
Los Angeles Scottish Rite Chi ldhood Language Center  Application 
 

PLEASE PRINT CL EARLY 
 

DATE _____________________________   REFERRED BY _________________________________________ 
 
 
CHILDÕS NAME ________________________________________________________________________ 
 

 First   Middle   Last 
 
AGE __________________  SEX __________________ BIRTH DATE ______/______/________ 
 

 Month  Day  Year 
 
RESIDENCE _______________________________    ______  ____________________  ____  _________ 
 

 Street Address   Apt #   City   State   Zip Code 
 
PERSON COMPLETING THIS FORM  _____________________________________________   
ARE YOU THE CHILD’S LEGAL GUARDIAN?  ___________ 
 

IF YOU ARE NOT THE CHILDÕS LE GAL GUARDI AN, PLEASE HAVE THE LE GAL GUARDI AN COMPLETE THIS FORM 
 
DESCRIBE THE CONCERN(S) YOU HAVE ABOUT YOUR CHILD: 

__________________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
 
 

MOTHERÕS INFORMATION 
 
NAME ___________________________________________   BIRTH DATE ______/______/______ 
 
PHONES:  HOME (______)_______-________   WORK (______)_______-________ CELL (______)_______-________ 
 
RESIDENCE _______________________________________ ______ _______________________  _____  __________ 
 

 Street Address   Apt #   City   State   Zip Code 
 
HIGHEST LEVEL OF EDUCATION ____________________________  OCCUPATION ______________________________ 
 

FATHERÕS INFORMATION 
 
NAME ___________________________________________   BIRTH DATE ______/______/______ 
 
PHONES:  HOME (______)_______-________   WORK (______)_______-________ CELL (______)_______-________ 
 
RESIDENCE _______________________________________ ______ _______________________  _____  __________ 
 

 Street Address   Apt #   City   State   Zip Code 
 
HIGHEST LEVEL OF EDUCATION ____________________________  OCCUPATION ______________________________ 
 
IN CASE OF EMERGENCY  Person (friend or relative) to contact when parent or guardian is not available: 
 

NAME ________________________________  HOME PHONE (______)_________-_________ 
 

RELATIONSHIP TO CHILD ________________________________ 
 

Page 1 of 5 
 
SPEECH OR LANGUAGE CONCERNS 
 
1. WHAT CONCERNS YOU ABOUT YOUR CHILD’S COMMUNICATION? 
________________________________________ 



 
2. WHO NOTICED THE PROBLEM FIRST? _________________________________  WHEN? _____________________ 
 
3. DOES YOUR CHILD SEEM EMBARRASED OR FRUSTRATED ABOUT HIS/HER SPEECH PROBLEM? 
 
 ______________________________________________________________________________________________ 
4. DESCRIBE ANY CHANGES IN YOUR CHILD’S SPEECH OR LANGUAGE IN THE PAST SIX MONTHS: 
 
 ______________________________________________________________________________________________ 
5. WHAT EFFORTS HAVE BEEN MADE TO HELP YOUR CHILD WITH SPEECH/LANGUAGE AT HOME? 
 
 ______________________________________________________________________________________________ 
6. WHAT PROBLEMS OTHER THAN SPEECH OR LANGUAGE DOES YOUR CHILD HAVE THAT WORRY YOU? 
 
 ______________________________________________________________________________________________ 
7. WHAT SPECIFIC QUESTIONS ABOUT YOUR CHILD DO YOU WANT ANSWERED? 
 
 ______________________________________________________________________________________________ 
8. IS YOUR CHILD ADOPTED?  yes / no DATE ____________   A FOSTER CHILD?  yes / no DATE ____________ 
 
HOW I S YOUR CHILD AT: 
 
1. FOLLOWING DIRECTIONS   good / fair / poor    
2. CARRYING ON A CONVERSATION good / fair / poor 
3. BEING UNDERSTOOD BY PARENTS:   good / fair / poor  SIBLINGS:   good / fair / poor   
  PLAYMATES:  good / fair / poor  OTHER ADULTS: good / fair / poor 
4. HOW DOES YOUR CHILD ENTERTAIN HIM/HERSELF WHEN ALONE? ______________________________________ 
5. HOW DOES YOUR CHILD INTERACT WITH OTHER CHILDREN? ___________________________________________ 
6. HOW MUCH SUPERVISION AND ATTENTION DOES YOUR CHILD REQUIRE? 
________________________________ 
7. WHAT ACTIVITIES DOES YOUR CHILD ENJOY? _______________________________________________________ 
 
MATERNAL HEALTH DURING PREGNANCY/BIRTH HI STORY 
 
1. MOTHER’S PHYSICAL HEALTH DURING PREGNANCY:  good / fair / poor 
2. MEDICATIONS TAKEN DURING PREGNANCY ___________________________  WHICH MONTH(S)? _____________ 
3. LENGTH OF PREGNANCY _________________________________________ 
4. CHILD’S BIRTH WEIGHT  _________________________________________ 
5. TYPE OF DELIVERY:   normal / breech / cesarean 
6. IF CESARIAN, WHAT WAS THE REASON? ____________________________________________________________ 
7. WAS LABOR INDUCED? yes / no 
8. WHAT MEDICATIONS WERE GIVEN TO THE MOTHER? _________________________________________________ 
9. WHAT MEDICATIONS WERE GIVEN TO YOUR CHILD? _________________________________________________ 
10. HOW LONG WAS LABOR?  _______________________________________ 
11. HAS YOUR CHILD BEEN DIAGNOSED WITH ANY SYNDROME OR CONDITION?  yes / no  
 IF YES, WHICH ONE? ____________________________________________________________________________ 
12. WERE ANY OF THE FOLLOWING PRESENT AT YOUR CHILD’S BIRTH?   
  I f  yes, explain. 

• CORD WRAPPED AROUND NECK yes / no ____________________________________________________ 
• JAUNDICE yes / no ____________________________________________________ 
• CONVULSIONS / SEIZURES yes / no ____________________________________________________ 
• HEART PROBLEMS yes / no ____________________________________________________ 
• CYANOSIS (bluish discoloration) yes / no ____________________________________________________ 
• OXYGEN ADMINISTERED yes / no ____________________________________________________ 

 IF YES, HOW LONG? __________________________________ 
• SUCKING OR FEEDING PROBLEMS yes / no ____________________________________________________ 
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DEVELOPMENTAL  HI STORY 
 
1. DID SPEECH OR LANGUAGE EVER SEEM TO STOP? yes / no        
2. CAN YOUR CHILD ANSWER QUESTIONS?   yes / no          
3. CAN YOUR CHILD RELATE FACTS VERBALLY?   yes / no        
4. APPROXIMATELY HOW LARGE IS YOUR CHILD’S VOCABULARY? 
__________________________________________ 



5. COMPARED TO OTHERS IN THE FAMILY, WAS SPEECH DEVELOPMENT:  fast / slow / average 
 
6. AT WHAT AGE DID YOUR CHILD DO THE FOLLOWING: 
 SIT UNSUPPORTED ____________________  BEGIN SAYING WORDS  __________________   
 CRAWL  ____________________ PUT 2-3 WORDS TOGETHER  __________________ 
 WALK  ____________________ ACHIEVE BLADDER CONTROL __________________ 
 BABBLE  ____________________ ACHIEVE BOWEL CONTROL  __________________ 
 
7. HAS YOUR CHILD EVER HAD:   I f  yes, explain. 

• MUMPS yes / no _______________________________________________________ 
• MEASLES yes / no _______________________________________________________ 
• CHICKEN POX yes / no _______________________________________________________ 
• FREQUENT HEADACHES yes / no _______________________________________________________ 
• MENINGITIS yes / no _______________________________________________________ 
• DIABETES yes / no _______________________________________________________ 
• EAR ACHES / INFECTIONS yes / no _______________________________________________________ 
• ASTHMA yes / no _______________________________________________________ 
• TUBERCULOSIS yes / no _______________________________________________________ 
• TONSILLECTOMY yes / no _______________________________________________________ 
• ADENOIDECTOMY yes / no _______________________________________________________ 
• POOR COORDINATION yes / no _______________________________________________________ 
• ENCEPHALITIS yes / no _______________________________________________________ 
• TONSILLITIS yes / no _______________________________________________________ 
• BROKEN BONES yes / no _______________________________________________________ 
• CEREBRAL PALSY yes / no _______________________________________________________ 
• ANEMIA yes / no _______________________________________________________ 
• MENTAL RETARDATION yes / no _______________________________________________________ 
• ALLERGIES yes / no _______________________________________________________ 
• HOSPITALIZATIONS yes / no _______________________________________________________ 
• SURGERIES yes / no _______________________________________________________ 
• FEVERS (of 104 or more for longer than 24 hours)?  yes / no   WHEN? _____________________________  

 
8. WHAT MEDICATIONS IS YOUR CHILD TAKING? _______________________________________________________ 
9. PLEASE LIST ANY FOOD OR PHYSICAL RESTRICTIONS THAT YOUR CHILD HAS: 
____________________________ 
 ______________________________________________________________________________________________ 
10. IS YOUR CHILD’S GENERAL HEALTH:  good / fair / poor 
 
11. CHILD’S WEIGHT _____________________________   CHILD’S HEIGHT ________________________   
 
VISION 
 
1. HAS YOUR CHILD’S VISION BEEN TESTED?   yes / no   WHEN? _____________________________ 
 BY WHOM? __________________________________   RESULTS ____________________________ 
 
HEARING 
 
1. HAS YOUR CHILD’S HEARING BEEN TESTED?  yes / no   WHEN? _____________________________ 
 BY WHOM? __________________________________   RESULTS ____________________________ 
2. DO YOU THINK YOUR CHILD HEARS ADEQUATELY?   yes / no 
3. IS YOUR CHILD’S HEARING CONSTANT OR DOES IT VARY DEPENDING ON THE SITUATION? 
__________________ 
4. DOES YOUR CHILD WEAR A HEARING AID?   yes / no   EAR(S) FITTED _______________________ 
 DAILY WEARING TIME _________________________   OTHER ___________________ 
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5.  DOES YOUR CHILD DO THE FOLLOWING: 

• TURN TOWARD THE SOURCE OF SOUND yes / no   
• LISTEN WELL IN THE PRESENCE OF NOISES yes / no   
• IGNORE ENVIRONMENTAL SOUNDS (e.g. fire engine) yes / no   
• RESPOND CONSISTENTLY TO SOUND yes / no   
• NEED TO HAVE SPOKEN INFORMATION REPEATED yes / no   
• FOLLOW INSTRUCTIONS yes / no   

 
6. HAS YOUR CHILD HAD:   I f  yes, please explain. 

• FREQUENT EAR INFECTIONS yes / no  ____________________________________ 



• DRAINAGE OF PUS FROM EAR(S) yes / no  ____________________________________ 
• DRAINAGE OF BLOOD FROM EAR(S) yes / no  ____________________________________ 
• DIZZINESS OR BALANCE PROBLEMS yes / no  ____________________________________ 
• EAR DEFORMITY yes / no  ____________________________________ 
• TUBES INSERTED yes / no  ____________________________________ 

 
EDUCATIONAL HI STORY 
 
1. WHAT SCHOOL DOES YOUR CHILD PRESENTLY ATTEND? _______________________________________________ 
 

 GRADE __________________   TEACHER’S NAME ______________________________ 
2. IS YOUR CHILD ENROLLED IN SPECIAL EDUCATION?  yes / no   
 TYPE OF SPECIAL DAY CLASS _____________________________________________________________________ 
3. HOW IS YOUR CHILD’S GENERAL SCHOOL PERFORMANCE? good / fair / poor 
 

4. PLEASE LIST YOUR CHILD’S:   BEST SUBJECT 
 _____________________________________________  
 

  MOST DIFFICULT SUBJECT
 _____________________________________________   
5. HAS YOUR CHILD EVER BEEN IN A SPECIAL EDUCATION CLASSROOM?  yes / no   
 WHAT TYPE? ___________________________________   FOR WHAT? __________________________________ 
6. HAS YOUR CHILD EVER RECEIVED RESOURCE TEACHER HELP?  yes / no   
 IF YES, FOR WHAT? _____________________________________________________________________________ 
7. HAS YOUR CHILD EVER BEEN RETAINED?   yes / no   WHAT GRADE? ______________________________ 
 

8. HAS YOUR CHILD EVER BEEN TESTED AT SCHOOL? yes / no WHEN? 
____________________________________ 
 

 BY WHOM? _____________________________________  RESULTS __________________________________ 
9. WHERE ELSE HAS YOUR CHILD BEEN EVALUATED? 
  

 AGENCY     DATE     DIAGNOSIS     RECOMMENDATIONS 
 

 _______________________ ____________ _________________________ ________________________ 
 

 _______________________ ____________ _________________________ ________________________ 
 

 _______________________ ____________ _________________________ ________________________ 
 

PLEASE ATTACH COPIES OF AL L  REPORTS SO THAT WE MAY PROCESS  
YOUR APPLICATION IN A TIMELY MANNER. 

 
PSYCHOSOCIAL  HI STORY 
 
1. FOR YOUR CHILD’S AGE, DO YOU CONSIDER HIM/HER TO BE (circle one):  socially mature / immature / average 
 
2. DOES YOUR CHILD EXHIBIT ANY OF THE FOLLOWING?     
  I f  yes, please explain. 

• NAIL BITING yes / no  __________________________________________________ 
• THUMB SUCKING yes / no  __________________________________________________ 
• PACIFIER USE yes / no  __________________________________________________ 
• AVOIDANCE OF CERTAIN FOODS yes / no  __________________________________________________ 
• SLEEPING PROBLEMS yes / no  __________________________________________________ 
• FREQUENT CRYING yes / no  __________________________________________________ 
• FREQUENT TANTRUMS yes / no  __________________________________________________ 

  
Page 4 of 5 

  
FAMILY HI STORY 
 
1. CIRCLE YOUR FAMILY SITUATION REGARDING RELATIONSHIPS:  married / divorced / single parent / other 
 
2. INFORMATION ABOUT YOUR HOUSEHOLD: 
 
 NAMES OF DAUGHTERS / SONS   AGE   SEX 
 
 1.  ___________________________________________ _______________ _______________  
 2.  ___________________________________________ _______________ _______________  
 3.  ___________________________________________ _______________ _______________  
 4.  ___________________________________________ _______________ _______________  



 5.  ___________________________________________ _______________ _______________  
 6.  ___________________________________________ _______________ _______________  
 7.  ___________________________________________ _______________ _______________  
 8.  ___________________________________________ _______________ _______________  
 
  
 OTHER HOUSEHOLD MEMBERS    RELATIONSHIP TO YOUR CHILD 

 
1.  ___________________________________________ __________________________________________ 
2.  ___________________________________________ __________________________________________ 
3.  ___________________________________________ __________________________________________ 
4.  ___________________________________________ __________________________________________ 

 
3. HAS ANY MEMBER OF YOUR CHILD’S FAMILY HAD:    

  I f  yes, please explain. 
• SPEECH OR LANGUAGE PROBLEMS yes / no  _______________________________________________ 
• HEARING PROBLEMS IN CHILDHOOD yes / no  _______________________________________________ 
• LEARNING DISABILITIES yes / no  _______________________________________________ 
• CLEFT LIP OR PALATE yes / no  _______________________________________________ 
• MENTAL RETARDATION yes / no  _______________________________________________ 
• OTHER (please specify) yes / no  _______________________________________________ 

 
LANGUAGES SPOK EN I N THE HOME 
 
1. WHAT LANGUAGES ARE SPOKEN AT HOME?
 __________________________________________________________ 
 
2. WHAT LANGUAGE IS MOST COMMONLY USED BY THE PARENTS AT HOME?
 _______________________________ 
 
3. WHAT LANGUAGE IS MOST COMMONLY USED BY THE CHILD WHEN CONVERSING WITH: 
  

 PARENTS  ___________________________________ 
  

 SIBLINGS  ___________________________________ 
  

 FRIENDS ___________________________________ 
 

WE MUST RECEIVE THI S APPLI CATI ON 
 

NO LATER THAN 30 DAYS  
 

AFTER THE DATE IT WAS SENT TO YOU. 
 
 

FOR OFFICE USE ONLY 
 
 

SENT  _____________________________  RECEIVED _____________________________ 
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