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Speech Therapy Evaluation / Assessment

Child’s Name:




























Medicaid #














	DOE:
	DOB:
	CA (in months):
	AA (in months):

	Start:
	Stop:
	Location:

	Check Appropriate:  

(Initial


(6MR


(Annual


(Individual Evaluation


(Re-evaluation

	Parent(s) / Caregiver(s) Interviewed:
	Language(s):

	Medical Diagnosis (from medical doctor):
	Medication(s):

	Functioning Levels / Status

	DAYC:
	Feeding / Oral Motor:

	Rossetti:
	Receptive Language:

	Other:
	Expressive Language:

	Vision:
	Pragmatics:

	Hearing:
	Articulation / Intelligibility:

	Middle Ear Function:
	Fluency:


Parent / Caregiver Concerns:


















































































Routines / Activities Affected by Communication / Oral Motor Concerns:
1. Strategies to use within routines / activities:




































































































































































2. Who can do these strategies?




















































3. When can these strategies be done?


















































4. How much and what kinds of support do you need?
















































5. Is assistive technology needed?




















































6. Transition Plan Considerations:



















































In consultation with the decision making team the following recommendations are being made:
	Check Appropriate:  
	(Role Release:
	(Consultation with staff or family:
	(Direct Therapy by ST:
	(Home Strategies:
	(Re-eval:

	
	
	
	
	
	

	
	
	
	
	
	


Additional Information:























































Staff Signature, Title & Date:
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