
It Takes Two to Talk® -

The Hanen Program@ for Parents of Children with Language Delays 

General lnforniation Forni 

Date: 
--------------

Child's name: 
-----------

Date of birth (dd/mm/yy): ____ _ 

Mother's name: Father's name: 
------------

Address: 
---------------------------------

Phone: (home) 
----------

(mother work) 
------------

(father work) 
-----------

Mother's occupation: ______ _ Father's occupation: _________ _ 

Family doctor/pediatrician: _____________________ _ 

Siblings: ____________________________ _ 

In which language do you speak to your child most/all of the time? _____ _ 

In which language do you speak to your spouse/partner? __________ _ 

Child's day-care centre/preschool: __________________ _ 

Medical diagnosis (if applicable) (ASD, cerebral palsy, hydrocephalus, Down syndrome,

seizures, etc.): 
-------------------------------

Medical history (please provide any significant information regarding your child's birth, 

health during infancy, allergies, seizures, hospitalizations, etc.) 
-------------

Does your child have a history of hearing difficulties? D Yes D No 

Results of latest hearing tests: 
-----------------------
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