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 Reads sentences (e.g. newspaper headlines) 
 Reads words 
 Does not read  

 Additional information: ____________________________________________________ 
 

Writing 

 Writes sentences  
 Writes words 
 Writes name and address  
 Does not write  
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Address: ______________________________________________________________________ 

Phone: ________________________________________________________________________ 

Email: ________________________________________________________________________ 

 

Date: _________________________________________________________________________ 

Clinician: _____________________________________________________________________ 

Facility: _______________________________________________________________________ 

Address: ______________________________________________________________________ 

Phone: ________________________________________________________________________ 

Email: ________________________________________________________________________ 

 
What are your goals for communication? 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 
Medical Information  

 

List current medications and dosages: _______________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 
 

Do you take your medications independently?  YES  
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Do you have any trouble with swallowing:  YES   NO  

 If yes, please describe  _____________________________________________________ 

 
Do you have trouble with walking:  YES   NO  

 If yes, please describe   _____________________________________________________
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Type of service: ________________________________________________________________ 

Dates: ________________________________________________________________________ 

Clinician: _____________________________________________________________________ 

Facility: ______________________________________________________________________ 

Address: ______________________________________________________________________ 

Phone: ________________________________________________________________________ 

 

Do you have any other long-standing medical issues?  YES   NO 

If yes, please describe: 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 

Personal Information  
 

Who do you live with (indicate name and relationship)?  

______________________________________________________________________________ 

______________________________________________________________________________ 

 

Do you have children?  YES   NO 

Indicate names and age: _________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

 

Do you have grandchildren?  YES   NO 

Indicate names and age: __________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 

Most recent occupation: __________________________________________________________ 

 

Were you employed at the time of your stroke/accident/illness?  YES   NO 

If so, where? ___________________________________________________________________ 

 

Past occupations? _______________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 
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What was your highest level of education: 

 8th grade or less 

 9th – 11th grade 

 High school graduate 

 More than 12 years but not a college graduate  

 College graduate (4 year program) 

 Advanced degree  Please indicate _________________________________________ 

Is English your first language?   YES   NO  

 

Did you ever speak another language fluently?  YES   NO 

If yes, which languages? ___________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

 

What kind of leisure activities/hobbies did you enjoy before your stroke/accident/illness?  

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 

What kind of leisure activities/hobbies do you enjoy now?  ______________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 

Describe what you do in an average day: _____________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 

What kinds of activities would you like to be able to do but have difficulty with?  

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 

Describe the kind of difficulty you have with these activities:  

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 




