Medicare Speech/Language Evaluation

	Client’s name:
	    


	Date of birth:
	    


	Medical diagnosis:
	     


	Date of onset:
	     


	Place of residence: 
	     


PART I  -  Current Communication Impairment:


A. General Statements


	Type of communication impairment

(Include ICD-9 Code)
	


	Severity of impairment
	


	How does the medical condition result in a severe communication impairment?
	


Anticipated Course of Impairment:
	Current status
	


	Expected course of impairment as it relates to the medical condition.
	


B. Comprehensive Assessment


Language skills:

	Describe language skills as they relate to the ability to use an SGD and accessories.
	


Cognitive ability:

	Describe cognitive skills as they relate to the ability to use an SGD and accessories.
	     


	Does the patient possess the cognitive/linguistic abilities to effectively use an SGD to communicate and achieve functional communication goals?
	    Yes          No 


	Vision status:
	


	Hearing status:
	 


	Physical status:
	


PART II  - Daily Communication Needs:

	Describe the daily functional communication needs of the client.
	


	Describe the ability to fulfill these needs using:

 

	Natural speech
	 


	Electronic aids and other non-SGD approaches
	


PART III  - Functional Communication Goals:

(should correspond to daily communication needs and illustrate how the SGD will meet these needs in the home):

	Short term goals
	 


	Long term goals
	


PART IV  - Rationale for Selection of a Specific Device and Accessories:

(For each item, describe what the client needs as related to the medical condition and how the specific device provides the best solution.):

	Language requirements
	


	Hardware requirements
	


	Accessories
	


Describe device trials and procedures:

	DEVICE
	PROCEDURE
	OUTCOME

	
	
	


	SGD and accessories recommended:
	 


	 Patient/family support of SGD:
	


PART V  - Treatment Plan:

	


PART VI - Functional Benefit of Upgrade (required only if requesting an upgrade):
	      


PART VII - Speech-Language Pathologist Statement/Assurance of financial independence 

(SLP may not be an employee or have a financial relationship with the supplier of the SGD.):
	I, _________, am not an employee of the supplier of the SGD, nor do I have financial relationship with the company that supplies the device.      


	Signature of licensed SLP (including credentials): 



	SLP Name (please print):

	SLP Phone Number:

	ASHA Certification Number:

	State License Number:


PART VIII - Physician Involvement Statement

This report was forwarded to the treating physician:   Yes          No 

If yes, please complete the following:

	Name:
	     


	UPIN Number:
	     


	Date:
	     


	If no, physician must sign this report.
	


Please forward this form with original signature to…

Gus Communications, Inc., 1006 Lone Tree Court, Bellingham, WA  98229    

                     Questions?  866-487-1006   (Toll free)
