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AUGMENTATIVE & ALTERNATIVE 
COMMUNICATION (AAC)
INITIAL EVALUATION INTAKE (v.4/2025)
Patient’s Name (Last, First) ______________________________________ DOB		Page 2 of 5

Date: 							
Patient name: 						  Date of birth (DOB): 			  Age: 		
Person completing this form: 				  Relationship to patient: 				
							
INTERPRETER INFORMATION
What languages are spoken in the home:  								
Interpreter needed for parent(s)/caregiver(s)?  ☐ No   ☐ Yes - What Language(s)? 			
Interpreter needed for the patient?  ☐ No	   ☐ Yes - What Language(s)? 				

BACKGROUND
Who referred you for an Augmentative and Alternative Communication (AAC) evaluation at CHOP? 
																	
Why are you scheduling an AAC evaluation? 
	☐ Looking to start the AAC process 
            ☐ Patient has been using an AAC system(s) but we want to explore other options
	☐ Patient uses AAC in school and we want to obtain a personal system through insurance
	☐ Need help with using current AAC system  
	☐ Looking to obtain an updated AAC system
            ☐ I’m not sure
	☐ Other, explain: _________________________________________________________________

Has the patient participated in the SETT (Student, Environments, Tasks, and Tools) process or been seen by an AAC or Assistive Technology Specialist within your county or school district?   ☐ No   ☐ I don’t know   
☐ Yes, explain:  																										

Please list the patient’s medical condition(s)/diagnosis(es):  																				
__________________________________________________________________________________

Please list the patient’s speech and language diagnosis(es):  																				

[bookmark: _Hlk125637804]Can the patient use their hands to use a touchscreen phone or tablet, pick up something small, or play with toys?  ☐ Yes   ☐ No, explain:  																								

Has the patient received a complete speech and language evaluation within the last year?  
☐ No   ☐ Yes, where and what were the results?  																						
*If the evaluation took place at a non-CHOP location, submit a copy with this intake. 

HEARING
Does the patient have hearing loss?  ☐ No   ☐ Yes, explain: 																				

Do you have concerns about the patient’s hearing?   ☐ No   ☐ Yes, explain: 																		

When was the patient’s last hearing test? 									

Does the patient use hearing aid(s) or cochlear implant(s)?   ☐ No   ☐ Yes - If yes:
☐ Right   ☐ Left   ☐ Both ears
Date/age fit with hearing aid(s):  									
Surgery/activation date for CI(s):  									
Other information:  											

Does the patient have chronic ear infections?  ☐ No   ☐ Yes, explain: 																			

Has the patient ever had ear tubes placed?  ☐ No   ☐ Yes, explain:  																			

VISION
Does the patient have a vision impairment?  ☐ No   ☐ Yes, explain: 																			

Is the patient followed by a vision therapist?  ☐ No   ☐ Yes - If yes, what recommendations have they made?
														

Do you have concerns about the patient’s vision or how they look at things?  ☐ No   ☐ Yes, explain:  															

When was the patient’s last vision test?  									

Does the patient wear glasses?  ☐ No   ☐ Yes, explain (e.g., reason, are they consistently worn, etc.):  															

MOTOR SKILLS
How does the patient use/play with tablets or toys (e.g., using hand(s), arm(s), leg(s), head, other)?  															

Does the patient use their finger(s) to point to pictures?  ☐ No   ☐ Yes, explain:  																		

Does the patient walk?
	☐ No
☐ No, uses a wheelchair or medical stroller - What type(s)? 					
☐ Yes, with assistance - Describe:  									
☐ Yes, for short distances only
☐ Yes, independently

Does the patient use any adapted seating, mobility, or positioning equipment? (e.g., stander, activity chair)  
☐ No   ☐ Yes, what type(s)?  																								
EDUCATION
Name of the patient’s school/preschool/daycare:  								

School district/county:  											

Type of classroom placement:  										

Is the patient able to read:  ☐ No   ☐ Yes, describe:  							

THERAPY SERVICES
	☐ Speech-language therapy:  
		Frequency: 						Location: 				
		Speech-Language Pathologist (SLP)’s Name:  		____________________	
SLP’s Email/Phone:  										
		Is your SLP aware of this AAC evaluation appointment?   ☐ Yes   ☐ No

	☐ Occupational therapy: 
 		Frequency:  						Location:  				
		Occupational Therapist’s Name:  								

	☐ Physical therapy: 
 		Frequency:  						Location:  						Physical Therapist’s Name:  									

Other therapies (e.g., vision, behavior, hearing, etc.):  																					
						
NOTE: The evaluating clinician may send you an e-consent form to your MyCHOP account prior to the patient’s AAC evaluation. By signing this, you are giving the clinician permission to contact the patient’s therapy team for collaboration purposes. 

SOCIAL
Who lives with the patient?  																									

Who else does the patient spend time with?  																						

What are some of the patient’s interests and favorite activities?  																				 

COMMUNICATION	
Does the patient become frustrated during interactions?  ☐ No   ☐ Yes, describe:  																															







Current Communication Skills (Check All That Apply)
	Tell us how you know when the patient wants/needs something
	☐ You need to guess                                         ☐ Signs/gestures

☐ Cries/becomes upset                                     ☐ Pantomimes/acts it out

☐ Makes sounds/noises                                    ☐ Uses some words

☐ Makes facial expression(s)                            ☐ Uses sentences

☐ Looks at what they want                                ☐ Sings songs/uses scripts

☐ Tries to access item on their own                  ☐ Types/texts/writes

☐ Guides you                                                    ☐ Uses AAC (see next chart)

☐ Reaches                                                        ☐ Other (explain):

☐ Points


	Tell us how you know when the patient does not want something
	☐ You need to guess                                         ☐ Uses some words

☐ Cries/becomes upset                                     ☐ Uses sentences

☐ Makes sounds/noises                                    ☐ Sings songs/uses scripts

☐ Makes facial expression(s)                            ☐ Types/texts/writes
 
☐ Pushes item away                                         ☐ Uses AAC (see next chart)

☐ Turns head away                                           ☐ Other (explain): 

☐ Shakes head ‘no’

☐ Signs/gestures


	Tell us how the patient gains your attention or socially interacts with you  
	☐ You need to guess                                         ☐ Signs/gestures (e.g., waves hi/bye)

☐ Cries/becomes upset                                     ☐ Uses some words 

☐ Makes sounds/noises                                    ☐ Uses sentences

☐ Makes facial expression(s)                            ☐ Sings songs/uses scripts

☐ Looks at you                                                  ☐ Types/texts/writes 

☐ Approaches you                                            ☐ Uses AAC (see next chart)

☐ Taps you                                                       ☐ None of these

☐ Takes your hand                                           ☐ Other (explain):

☐ Shows you something


	Tell us how the patient answers or asks questions
	☐ Uses body movements                                ☐ Uses words

☐ Makes sounds/noises                                  ☐ Sings songs/uses scripts

☐ Makes facial expression(s)                          ☐ Types/texts/writes 

☐ Looks at item(s)                                           ☐ Uses AAC (see next chart)

☐ Nods/shakes head                                       ☐ None of these 

☐ Uses signs/gestures                                     ☐ Other (explain):

☐ Pantomimes/acts it out



AAC HISTORY   
*Please contact the patient’s speech-language pathologist(s) for help with this section.*

Has the patient tried forms of AAC already?  ☐ No   ☐ I don’t know   ☐ Yes, provide details: 

	System 
 
	Details
	When was it used?
	Was/Is it helpful? 
	Feedback/Observations


	☐ Manual Signs/Sign Language 

	

	
	☐ No
☐ Yes
	 

	☐ Picture Exchange Communication System (PECS)  
	



	
	☐ No
☐ Yes

	

	☐ Paper Communication Book/Board 

	
	
	☐ No
☐ Yes
	

	☐ iPad application(s)/ 
Speech-Generating Device(s)  


	

	
	☐ No
☐ Yes
	

	☐ Other:  



	


	
	☐ No
☐ Yes
	



Describe other forms of assistive technology that the patient uses or has used (e.g., switches, computers, touchscreen devices):  																									

Is there any other information that may be helpful for us to know before meeting with the patient?  																													 

The following are required for an AAC Evaluation: 
1. Completed AAC Initial Evaluation Intake (all pages).
2. Speech-language evaluation completed within the last year. Only submit a report if completed outside of CHOP.

It is helpful if you also send:
· Individualized Family Service Plan (IFSP)/Individualized Education Program (IEP)
· Speech-language Therapy Notes or Progress Report (from school, county, or private SLP)

Send documents one of the following ways: 
· MyCHOP patient portal (preferred)
· Email to CCCSupportStaff@chop.edu (Please use a scanner or scanning app to create a PDF. Do not email photos.)
· Fax to 215-590-5641
· Mail to Speech-Language Pathology Department, AAC, Children’s Hospital of Philadelphia, 3500 Civic Center Blvd, 5th Floor, Buerger Center, Philadelphia, PA 19104
                                                                                                              3500 Civic Center Boulevard, 5th Floor
                                                                                                           Philadelphia, PA  19104
                                                                         Phone: 800-551-5480 / Fax: 215-590-5641
                                                             Email: CCCSupportStaff@chop.edu
[image: ]
Please complete intake as fully as possible. Attach additional reports that might be helpful in the evaluation. 
All information regarding the patient and family will be handled in a confidential and secure manner.
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