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Patient Name: ____________________ 
Date of Birth: _____________________ 

Adult Fluency History Form 

Patient Name: ____________________________________________________________________________ 

Date of Birth:____________________________________ Today’s Date:______________________________ 

Please list those living in your home and their relationship to you: ____________________________________ 

________________________________________________________________________________________ 

Primary Concern(s) of today’s visit: _______________________________________________________ 
________________________________________________________________________________________ 

Health History 
YES NO 

□ □ Any illnesses, injuries, or complications in childhood? 
If yes, describe (including date and treatment): ______________________________________ 
Please list any current or past conditions: ___________________________________________ 
____________________________________________________________________________ 

□ □ Are you taking any medications? 
If yes, please list dosage and frequency: ___________________________________________ 
____________________________________________________________________________ 

□ □ Is there a family history of speech, language, or learning problems?  
If yes, please explain (include syndromes, dysfluencies/ stuttering, speech/ languages 
impairments): ________________________________________________________________ 

□ □ Has your vision been tested?  
If yes, please indicate results: ____________________________________________________ 

□ □ Do you have any allergies? 
If yes, please describe: _________________________________________________________ 

Vocation 
YES NO 

□ □ Are you currently employed? 
If yes, what is your occupation? __________________________________________________ 

□ □ Are you currently a student?  
If yes, where do you attend school? _______________________________________________ 
Please describe how often you are required to speak at work and/ or school (i.e. for 
presentations, meetings, etc.): ___________________________________________________ 
____________________________________________________________________________ 

Social History  
What language(s) is/ are spoken in your home?__________________________________________________ 

What kinds of social activities do you participate in (i.e. Church, book groups, clubs, etc.)? ________________  

________________________________________________________________________________________ 
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Patient Name: ____________________
Date of Birth: _____________________

Fluency and Stuttering 
When did your dysfluencies or stuttering first start or become noticeable? _____________________________ 

Is there a family history of stuttering? �YES �NO

If yes, please list family member:________________________________________________________ 

How does your family typically respond to your stuttering? _________________________________________ 

________________________________________________________________________________________

How do your friends and/or co-workers typically respond to your stuttering? ____________________________

________________________________________________________________________________________

Are there times you notice reduced stuttering? �YES �NO

If so, when? ________________________________________________________________________ 

Have you previously received speech therapy? �YES �NO

If yes, when and what about the treatment beneficial or not? __________________________________ 

__________________________________________________________________________________

Please identify characteristics of your stuttering: 
Repeat parts of words (ca-ca-cat) � Excessive or unusual eye blinking
Repeat whole words (my-my-my games) Excessive or unusual hand or body movements
Repeat phrases Avoid eye contact
Prolong sounds Avoid certain words
Block (often feels like words get stuck) Unusual changes in loudness or pitch
Demonstrates tension in face or body

Other: ____________________________________

Please rate your stuttering severity on a scale of 1-7 (1= no stuttering, 7= severe stuttering): ______________ 

My goal for therapy is: ______________________________________________________________________ 

________________________________________________________________________________________

Please provide any additional information that you feel may be relevant or that you’d like us to know. Your 

comments and opinions are very important. _____________________________________________________ 

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

Interjections (um, like, you know)
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Patient Name: ____________________
Date of Birth: _____________________

Self-Perception of Stuttering Severity 
Never Some-

times
Half the 
time

Most of 
the time

Always

2
2
2
2
2
2
2
2

1 2

1 2

1 2
1 2
1 2

1 2
1 2
1 2
1 2
1 2
1 2

1 2

1 2

1 2
1

A.  How often do you stutter:
With close family and friends? 
With co-workers and acquaintances?  
With strangers? 
When tired? 
When anxious or stressed? 
When on the phone? 
When in groups? 

B. How often do you: 
Avoid speaking or leave certain situations because you 
might stutter? 
Not say what you want to say? (i.e. change words, avoid 
words, don’t respond to questions, change your order to 
something easier to say) 
Think about your stuttering? 
Feel your stuttering interferes with achieving your goals? 
Feel a lack of confidence in your speaking abilities?

C.  Because of your stutter, how often is it difficult for
you to: 
Talk when there is time pressure 
Talk in front of a large group of people 
Talk on the telephone 
Start a conversation with people (i.e. introduce yourself) 
Participate in social events (i.e. make small talk at parties)
Give oral presentations or speak in front of other people 
at work 
Talk with co-workers or other people at work (i.e. interact 
during meetings) 
Talk with your supervisor or boss

How much does stuttering interfere with your:
Relationships with other people 
Sense of control over your life 

Total: A. Frequency: _______ B. Reaction: _______ C. Communication in Daily Situations: _______ 
D. Quality of Life: _______ Total: _______ Percent Change: _______ 

For clinic use: Pre-treatment Post-treatment 

1
1
1
1
1
1
1
1

Never Some-
times

Half the 
time

Most of 
the time

Always

Never Some-
times

Half the 
time

Most of 
the time

Always

Never Some-
times

Half the 
time

Most of 
the time

Always

1 2
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Patient Name: ____________________ 
Date of Birth: _____________________ 




