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Speech Questionnaire 

Speech Sounds: 

-What percent of your child’s speech do you understand? ____  What percent do family members 
understand? ___  What percent of strangers unfamiliar to the child understand? ___  What percent do 
peers understand? ___ 

-Does your child repeat sounds, syllables, or words when talking? ________________________ 

-Does your child omit or add sounds to words? ________________________________________ 

-Does your child require the T.V. or radio to be turned up louder than normal?_______________ 

-Does your child respond to his/her name?_____________________________________________ 

-How does your child respond if not understood or asked to repeat themselves? 
_____________________________________________________________________________________
___________________________________________________________________________ 

-Does your child like to talk? _______________ 

-What really motivates your child? __________________________________________________ 

Language: 

-How many words is your child using consistently?   

 0-10___    10-50___    50-100___    100+___ 

-Does your child talk with family_____  peers_____ 

-Can your child follow simple directions with ease? ___________ 

-How does your child communication with you? 

 Gestures/pointing _____    Sounds_____    Words_____    Signs_____ 

-How does your child show affection? ________________________________________________ 

-Does your child make eye contact with others?________  

-Can your child respond to yes/no questions when needed?_____________ 
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-Can your child point to pictures?________ 

-Does your child play appropriately with different toys?_________ 

What toys?_________________________________________________________________ 

-How often does your child require time out for behavior?_______________________________ 

-Does your child have difficulty answering “WH” questions? _____________________________ 

-Can your child remember simple songs and gestures? (Ex. If your Happy or Itsy Bitsy Spider) 

 

-If your child is older than 4 years old, Can he/she re-tell a short story? ___________________ 

Feeding: 

-Do you feel your child has any feeding problems?__________ 

-If “yes” how serious do you feel they are? ___________________________________________ 

-How does your child eat? (self-feed or require assistance, use fingers and/or utensils, etc)                                  
________________________________________________________________________________ 

-How long does your child take to finish a particular meal? 
________________________________________________________________________________ 

-Can your child use a straw?________ 


