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AAC Evaluation Referral Information

Name:


Augmentative & Alternative Communication (AAC) Evaluation

 Referral Information

Client Name: 
_________________________________

Client’s House Manager (if applicable): 
_________________________________

Client’s Home Ph: 

_________________________________

Client DOB: 
_________________________________

Person making Referral: 
_________________________________

Date of Referral: 
________________________________

Case Manager: 
_________________________________

     Agency: 
     ​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​______________________________

     Ph: 
     ______________________________
     Fax: 
     ______________________________
Guardian/Parent(s): 
_________________________________

     Ph: 
     _______________________________

PT (if applicable): 
_________________________________

     Ph: 
_______________________________

OT (if applicable): 
_________________________________

     Ph: 
     ______________________________

SLP (must have SLP on IDT): 
_________________________________

     Ph: 
     ______________________________

 FORMCHECKBOX 
 The need for this AAC Evaluation was discussed with the ISP team and the team (including therapists if applicable) is in agreement that this Evaluation is recommended. 

What is the individual’s medical diagnosis? ________
What is the individual’s speech-language diagnosis? _______
How does the individual currently communicate? _______
What AAC support and/or AT devices does the individual currently use? _______
Are there any specific AAC devices that the individual has used in the past? ________
Are there any specific AAC devices that the individual would like to explore during this evaluation?  _______
What are the individual’s main areas of interest?  What activities does the individual enjoy that may be an effective means of motivation during the evaluation?  _________
What are the person’s primary functional deficits related to this evaluation?  Please check all that apply. Please comment on areas checked and other functional challenges.

 FORMCHECKBOX 
Uses a power wheelchair
 FORMCHECKBOX 
Uses a manual wheelchair
 FORMCHECKBOX 
Uses a walker/cane

 FORMCHECKBOX 
Is non-verbal

 FORMCHECKBOX 
Hard to understand

 FORMCHECKBOX 
Is not literate

 FORMCHECKBOX 
Visually-impaired

 FORMCHECKBOX 
Hearing- impaired

 FORMCHECKBOX 
Tactually defensive

 FORMCHECKBOX 
Does not use switches (regular or adapted)

 FORMCHECKBOX 
Cannot point with finger/hand 

 FORMCHECKBOX 
Does not follow simple directions



 FORMCHECKBOX 
Is highly distractible
 FORMCHECKBOX 
Is not interactive/social with other people

 FORMCHECKBOX 
Has behavioral/emotional problems

Comments:      
What are the team’s main objectives for this AAC Evaluation? (check all that apply)

 FORMCHECKBOX 
Explore options for high tech voice output augmentative communication devices.

 FORMCHECKBOX 
Explore options for light tech (simple) voice output augmentative communication devices.

 FORMCHECKBOX 
Explore options for low-tech (no voice output) communication systems.

 FORMCHECKBOX 
Explore options for telephone use.

 FORMCHECKBOX 
Explore options for computer use.

 FORMCHECKBOX 
Assess positioning for effective communication.

 FORMCHECKBOX 
Assess communication system mounting solutions.

 FORMCHECKBOX 
Integrate AAC with AT systems. e.g., power wheelchair, environmental control unit, communication system or computer, so that systems work together effectively for the individual.

 FORMCHECKBOX 
Other (please explain below).

What functional visions does the individual have for the areas noted above? ________ 
SCHEDULING INFORMATION:  All interested members of the IDT team are invited to attend the AAC evaluation.  Normally the individual, a caregiver/parent, the SLP and other therapist(s), as appropriate, attend the evaluation.  The AAC specialist will discuss dates of availability with the individual’s SLP to schedule the evaluation.

Thank you for your time in completing the above referral information.  AAC Evaluations take place in Los Lunas at the Therapy Services Unit housed at 1000 Main Street. Directions will be forwarded if needed when a date is scheduled. 

Please return this form to:
Lourie Smith Pohl, Ed.S., CCC-SLP

email: lourie.pohl@state.nm.us

Ph: 841-5254    Fax: 841-2987

Clinical Service Bureau

5301 Central NM; Suite 1700
Albuquerque, NM 87108

