
Speech-Language Pathology Evaluation

Client History

Background:

Medical History:

Current Caregiver Concerns:

Observations & Test Behaviors:

Assessments

Assessment 1

Area of Focus:

Oral Motor

Articulation and Phonology

Receptive and Expressive Language

Pragmatics

Fluency

Voice

Swallowing



Test Name:

Standard Score/Index Score:

Percentile Rank:

Results:

Assessment 2

Area of Focus:

Oral Motor

Articulation and Phonology

Receptive and Expressive Language

Pragmatics

Fluency

Voice

Swallowing

Test Name:

Standard Score/Index Score:

Percentile Rank:

Results:



Assessment 3

Area of Focus:

Oral Motor

Articulation and Phonology

Receptive and Expressive Language

Pragmatics

Fluency

Voice

Swallowing

Test Name:

Standard Score/Index Score:

Percentile Rank:

Results:

Assessment Summary

Impressions:

Key Impairments Remaining:



Describe observation and impression of the following:

Oral Motor:

Articulation and Phonology:

Receptive and Expressive Language:

Fluency/Voice:

Swallowing:

Justification for Treatment:

Goals

Goal #1

Goal:

Baseline:

Goal #2

Goal:



Baseline:

Goal #3

Goal:

Baseline:

Parent Training Program and Goals

Family Program:

Specific Goals:

Recommendations

Next Steps:

Other Information:
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