
be used for purposes related to this form in accordance with the University’s privacy policies. A copy of the clinic’s privacy collection 
notice is available at: http://www.latrobe.edu.au/communication-clinic/your-rights-and-responsibilities or upon request. 
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