Gail M. Van Tatenhove, P.A.

Augmentative/Alternative Communication Specialist

Speech-Language Clinician, MS., CCC-SLP

Pre-Evaluation Form – Sent/Received Back PRIOR to the Evaluation


PRE-ASSESSMENT INFORMATION

INSTRUCTIONS:  Answer all questions as thoroughly as possible.  Use a separate page to include additional information you feel is necessary.  Mark N/A to all questions that are not applicable to the person.  Return the form ASAP to:  Gail M. Van Tatenhove, 8322 Tangelo Tree Drive, Orlando, FL  32836-5437.  Thank you.

Personal Information

	Name of Person:
	
	Date of Birth:
	Sex:

	Place of Residence:
	
	Primary Medical Diagnosis:

	Address:
	
	Secondary Medical Diagnosis:

	
	
	Home Telephone:
	

	
	
	Work Telephone:
	

	Email:
	
	Cell Phone:
	


	Social Security #:
	
	Fax:
	

	Insurance Carrier:
	
	Medicaid #:
	

	Insurance ID #:
	
	Medicare #:
	

	Insurance Sponsor:
	
	Insurance Phone #:
	


	Advocate/Guardian:
	
	Telephone:
	

	Address:
	
	Cell Phone:
	

	
	
	Fax:
	

	
	
	Email:
	


Informant Information
	Name of Person Completing Form:
	
	
	Relationship to Person:
	

	Telephone:
	
	
	Fax:
	

	Cell Phone:
	
	
	Email:
	


Please include a copy of these reports, as available.
_____  speech-language therapy report


_____ psychological report

_____  physical therapy report



_____ educational report

_____  occupational therapy report



_____ support/rehabilitation plan
​​​_____  other:  

PHYSICAL ABILITIES:

1.
How would you describe the person’s general physical abilities and/or challenges? 

2.
Are the person’s challenges (1) developmental (since birth) or (2) a result of a traumatic event?  (circle)    1    |    2
3.   Describe the person when he/she is doing the following:

	Sitting
	

	Walking
	

	Holding or carrying things
	

	Using his/her hands
	

	Other:
	


4.
Does the person have:



	a wheelchair (manual/power)
	yes  | no  Describe:

	lap tray on wheelchair
	yes  | no  Describe:

	braces (hands/feet/body)
	yes  | no  Describe:

	walker
	yes  | no  Describe:

	stander
	yes  | no  Describe:

	glasses
	yes  | no  Describe:

	hearing aid(s)
	yes  | no  Describe:

	other
	yes  | no  Describe:


5.
Are there any special medical problems?  yes  |  no    Describe.

6. 
Please list the person’s medications and why he/she is taking it

	Medication
	Purpose

	
	

	
	

	
	

	
	

	
	


7.
Are there any behavioral problems?  yes  |  no     If YES, describe them.
8. 
What happens to the client’s body when he/she tries to talk?
9.
Circle which parts of his body the person can voluntarily control.

head          arm
          fingers          elbow          foot          toe          fist          eye          other:

10.
If the person would use a device, what way of operating the device do you think he/she might use? (circle)

point with a finger/thumb



point with his/her fist

use a light on his/her head



look at the word he/she wants

use a switch to scan to the words


point with a head stick

11.
If the person is currently using a switch, what kind of switch is it and where is it placed?

12.
If the person is in a wheelchair, do you feel he/she is well positioned and comfortable in the chair?

COMMUNICATION AND INTERACTION SKILLS:

1. Have any recent speech-language assessments been completed with the person     yes  |  no           What were the results?  
2.
How does the person answer yes/no questions?  Describe.
3.  
Who best understands the person and why?
4.
What is your estimate of the person’s ability to: (describe)

· understand directions/commands?
· understand new words?

· understand conversations of adults?

· play with people his/her own age?

· express general feelings?

· express specific ideas, like why he/she is crying or the name of a person or thing he wants?

· make choices

5.
When the person is trying to tell you a specific idea (like something that happened at home), but he/she isn't being understood, does he/she ….
	realize that he/she is NOT understood
	yes  | no  Describe:

	keep repeating until he/she is understood
	yes  | no  Describe:

	get angry or frustrated or cry
	yes  | no  Describe:

	quit and do something else
	yes  | no  Describe:

	quit and stop talking
	yes  | no  Describe:

	other:
	yes  | no  Describe:


6.
Describe how the person tells you when he/she ….



is feeling happy or sad?
is hungry or thirsty?

needs helps with something?
wants something to stop?

wants more of something?

wants a specific object?

wants a specific person?

wants to do something specific

7.
What, if any kinds of, everyday technology or devices does the person use (or try to use)?  Examples:  TV remote control, iPad or other similar tablet, video game, electronic toys.  
8.
What specific communication questions and concerns do you want addressed during this assessment?

9.
What long-term communication goals do you have for the person?

VOCATIONAL TRAINING and/or DAY PROGRAM:


1.
Is the client receiving vocational training or attending a day program?  yes  |  no    Describe the vocational training or day program.

2. 
What does the client do at the training or day program?

3.
Does the client receive any Adult Basic Education or other educational classes at the vocational training or day program?    
yes  |  no    Describe
4.
Can the person read or write?    yes  |  no    Describe
5.
Does the person have any experience using computers?    yes  |  no    Describe
6.
Does the training or day program have any therapists who work or consult there who are willing to provide support for use of the person's communication device?    yes  |  no    If YES,  who?  
7.
Who supervises staff at the program?

· What is the staff’s experience and/or attitude about working with people who communicate using AAC systems?     Describe:   

· Is there administrative support and/or a policy about supporting people who use AAC system who are attending the program 
yes  |  no   |  maybe  | don’t know
AUGMENTATIVE COMMUNICATION:
1.
Does the person already use an augmentative communication device or mobile device with an app?      yes  |  no          If YES, please name the device/app and who owns it.
2.
Has sign language been used or is being tried?     yes  |  no          If YES, describe.
3.
Does the person have a manual communication board, book or eye point display?             yes  |  no          If YES, describe below:
	What is the style of the manual system?
	

	What is the size of the board/book?
	

	How many words are in the board/book?
	

	How many words are there per page?
	

	How are the words represented?
	

	How does the person pick a word?
	

	How long has it been used?
	

	Who uses it with him/her?
	

	How is the system transported?
	

	Who made it and/or maintains it?
	

	Why does the person need more than this board, book, or display?
	


4.
Have any other AAC device(s) been tried or suggested?     yes  |  no     If YES, please describe them.   Charts are provided for 2 trialed/suggested devices.  Add a separate page if needed.
	Name of the device(s)
	

	How did the person operate it?
	

	What size or how many keys were there?
	

	Where was it used?
	

	How long was it used?
	

	What was programmed in it?
	

	Is it being used now?
	


	Name of the device(s)
	

	How did the person operate it?
	

	What size or how many keys were there?
	

	Where was it used?
	

	How long was it used?
	

	What was programmed in it?
	

	Is it being used now?
	


5.
If the person is in a wheelchair and had an AAC device in the past, how was the device transported with the person?  (circle)     
on the laptray   |  with a mounting system  |  carried by someone  |  other
6. 
If the person had a mounting system for an AAC device, 

· Do you know where it is?
yes  |  no          


· Is it in working order?    
yes  |  no          



· Does that mounting system fit his/her current wheelchair?  
yes  |  no          
7.
Does the person use any type of switches to operate things?   yes  |  no      If YES, describe:

· What part of the body does the person use to activate the switch?

· Where are the switches located on his/her body?

· How are the switches mounted or stabilized?

· What kind of things does the person control with a switch?

· How good is the person controlling his/her timing in hitting the switch at the right time?

8.
If a dedicated speech generating device is recommended, will the person be using Medicare or Medicaid funding?    yes  |  no          
9. 
If a mobile device (e.g., tablet, iPad) is recommended with a communication app, how will the recommended device and app be funded?  
OTHER:  What final thoughts would you like to leave me with about this person?
Thank you for completing this form.   
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