Megan A Wallace, M.A., CCC-SLP/LD
Wallace Speech and Language Services

Communicate. Grow. Succeed.


Augmentative and Alternative Communication Evaluation Questionnaire

Please answer the following questions and return this form either by email, fax, or postal mail.

INDIVIDUAL’S NAME:  
ADDRESS:       
CITY:
     



STATE:       

ZIP CODE:       
PHONE NUMBER:       
DATE OF BIRTH:       

AGE:       
MEDICAL DIAGNOSIS:       
PRIMARY CARE PHYSICIAN:       
PHYSICIAN'S ADDRESS:       
PHYSICIAN'S PHONE NUMBER:       
PERSON FILLING OUT TO FORM:       
YOUR PHONE NUMBER (If different from above):       
1.  Have you had an augmentative communication evaluation before?   Yes  FORMCHECKBOX 
  No   FORMCHECKBOX 



If yes, by whom?      



When?:       
2.  What questions would you liked answered/issues would you like addressed during this evaluation?

     





3.  How do you currently communicate?  For example, do you use speech, gestures, word boards, writing, keyboarding, a communication device?

     
4.  How well do you speak?

     
5.  How well do familiar people (i.e., family members, caregivers) understand your speech?

     
6.  How well do strangers understand your speech?

     
7.  What do you do when you’re not understood?

     
8.  Do you use any special equipment to communicate?   Yes   FORMCHECKBOX 
    No   FORMCHECKBOX 


If so, please list:      
Has this been successful/unsuccessful?  Why or why not?

     
9.  Can you spell?

     
10.  Are you able to write?

     
11.  Do you use a computer?  If so, please describe how you use the keyboard and what you do on the computer.

     
12.  Do you have limitations using your hands?  If so, please describe.

     
13.  Do you have any vision or hearing difficulties?  If so, please describe.

     
14.  Is there anything else you want me to know?

     
Thank you for helping with this form.  I look forward to meeting you!
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