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AAC Pre-clinic Questionnaire
Dear Parent/Caregiver:

Thank you for your work and input in determining an appropriate communication system for your child/adult dependant/yourself.  The information gathered here in the questionnaire, in phone interviews, and at the clinic evaluation session will help in both determining an appropriate communication system for the client and in providing information to your health insurance company for coverage of equipment.  

The following are the steps that are involved in the evaluation:

1. Please complete the questionnaire provided.  If appropriate a treating therapist may assist you in completing sections that pertain to their work.  If there are some sections that neither you nor your therapist are sure of they may be left blank.  If they do not apply you may write NA, though a brief explanation of why they don’t apply or the information is not available would be helpful.  

2. Return the questionnaire to:Leora Miller

ChildServe

5406 Merle Hay Rd

Johnston, IA 50131
Fax: 515-727-8757   Attn: Leora Miller

3. After receiving the completed questionnaire, it is helpful for the ChildServe evaluating SLP observe the client prior to the evaluation date.  This can be done by a video recording, except in unusual cases where in person observation is efficient.  If the client is currently using a communication device or system either that they own or is borrowed it would be helpful to see that in use.  Communication systems include sign language, PECS, communication books, pointing, and/or oral speech.  The video tape/ DVD may be mailed or dropped off at the same address listed for the questionnaire.  Ideally, this video tape should be provided  as early in the process as possible. Alternatively a speech evaluation will be scheduled at ChildServe.  
4. The goal of the evaluation is to gather enough information to select an appropriate communication system.  It is critical that a parent/guardian/caregiver/ and/or person able to make the equipment decision is present.  Historically evaluations have done best where as many of the team (client, parents, school personnel, private therapists, etc) as possible are present or give input via phone or email.  Please sign release of information with your school and/or private therapists with ChildServe listed as the other party so we can dialog with the entire team.   
5. The ChildServe evaluating SLP will determine whether a single formal clinic evaluation session is advisable or whether a pre-session with just the client is indicated.  If a pre-session is indicated the family will be contacted.  A pre-session will not always be efficient or useful. A speech evaluation will function as this.  
6. Once enough information has been gathered via questionnaire, interviews, and video observation if appropriate the nurse who schedules the AAC evaluation clinic will contact the parent/guardian to schedule the exact time and date.  She will also contact the school team or others designated by the parent/client to invite to and/or inform of the clinic.  Distance from school/facility may dictate how feasible attendance is.  

7. At the conclusion of the evaluation clinic session with team input a decision will be made about what device(s) to trial through rental to support purchase of an appropriate device.  Once the rental device arrives it will be in place for four weeks maximum.  
8. At the conclusion of the rental period(s) a decision will be made with team input regarding which device to purchase.  

Thank you for your interest and effort in pursuing an augmentative and alternative communication evaluation at ChildServe.  I would love to answer any questions so please contact me via phone or email.  

Leora Miller, M.S., CCC-SLP              leorami@childserve.org                   515-727-1539
Questionnaire completed on:__________________

Client Name: ______________________________________    
DOB: _________________

Parent/Guardian(s):  _________________________________________________

Home Address: _________________________________________________

Home Phone: _________________________________________________

Parent/guardian email: _________________________________________________

Language(s) Spoken in the Home:  ____________________________________
Name of Informant: _____________________________________________________________

Facility/Daycare/School & District:_________________________________________________

School/AEA Speech Therapist (name, phone/email)___________________________________
Teacher: (name, phone/email): ______________________________________________
Other Professional: (name, phone/email): ___________________________________________
School AT: (name, phone/email): __________________________________________________

Private SLP:(name, address,  phone/email): __________________________________________

______________________________________________________________________________
Client’s physician:(name, address,  phone, fax): _______________________________________

______________________________________________________________________________
**PLEASE COMPLETE ALL SIDES/PAGES**

1. Reason for evaulation 
	□ Evaluate for first AAC System
	□ Update current system 

	□ Upgrade to new system
	□ Other:__________________________


2. Current Insurance Coverage 
	□ Private Insurance
	□ Medicaid/Title 19
	□ Insurance+Medicaid

	□ Medicare
	
	


	Primary plan: __________________________
	ID #:______________________

	Secondary plan: __________________________
	ID #:______________________


Other: __________________________________________________________________
3. Medical Background
Medical Diagnosis(es): _______________________________________________________

Communication Diagnosis (if known): ___________________________________________

	Hearing Issues:
	□ No
	□ Yes, describe:

	Vision Issues:
	□ No
	□ Yes, describe:


4. Communication Abilities
	How does client communicate now?


	□ Oral Speech
	□AAC Device
	□ Picture Board
	□ Sign
	□ PECS

	
	
	
	
	

	□ Communication book
	□ gestures
	□ alphabet board
	□ Other
	


Describe here: _________________________________________________________________

_____________________________________________________________________________
How well is client understood? (all listeners, familiar listeners only, etc) ___________________
_____________________________________________________________________________
Describe a typical daily routine (use back of sheet or another page if needed: ________________

______________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
5. Literacy Skills
	Able to recognize photographs?
	□ No
	□ Yes, describe:_______________________

	Able to recognize picture symbols (line drawings)?
	□ No
	□ Yes, describe:_______________________

	Able to recognize letters?
	□ No
	□ Yes, describe:_______________________

	Able to recognize words?
	□ No
	□ Yes, describe: ______________________

	Able to read text?
	□ No
	□ Yes, describe: ______________________

	Able to spell?
	□ No
	□ Yes, describe: ______________________


6. Physical abilities

	Can use hands to grasp?
	□ No
	□ Yes

	Can use hands to point?
	□ No
	□ Yes

	Can walk?
	□ No
	□ Yes, describe: ______________________


Better control with which hand?  □ Left   □ Right

Switches used:__________________________________________________

Moves primarily in wheelchair? □ No □ Yes,  □ Manual chair □ Power chair
If Power wheelchair, how accessed? 
	□ Joy stick  
	□ Lap tray switches

	□ head array
	□ Other:___________


Do you anticipate a change in mobility device or seating & positioning in the near future? 
□ No □ Yes, specify___________________________________________  
7. Current Therapy Services (ChildServe will need release of information to contact)
	□ Speech
	□ OT
	□ PT


Name of Providers, Agency, School, and phone: ___________________________________

______________________________________________________________________________________________________________________________________________________

	Seen Previously by ChildServe Speech therapy?
	□ No
	□ Yes


8. Additional Information 

a. Initial AAC device: If the purpose is to evaluate for a first AAC device, please answer the questions below.
	Has client had any experiences with AAC devices? 
	□ No
	□ Yes


 If yes, explain what tried and how it worked.











Anything else you would like us to know before the evaluation?













b. Replacement AAC Device: If the purpose of this evaluation is to update or upgrade the client’s current AAC system, please answer the questions below. 
1. Describe device:
	Device name:
	

	Serial Number:
	

	Software:
	

	Symbols used:
	

	# of symbols per page:
	

	How long used device:
	

	How access device (finger, switch, IR):
	


2. Describe the strengths of the current device:










3.  Describe the weaknesses of the current device:











4. Reason for upgrade/update:












5.Anything else you would like us to know before the evaluation?













Thank you for completing this questionnaire.  A therapist will review this form and contact you about the next step in the evaluation.  
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