History of Problem (Fluency)

All questions on both pages must be answered.

Describe the speech problem as it is now:

Who first noticed the speech problem? When?

Did anything unusual happen related to the onset of the problem(explain)?

Describe the speech problem when you first started to stutter:

How did your parents/family/peers react at the onset?

Has your speech problem changed over time?

Any previous assessments? Y N If so, Where? By whom?

What was the diagnosis?

What were the recommendations?

Any previous treatment? Y N Where? With whom?

Please attach or have sent copies of any relevant reports from other agencies.

Describe any techniques taught and/or used:

Did you feel any of these techniques were beneficial? Y N Why or why not?

Rank the following as to communicative difficulty, from 1 to 5 (1=easiest; 5= difficult)

Family: Friends: Peers: Authority figures: Strangers:

How do other people currently feel about/react to the problem?

Do you avoid certain speaking situations? Y N Which ones? (e.g., phone, ordering at restaurant, parties)

Do you avoid specific sounds and/or words? (describe)

Are there times when the problem is better or worse? (describe)

What have you done to help alleviate or eliminate the stuttering?

Has your communication difficulty affected your social life? Y N If so, explain:




If you didn't have a speech problem how would your life be different?

Reason for interest in evaluation now:

What do you hope to gain from this evaluation?

What do you hope the outcome of treatment will be?

Other information you would like us to know:
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