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                                                  STUDENT INFORMATION FORM

Client Information
Name of person being evaluated______________________________________________________________________________

Address_________________________________________________City_________________________________Zip___________
Phone:   Home _________________________      Phone__________________________    Cell ____________________________       
E-mail address_____________________________________________________________________________________________
Date of birth_________________________Age_________Are you currently enrolled in school?___________________________

Name of school___________________________________________________    Highest grade completed___________________

Are you currently employed?_______________Occupation_________________________________________________________

Employer’s name and address:________________________________________________________________________________

Referred to SLD Center by____________________________________________________________________________________

Age at entering school_______________________________               Grades repeated____________________________

Schools attended:





Grade:

________________________________________________

________________________________


________________________________________________

________________________________

________________________________________________

________________________________

Name of Spouse____________________________________________ Occupation_____________________________________

Spouse’s place of employment _______________________________________________________________________________

Father’s Occupation________________________________________  Highest grade completed___________________________

Mother’s Occupation________________________________________ Highest grade completed___________________________

Have any other family members experienced difficulty with reading or spelling?________________________________________

_________________________________________________________________________________________________________

Nationality (optional)   Caucasian_____  Hispanic/Latino_______  African-American______ Asian/Pacific Islander____
  

                                         Native American_____   Other____________________________________________________

List your hobbies or interests________________________________________________________________________________

What did you find most frustrating in school?____________________________________________________________________

In what areas were you most successful?________________________________________________________________________

Do you read for pleasure?________  What do you read?___________________________________________________________

Have you ever had a hearing loss?_____________________________________________________________________________

Have you ever experienced vision problems?____________________________________________________________________

Do you wear glasses?_______________  Last eye exam____________________________________________________________

Has your reading disability affected your social life, personal relationships, or self-confidence?____________________________
_________________________________________________________________________________________________________

At what age did you begin having a reading, spelling, or writing problem?______________________________________________

What special help did you receive in school?_____________________________________________________________________

Did you ever confuse the direction of letters?____________________________________________________________________

Are you:      left-handed________        right-handed _________         ambidextrous _________
Coordination is:     good ______        fair ______          poor______
Do you have difficulty distinguishing left from right?_______________________________________________________________

Were you a full-term baby?________________________________  Are you epileptic?___________________________________

Have you ever had a serious head injury?________________________________________________________________________

Have you ever been examined by a neurologist?__________________________________________________________________

What were the results?______________________________________________________________________________________

Do you have allergies?________ Please specify___________________________________________________________________

Were you ever on medication for hyperactivity or attention deficit disorder?___________________________________________
Have you ever had speech therapy?_________________  Do you ever have difficulty finding the right words to express yourself?__________________________________________________________________________________________________
Do you have trouble following verbal directions?_________________________________________________________________

Do you have trouble concentrating?____________________________________________________________________________

What are your career goals?__________________________________________________________________________________
_________________________________________________________________________________________________________

Signature ____________________________________________________________________ Date________________________

