
	Student Name:      FORMTEXT 

     






 DoB:



	Frequency of current therapy:      
A copy of the student’s most recent speech & language therapy report would be most appreciated.

	Brief Details of Current Therapy, Aims, etc.

	     
     

	Is further assessment required?          FORMCHECKBOX 
 Yes                FORMCHECKBOX 
 No

If Yes, please give reasons and details of further assessment details

     


	Is the student a communication aid (AAC) user?            FORMCHECKBOX 
 Yes                       FORMCHECKBOX 
  No

	AAC Equipment details
	Funded/owned by 
	Warranty/Insurance Details

	     

	     
	     

	Will this equipment come with the student to College?          FORMCHECKBOX 
 Yes       FORMCHECKBOX 
  No

	Does the equipment listed fully meet the requirements of the student?              FORMCHECKBOX 
  Yes       FORMCHECKBOX 
 No

If no, please give reasons:

     


	How does the student record his/her work?



	Describe any specialist equipment the student uses to access a computer i.e. specialist keyboard, joy stick, head switch etc.

 

	Please indicate whether dysphagia support is required.  Please send any relevant information e.g. swallow assessment, recommendations, videofluoroscopy reports etc.
Dysphagia support required:      FORMCHECKBOX 
 Yes       FORMCHECKBOX 
  No    
  

	Current Speech & Language Therapist:       





Address:      
Contact Tel No:      


	Document Completed By:      
Position:                                                                                                                   Date:     
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Pre-College Assessment





SPEECH AND LANGUAGE ASSESSMENT











