	Patient Name:  Error! Reference source not found. 
	MRN:  Error! Reference source not found.
	Date of Report:  Error! Reference source not found.



SPEECH-LANGUAGE PATHOLOGY RE-EVALUATION REPORT
Check one

                           RE-EVALUATION                     DISCHARGE NOTE                 TRANSFER NOTE
Must provide contact information:

	YOUR FACILITY NAME/LOCATION
	Therapy Lab of OC/18837 Brookhurst Street Suite 109 Fountain Valley, Ca 92708 
	

	EVALUATING/TREATING THERAPIST w/credentials, (CCC-SLP, SLPA, etc.)
	Kristin Bruning, M.S., SLP-CCC
	

	PHONE NUMBER
	714-861-9595
	

	EMAIL
	Kristin@therapylabofoc.com
	


	Patient Name:
	

	Kaiser Medical Record Number: 
	

	Birth date: 
	

	Age: 
	

	Date of report:
	

	Authorization period dates:
	

	Is the report being submitted after the auth has expired?
	
No         Yes       

If yes, please explain why the report is submitted after the end of the auth date:  

	Date of Evaluation and Re-evaluations:
	

	Next reassessment due: 
	

	Date of initiation of KP initiated speech services:
	

	Dates of first and last appointments during this authorization period:
	

	Authorized frequency and length of treatment sessions during current treatment authorization: ​​​​​​
	Individual Therapy        time(s) a week for        minutes per session.  
Group Therapy ____ time(s) a week for _____ minutes per session. 

	Total number of sessions attended during this period to date:  
	Total number of both in person and teletherapy sessions completed so far during this auth: 

In person:
Teletherapy:  

Teletherapy was chosen by vendor        OR family        

If there was a lapse in services or a late start, please explain why:

	a. Therapist cancellations
	0

	b. Family Cancellations
	0

	Name(s) of other involved SLP and/or SLPAs:
	Leach Buckler, SLPA Summer Carranza, SLPA

	Techniques and therapies used:
	Visual and verbal support. PROMT therapy. Modeling. 

	Diagnosis (ICD-10 Code and description—these are provided to you upon referral.  Do not add new ones without prior approval): Check one 

_____ 80.9 Developmental Speech and Language Disorder

___X__ 84.0 Autism Spectrum Disorder 

	Speech Language Diagnosis:




	Current caregiver concerns related to speech and language development:

	


CURRENT SLP GOALS

List current goals, baseline function (from initial evaluation or from start of goal), and current function (as of the last visit) as related to each goal.  All goals should be functional communication goals. Include measurable baseline (percentage, frequency, average) across time.  If goal is not met, please note if the goal will be continued.
If goals are met within the proposed treatment plan, please increase complexity to within age and/or developmentally appropriate levels to continue to address any areas of concern.

	Sample Goal 
	Goal:
	In 6 months, patient will use 50 words to communicate wants and needs with familiar listeners with 80% accuracy. 



	
	Baseline:
	1/2020-Patient uses 5 words independently and imitates 10 additional words.



	
	Current:
	6/2020-Patient uses 20 single words independently 80% of the time to express his wants and needs. 



	
	Progress:
	Goal not met, continue goal. 




	1.
	Goal:
	

	
	Baseline:
	

	
	Current:
	See baseline  

	
	Progress:
	Goal not met 


	2.
	Goal:
	

	
	Baseline:
	

	
	Current:
	See baseline

	
	Progress:
	Goal not met 


	3.
	Goal:
	

	
	Baseline:
	

	
	Current:
	See baseline

	
	Progress:
	Goal not met 


	4.
	Goal:
	

	
	Baseline:
	

	
	Current:
	See Baseline 

	
	Progress:
	Goal not met


Please note: If a goal is continued, please document in current level across time to track change. Please continue this process until goal is achieved allowing easy tracking of progress.

REASSESSMENT

Document standardized test measure used, subtest, previous test scores, current test scores (include standard score, percentile rank and age equivalency score) and a synopsis of child’s ability and areas of need.  
LANGUAGE
	TEST NAME:
	
	
	

	Receptive Language
	DATE:
	DATE: 
	DATE:

	RAW SCORE:
	
	
	

	STANDARD SCORE:
	
	
	

	PERCENTILE RANK:
	
	
	

	AGE EQUIVALENCY:
	
	
	

	Patient was able to:
	
	
	

	Patient was unable to:
	
	
	

	Expressive Language
	DATE:
	DATE:
	DATE:

	RAW SCORE:
	
	
	

	STANDARD SCORE:
	
	
	

	PERCENTILE RANK:
	
	
	

	AGE EQUIVALENCY:
	
	
	

	Patient was able to:
	
	
	

	Patient was unable to:
	
	
	

	Total Language 
	
	
	

	STANDARD SCORE:
	
	
	

	PERCENTILE RANK:
	
	
	


ARTICULATION
	TEST NAME:
	
	
	

	Articulation test
	
	
	

	
	DATE:
	DATE:
	DATE:

	RAW SCORE:
	
	
	

	STANDARD SCORE:
	
	
	

	PERCENTILE RANK:
	
	
	

	Percent of intelligible speech to a familiar AND unfamiliar listener in an UNKNOWN context (no ranges, please)
	0% as the client is non-verbal. Unable to obtain a speech sample for that reason. 
	
	

	Patient was able to:
	
	
	

	Patient was unable to: 
	
	
	


PRAGMATIC LANGUAGE
	TEST NAME:
	
	
	

	Pragmatic Language
	
	
	

	
	DATE:
	DATE: 
	DATE:

	RAW SCORE:
	
	
	

	STANDARD SCORE:
	
	
	

	PERCENTILE RANK:
	
	
	

	AGE EQUIVALENCY:
	
	
	

	Patient was able to:
	
	
	

	Patient was unable to: 
	
	
	


	Behavioral Observations:
	


	IMPRESSION AND JUSTIFICATION OF RECOMMENDATION:
	Progress is good for stated goals. Functional language skills and gains have been made. MLU has increased. Joint attention and eye contact has increased. Following directions have increased.  Vocabulary have increase. 
Progress did not occur; However, we will introduce AAC and/or reach out to ABA to consult. 

The performance on assessment(s) at this appointment(s) shows that there are areas of significant deficit; indicating that episodic MEDICALLY NECESSITATED speech and language intervention is warranted at this time.



	IF CONTINUING, KEY IMPAIRMENTS TO BE ADDRESSED:
	Receptive and expressive language skills. 



	HOME ACTIVITY PROGRAM:

	Specific home program activities:

· Specific home program activities provided: • Social/Pragmatic Language Activities: • Participate in pretend play activities with your child • Play simple games to encourage turn taking • Participate in group activities with peers • Create stories together • Practice making music with different instruments • Role play scenarios in which there are problems and solutions (i.e. finding a toy in a story, ordering food in a restaurant) • Allow your child to lead during motivating activities • Work on greetings with familiar people (i.e. mailman, family friend, grandparents) • Receptive and Expressive Language Activities: • Narrate your child's activities and actions throughout the day, pretending you are a movie narrator who is describing what they are doing and seeing to help increase vocabulary. • Modeling – First and foremost, be a good speech model for your child. Children need to hear speech in order to imitate speech. During play & daily routines always talk to your child about what you are doing. For example, “You are putting your arms into your shirt” or “Mommy is cooking your breakfast”. If your child makes an attempt at a word, remember most young children cannot pronounce many words correctly and that is ok. If your child says “ba” for “ball” consistently, this is his word for “ball”. Be sure you always pronounce it correctly with the “l” sound on the end, so he hears it correctly. Many parents revert to “baby talk” by imitating their child’s speech calling a bottle “baba” or a blanket “banky” which does not help a child hear/learn the correct pronunciation of words. • Expansion – When your child labels or says a single word, always expand on that word so your child hears it in a sentence. For example, if your child says “baby”, you can say “The baby is sleeping.” or if your child says “more” you can state “You want more juice”. • Imitation – Young children love to imitate. Start by imitating something that your child already does, especially something fun or silly like making faces or unusual sounds. Move to imitation of new gestures by singing songs like “Wheels on the Bus” or imitation of environmental or animal sounds such as “wheee, zoom, beep-beep, ding-dong, uh-oh, moo, woof, meow”. 
Choices – Always give choices during meal & play time when possible to encourage your child to use a gesture/vocalization to communicate his wants/needs. For example if your child points toward the kitchen when he is hungry, give him a choice by holding up his cup and then showing him the milk & juice and asking “Are you thirsty? Do you want milk or juice?” • Parallel Talk – When you are playing with your child or your child is eating, bathing, etc. talk to him about what he is doing. For example, “You are building a big tower. You stacked 5 blocks! Uh oh, one fell down.” or “You are eating your fruit. Those bananas are yummy. Chew, chew, chew. Bananas are slippery”. • Self-Talk – This is something parents should do all the time. Talk about everything and anything you are doing “Mommy is doing the laundry. I am folding your red shirt.” or “I am chopping carrots. We are going to have a salad with carrots & lettuce & cucumbers”. • 
Use early sign language - redirect your child from using pointing/vocalizations only to using early hand signs (more, all done, want/please). Use rule of 3 - model signs 3x for your child. If child is not imitating signs, place hands under child's hands and facilitate sign. • Limit screen time (phones/tablets/TV) to 1 hour per day and discontinue use of sippy cup/bottles/pacifiers as they are linked to early language and social skill/play delays • Picture-walking - sit down with your child and walk through pictures in book. Talk about what you see in 1-3 words and ask questions. For example: "where is the bear?, what is the bear doing?, what color/shape/size is the bear?. Facilitate interaction with the pictures in the book (e.g., pet the cat, touch the apple, turn the page). Go through books with your child every day. • Continue to incorporate age appropriate language into every day routines: • -nouns (animals, foods, toys, people) • -adjectives (big cat, striped shirt) • -pronouns (he, she) • -possessives (his, her/hers) • -plurals (girls, dogs) • -inferencing (guessing what happens next in a story or why a character would do something) • -prepositions (under, in front of, next to) • -present progressive verbs (sitting, eating, sleeping

	Family participation (who, when, how often):

· 

	Is family able to demonstrate home program?

· 


PROPOSED TREATMENT PLAN AND RECOMMENDATION

List all goals. Goals must be SMART (specific, measurable, achievable, realistic and timely).
	1.
	Goal:
	

	
	Baseline:
	

	
	Current:
	See Baseline

	
	Progress:
	


	2.
	Goal:
	

	
	Baseline:
	

	
	Current:
	See Baseline

	
	Progress:
	


	3.
	Goal:
	

	
	Baseline:
	

	
	Current:
	See Baseline

	
	Progress:
	


	4.
	Goal:
	

	
	Baseline:
	

	
	Current:
	See Baseline

	
	Progress:
	


	
	Speech language therapy services are not medically indicated.  

	X
	Individual Therapy 1  time(s) a week for 60  minutes per session.  
 

	 
	Group Therapy  ____ time(s) a week for ____  minutes per session. 

	 
	Is this recommendation a change in frequency or type of therapy from the previous authorization? (if continuing treatment, must check one) _____ Yes     _X_ No 
If there is a change in the frequency or type of therapy, please provide reason for change: 
 


EPISODIC CARE REVIEW (must check one)
	X
	Continue – patient progress and expectations for continued episodic care discussed with family.

	
	Discharge – patient’s communication skills are functional.

	
	Discharge – failure to make significant, functional progress over the course of treatment.

Home program has been established with family.

	
	Discharge-not able to participate in skilled therapy (e.g., attention, behavior, etc.). Plan to return to authorizing agency for review.

	
	Discharge – from this facility due to vendor, reason for discharge is: ________________________ (poor attendance, distance, copay, lack of vendor availability, etc.).  Patient is returned to authorizing agency for review.

	
	Discharge from this facility due to parent/patient request, reason for discharge is: __________________. Patient is returned to authorizing agency for review.

	
	Transfer – patient continues to meet criteria for continued medical speech therapy, but current vendor can no longer provide therapy due to __________________. Patient instructed to contact authorizing agency for assistance with new referral. Recommendations for continued services with new vendor are: 

Individual Therapy        time(s) a week for        minutes per session.  
Group Therapy ____ time(s) a week for _____ minutes per session. 


	Other Treatment Plan:

___ Request review for AAC readiness by KP SLP 

___ Refer to PCP for assessment for possible ABA

__   Refer to PCP for possible multi-disciplinary team assessment; atypical behaviors noted: 
___ Other; refer to PCP: (include complaint, symptoms, specialty, service) _______________________


	Kristin Bruning M.S.,SLP-CCC
	Kristin Bruning 

	Therapist Name
	Therapist signature

	kristin@therapylabofoc.com
	714-861-9595

	Therapist e-mail
	Therapist phone number


X





X








6

