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Initial reported concerns re communication:

Previous / Existing Speech and Language Therapy:




Observations / information gathered:

Weekly/Daily routines:

Likes/motivators:

Dislikes/Difficulties:




Observations / information gathered cont:

Characteristic Behaviours:

Understanding:

Expression:




Speech/Clarity/fluency:

Memory/Cognition:

Motor skills/ Independence:




Eating and drinking:

Reported targets to achieve — Clients/Family views:

Case history taken from:

Case history taken by:

Date:




