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SPEECH  THERAPY 




Name:____________________________







ID#    ____________________________









Date of Birth ____/____/____  Age ____

Medicaid □

Other □
PROBLEMS/ DIAGNOSIS

1. __________________________________

      4. ______________________________________

2. __________________________________

      5. ______________________________________

3. __________________________________

      6. ______________________________________

LONG-TERM GOALS

1.__________________________________________________________________________

2.__________________________________________________________________________

3.__________________________________________________________________________

SHORT-TERM GOALS

1.__________________________________________________________________________

2.__________________________________________________________________________

3.__________________________________________________________________________

4.__________________________________________________________________________
INTERVENTIONS TO INCLUDE:

1. ___________________________________

4.__________________________________________

2. ___________________________________

5. __________________________________________

3.   ___________________________________              6. __________________________________________

FREQUENCY/ DURATION ________________________________________________________________


Physician notified □
ADDITIONAL SERVICES NEEDED:_________________________________________________________

Requires physician order.

REHAB POTENTIAL: □ Excellent  □  Good  □ Fair   □ Poor □ Guarded □ Other
DISCHARGE PLANNING: ___________________________________________________________
CAREGIVER INFORMED: □ Yes     □ No  reason ________________________________________________
PHYSICIAN:__________________________________
ADDRESS:  __________________________________

         __________________________________
        Mailed:__________________________

Therapist Signature  _________________________________ 

Date ________________________

Additional order  □ No  □ Yes     if yes, requires physician signature

Physician signature ____________________________________         Date ________________________
SPEECH  THERAPY
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NAME: _________________________________________________  ID# _____________________________

Medical history and background information: _____________________________________________________

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Home Environment_________________________________________________________________________

_________________________________________________________________________________________

NUTRITIONAL ASSESSMENT

	Warning signs of poor nutritional health
	YES
	NO

	Child has an illness or condition that changed the kind and /or amount of food they eat
	
	

	Child > 1 year refuses all solid foods orally (consumes only liquids)
	
	

	Child has diarrhea at least one time daily
	
	

	Child has chronic constipation requiring use of laxative products.
	
	

	Child has difficulty sucking and/or swallowing 
	
	

	Child has lost or gained weight recently
	
	

	Child has not taken vitamin/mineral supplement in the past year
	
	

	Child is a “picky” eater, i.e. excludes one or more food groups
	
	

	Child often complains of stomach pains 
	
	

	Child has a known food allergy
	
	

	Child vomits one or more times daily
	
	

	Child is < 10% or > 90 % on the growth chart. 
	
	


If 3 or more of the above questions are YES, it may be an indication this child is at high nutritional risk.  Advise parents and notify physician.  Action Taken: ____________________________________________________ 

Nutritional Requirements: ___________________________________________________________________

PARENTAL/CAREGIVER INTERACTION

□ Takes active interest, understands disease process

□  Appears to understand importance of daily intervention, home program and participated in session

□  Leaves room when therapist present

□  Appears to have difficulty coping with child .

□  Multiple caregivers.  □  Willing and able caregiver.

PAIN ASSESSMENT

Patient appears to experience pain or discomfort when following activities are performed:

□  Held or picked up
□ Moved in developmental patterns
□ Range of motion or stretching or joints

□  Standing

□ Oral motor stimulation, brushing or treatment techniques.

□  Use of  orthosis 
□ Other ____________________________________________________
 Behavior exhibited indicating pain/discomfort:

□ Crying   □ Screaming    □ Holding breath  □ No reaction   □ Whimper/frown  □ Withdrawal/avoidance

What alleviates this reaction

□ Removal of stimulus  □ Verbal assurance □ Removal of orthosis □ Holding/cuddling □ Medication

□ Nothing   □ Other________________________________________________________________________

□ No apparent pain

Therapist: _____________________________________________     Date: ____________________________

SPEECH THERAPY 
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NAME: _______________________________________________   ID# _______________________________

ORAL PERPHERIAL EXAMINATION / SWALLOWING EVALUATION

Previous swallowing function: _________________________________________________________________

Precautions:  ______________________________________________________________________________ 

BEHAVIORAL CHECKLIST:

1. ___ Drooling

2. ___ Coughing during or after swallowing

3. ___ Wet or hoarse voice quality anytime during meal

4. ___ Change in voice quality (breathiness, harshness, etc)

5. ___ Pocketing of food  ____________________________

6. ___ Rapid rate of intake (impulsivity)

7. ___ Slow rate of intake or multiple swallows per bite or sip.

8. ___ Posturing of head/neck during swallow   ٱ forward ٱ left ٱ right ٱ back 

9. ___ Complaint of pain with swallowing

10. ___ Positive response given to question: “any problems swallowing your (child’s) food?”

11. ___ Presence of PEG, NG, or NPO

12. ___ Tactile stimulation issues ٱ normal ٱ hypersensitive ٱ defensive ٱ hyposensitive.

ORAL PERIPHERAL EXAMINATION
	
	WFL
	MILD
	MODERATE
	SEVERE
	COMMENTS

	Lips
	
	
	
	
	

	Dentition
	
	
	
	
	

	Tongue
	
	
	
	
	

	Velum
	
	
	
	
	

	Facial Symmetry
	
	
	
	
	


Consistencies Tested: □ Thin liquid □ Thick liquid □ Pureed □ Mechanical soft □ Solid □ Other ___________

Presentation: □ Spoon □ Cup □ Straw □ Bottle □ Other ______________

SWALLOWING FUNCTION

	
	WFL
	MILD
	MODERATE
	SEVERE
	COMMENTS

	ORAL 
	
	
	
	
	

	Leakage
	
	
	
	
	

	Lip control
	
	
	
	
	

	Tongue Control
	
	
	
	
	

	Pocketing
	
	
	
	
	

	Oral transit time
	
	
	
	
	

	PHARYNGEAL 
	
	
	
	
	

	Vocal quality
	
	
	
	
	

	Laryngeal excursion 
	
	
	
	
	


Comments: _______________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________

_________________________________________________________________________________________

Therapist____________________________________________________  Date  _______________________

SPEECH THERAPY 
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NAME: ___________________________________________________    ID# __________________________

SPEECH/LANGUAGE EVALUATION

Receptive Language: □ WFL  □ Impaired □ Mild  □ Moderate □Severe 

Comments: _______________________________________________________________________________

_________________________________________________________________________________________
Expressive language: 
□ WFL  □ Impaired □ Mild  □ Moderate □Severe

Comments: _______________________________________________________________________________

_________________________________________________________________________________________
Articulation : 

□ WFL  □ Impaired □ Mild  □ Moderate □Severe

Comments: _______________________________________________________________________________

_________________________________________________________________________________________
Oral Motor Skills 
□ WFL  □ Impaired □ Mild  □ Moderate □Severe

Comments: _______________________________________________________________________________

_________________________________________________________________________________________
Voice: 


□ WFL  □ Impaired □ Mild  □ Moderate □Severe

Comments: _______________________________________________________________________________

_________________________________________________________________________________________

Fluency: 

□ WFL  □ Impaired □ Mild  □ Moderate □Severe

Comments: _______________________________________________________________________________

_________________________________________________________________________________________

Cognition: 

□ WFL  □ Impaired □ Mild  □ Moderate □Severe

Comments: _______________________________________________________________________________

_________________________________________________________________________________________

Pragmatics: 

□ WFL  □ Impaired □ Mild  □ Moderate □Severe

Comments: _______________________________________________________________________________

_________________________________________________________________________________________
Attention: 

□ WFL  □ Impaired □ Mild  □ Moderate □Severe

Comments: _______________________________________________________________________________

_________________________________________________________________________________________

Hearing: 

□ WFL  □ Impaired □ Mild  □ Moderate □Severe

Comments: _______________________________________________________________________________

_________________________________________________________________________________________

Vision: 

□ WFL  □ Impaired □ Mild  □ Moderate □Severe

Comments: _______________________________________________________________________________

_________________________________________________________________________________________

Therapist _____________________________________________________    Date _____________________
SPEECH THERAPY
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NAME: ________________________________________________     ID#  ____________________________

Additional information, standardized tests administered. ________________________________________

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Referral for:  ( Vision  
( Hearing 
( Swallowing 
( Other _____________________________________

Therapist:__________________________________________________  Date_______________________

