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California State University, Fresno
Department of Communicative Disorders and Deaf Studies
CDDS 110/107
Diagnostic Procedures
DEPARTMENT OF COMMUNICATIVE DISORDERS AND DEAF STUDIES’ MISSION
STATEMENT
The mission statement of the Department of Communicative Disorders and Deaf Studies at CSUF is to
disseminate knowledge and to train professionals in speech-language pathology, audiology, deaf
education, and interpreting who will provide quality service to the public. The Department will
accomplish this mission by providing a stimulating learning environment for enhancing personal and
educational development, promoting understanding of people with various cultures, and offering
opportunities for research and scholarship in communicative disorders and deaf studies.
PREREQUISITES
CSD 80, 95, 101, 102 and 105 (or equivalent for transfer students). CSD 107 and CSD 110 must
be taken concurrently. Although it is not an official prerequisite, students will find CSD 107/110
much easier if they have taken, or are currently enrolled in CSD 128, 131 and 171.
COURSE DESCRIPTION AND OBJECTIVES
This course is designed to provide students with an introduction to diagnostics in SpeechLanguage Pathology. Basic assessment methods and procedures will be taught. Students will be
required to integrate and apply information covered in the course, as well as information
covered in the prerequisite CSD courses. General objectives of this course are:
1. To introduce students to basic assessment methods and procedures in speech-language pathology.
2. To help students develop basic academic and clinical skills in the assessment and diagnosis of
communicative abilities, differences and disorders.
Specific Objectives and Learning Outcomes
Following successful completion of this course students will be able to do the following:
1. Critically observe clinical sessions.
2. Define certain psychometric terms.
3. Know the basic criteria used to evaluate diagnostic tests and make appropriate test selections.
4. Understand the basic cultural issues influencing test development, selection and use.
5. Discuss the major components of a Diagnostic Session.
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6. Conduct a client interview.
7. Conduct an oral-peripheral examination.
8. Perform an evaluation of articulation, language, aphasia, foreign accent, fluency and/or voice, and
discuss prognosis and recommendations, as appropriate.
9. Compare and contrast “normal” and “disordered” development.
10. Analyze a speech and language sample.
11. Describe non-standardized test procedures and develop non-standardized procedures for the client.
12. Write a Diagnostic Report.
Premises
1. This is a transition course in which students move from acquiring introductory information to
integrating and applying this information with people who may be experiencing a Communicative
Disorder. Because of the complexity of communication and its various disorders, the knowledge and
skills for effective assessment and diagnosis are not gained easily or quickly. One cannot simply read
about the subject, listen to or memorize the lectures, observe clinical sessions, and effectively provide
services. Much of the learning in this class will be done through active participation in various “hands
on” activities.
2. Although certain tests will be presented and discussed in class, this class is not a “show and tell” for
diagnostic tests. You will be expected to read about, study, and practice test administration
independently and with peers. You will be responsible for learning to administer several of the
diagnostic tests available in the clinic. The tests you learn will be those used frequently in the field.
Additional tests will need to be learned upon enrollment in clinical practicum and for your work in
other clinical settings.
3. By the end of the semester, you will be expected to apply the information from this class and other
coursework taken, in an actual diagnostic session. You will be exposed to a lot of information through
lectures, readings, observations, and actual work with patients. Successful students will keep up with
their readings, study their notes throughout the semester, practice test administration on their own, and
work toward integrating information from this class with information from other classes.
COURSE REQUIREMENTS
This course will involve lecture, discussion, and role playing on Mondays and Wednesdays, and
a combination of lectures, discussions, observations and diagnostic participation on Fridays.
Clients will be scheduled on designated Fridays from 9:00 to 11:00 (if you are in the afternoon
section of 107) and from 1:00 to 3:00 (if you are in the morning section of 107).
Required Text:
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Hegde, M. N., & Pomaville, F. (2008). Assessment of Communication Disorders in Children:
Resources and Protocols. San Diego, CA: Plural Publishing.
Speech, Language and Hearing Clinic Student Manual. Instructor: Sharon Inouye, M.A., CCCSLP (CSD 230) Available at Kennel Copy Center or Bookstore.
Course Outline available on “Blackboard”.

Observation Requirements
Students must complete 25 hours of clinical observation before working with a client. These
hours can be a combination of audiology and speech-language pathology observations. The
supervisor or person being observed must be ASHA Certified and be under contract with the
Department of Communicative Disorders and Deaf Studies at CSUF, therefore off-campus
observations are allowed only if approved by the instructor in advance.
Observations may be gained during the Friday diagnostic sessions. Students may not be able to obtain
25 hours of observation by only observing during this course. Students may obtain additional hours at
the on-campus clinic. Remember, the 25 hours are the minimum required. Students planning to
continue in the field of speech-language pathology should try to observe a variety of sessions as
frequently as possible.
To assist with gaining observation hours and to help prepare students for clinic enrollment, each
student will be assigned to observe a specific client for 5 consecutive sessions. Five non-typed
observation reports are required on the specified forms. This requirement will count toward your 25
hour total. All 5 observation reports must be turned in at one time, to the course instructor, by
_______________.
All 5 observation reports must be turned in, on time, to receive any credit.
Clinical Participation
All students participating in clinical activities need the following:
1. Documentation of completion of 25 clinical clock hours of observation.
2. An annual Tuberculosis (TB) clearance. This can be obtained at the student Health Center or
other appropriate health facility.
3. Hepatitis A and B Vaccine. The Health Center has a combined series you can complete.
4. Rubella clearance is needed one time only. If you have verification of rubella vaccination, give it
to the clinic secretary. If you do not have a record of rubella vaccination, you may obtain a
vaccination and verification at the Student Health Center.
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Submit all documentation to the Course Instructor. Completion of your 25 hours, and clearance for
TB/ Rubella/Hep. B MUST be documented before you can participate in any clinical activities other
than observation. You will not be able to take your Final Exam unless these items are taken care of,
therefore proof of TB / Rubella clearance must be submitted no later than _____________________.
Clinical participation will involve assessing a client in the clinic, then writing up a Diagnostic report.
The Clinical Practicum portion of your final will involve the planning and implementation of a speech
and language assessment for an assigned client in the clinic. This is meant to be a culminating
experience for your undergraduate program in the CDDS department .Successful completion of this
Practcum experience will require you to integrate and apply knowledge from this class, as well as the
other classes you have taken in the department as part of your undergraduate program. You will have
access to the Case History information at least one week before the session. Students who have not
completed the documentation requirements listed above will not be eligible for diagnostic
participation, and will thus receive 0 out of a possible 50 points (see “Grades”).
Writing Requirements
Students will be given three clinical writing assignments during the semester and one clinical writing
assignment as part of their participation in the Final Diagnostic Session. The three smaller
assignments are designed so that each one focuses on one portion of a Diagnostic Report. Once all
three assignments are completed, you will have written an entire Diagnostic Report and received
detailed feedback regarding your professional writing. These assignments and feedback can then be
used to formulate your Final Diagnostic Report that will be required as part of your Final Practicum
experience. This will provide you with the foundation needed to write professional reports at the
graduate level.
GRADES
Grades will be based on the following:50 points

Exam 1

75 points

Exam 2

50 points

Final Exam

50 points

Final Diagnostic (Writ.=25, Practicum =25)

45 points

Writing Assignments (3 x 15 points each)

5 points

Clinic Observation Reports

Total

275 points

Grades will be assigned according to the following: A = 247.5 - 275
B = 220 - 247
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C = 192.5 - 219
D = 165 - 192
F = below 165
All three exams will be a combination of multiple choice, fill-in, true/false and short essay. They will
include information from assigned readings, lectures and class discussions. All assigned readings may
not be covered in the lecture. Because of the course design, the grade earned in CSD 110 will also be
issued for CSD 107. In effect, the two courses are not graded independently.
There is no make-up for missed tests, diagnostic participation or other deadlines.
NOTE: The written portion of your Diagnostic Report is due ONE WEEK after your assessment.
Late reports will not be accepted and you will lose 25 points assigned to the written portion of your
grade for the Diagnostic Final.
CHEATING AND PLAGIARISM: Please take note of the CSU, Fresno policy on cheating and
plagiarism (see the appropriate section in your University catalog and in the current Schedule of
Courses). The university policy will be enforced in this class.
REGARDING SPECIAL NEEDS: If you have special needs as addressed by the Americans with
Disabilities Act (ADA), please contact me immediately. Reasonable efforts will be made to
accommodate your special needs. If you prefer to address these issues with me in private, please see
me during office hours or make an appointment.
TENTATIVE COURSE OUTLINE
This is a general sequence. Because of the nature of the class, the outline may change to prepare
for specific clients and we may “skip around” in the sequence. Changes in the test dates or
assignments will be announced in class.
I. Course Organization and Requirements
Syllabus Review and completion of observation availability/preference cards.
II. Introduction to Clinical Practicum
Overview of Clinical Observation and Participation. Review “Clinical Manual”.
III. Basic Assessment Outline
Readings: Chapter 1 & 2
IV. Standardized Assessment
Readings: Chapter 3
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EXAM #1: 2/14 (covering Units I – III)
VII. Assessment of Speech Production
Readings: Chapter 6 & 7
VIII. Assessment of Language
Readings: Chapters 8 & 9
IX. Assessment of Fluency
Readings: Chapters 10 & 11
Observation Reports Due on 3/14
X. Assessment of Voice
Readings: Chapters 12 & 13
Meet with Grad. Students to Prepare for Finals
EXAM #2: 4/4 (covering Units IV, VII – X)
XI. Assessment of Nonverbal and Minimally Verbal Children
Readings: Chapter 14 & 15
XII. Assessment of Adult “Neuro” Clients
V. Assessment of Ethnoculturally Diverse Children
Reading: Chapter 4
VI. Alternative and Integrated Assessment Approaches
Readings: Chapter 5
FINAL EXAM : Covering Units XI, XII, V, & VI =
Other Important Dates:
________
= first day to begin your six consecutive clinic observations
________

= Lab. Observation #1

________

= Lab. Observation #2

________

= Lab. Observation #3

________

= Lab. Observation #4 for morning section of 107

________

= Lab. Observation #4 for afternoon section of 107
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________

= Class devoted to meeting with grad. students and preparing for final practicum.

________

= Final Diagnostics for Group 1

________

= Final Diagnostics for Group 2

________

= Final Diagnostics Make-up Day, as needed.
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Attachments for 107/110 include:
1. Forms used for their “Observation Hours” and “On Campus Observations” reports
2. The three writing assignments
3. The grading rubrics used to evaluate students during their final practicum experience
and written assessment report.

72

73

74

CSD 110: WRITING ASSIGNMENT #1
Due Date:

DIRECTIONS: Using the attached Case History form, and sample diagnostic reports
from class and in the office, write the following sections of a Diagnostic Report:
Heading and Identifying Information
Background and Presenting Complaint/Reason for Referral
History:
Prenatal and Developmental
Medical History

Family, Social and Educational History

BE SURE TO DOUBLE SPACE YOUR REPORT!
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Please check one: Hearing Eval_____

Diagnostic:___X_______

Speech Therapy:______

California State University, Fresno
Speech, Language and Hearing Clinic
5310 N. Campus Dr., PH 80
Fresno, CA 93740-8019
(559) 278-2422  Fax (559) 278-5187

Child Case History
PLEASE PRINT IN INK OR TYPE ALL INFORMATION
General Information
Today’s Date 11/01/03__________
Child’s Name: Donny Diagnostic
Address: 123 Fourth St.
City:

Fresno

Mother’s Name:

Date of Birth: 01/01/00__

Gender: M

Phone: 278-1234
___ Zip: __93704___

Dena Diagnostic

Mother’s Occupation: student_

________ Age: 30
Business Phone:

Father’s Name: Donald Diagnostic _____
Father’s Occupation: teacher

Age: 31
Business Phone: 278-4321

Does the child live with both parents? Yes______________________________________________________
If no, with whom does the child live?__________________________________________________________
Brothers and Sisters (include names and ages): Daniel, age 5
Referred By: neighbor, Sue Jones

Phone:__________________________

Address:________________________________________________________________________________
Physician: Dr. Well___________________________________Phone:_____
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Address: _________________________________________________________
Office Use Only:
Date Received

Dates Contacted:
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Other specialists who have seen the child: no ____________________________________________________________
Please attach the most recent report for the Doctor, agency or school listed above.
Address: ______________________________________________________

Phone: __________________________

What were the other specialists’ conclusions and/or recommendations? _______________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
What language (s) does the child speak? English _________________________________________________________
How does the child usually communicate?
Gestures

Sign Language

Single Words

Short Phrases

Sentences

Describe the child’s speech-language or hearing problem. He is very hard to understand – even family members have
trouble understanding him at times. ___________________________________________________________________
_________________________________________________________________________________________________
When was the problem first noticed? Since he started talking___
Who first noticed the problem? Mom __________________________________________________________________
What do you think may have caused the problem?

?? ____________________________________________________

_________________________________________________________________________________________________
Since you first noticed the problem, what changes have you observed in your child’s speech, language, or hearing? NO
_________________________________________________________________________________________________
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Is the child aware of the problem? He is not aware of a “problem”, but he gets frustrated and angry when people don’t
understand him ___________________________________________________________________________________
_________________________________________________________________________________________________
What have you done to help your child with the problem? I read to him daily, have him repeat words, and play games
that encourage speech _____________________________________________________________________________
_________________________________________________________________________________________________
Describe other speech, language, or hearing problems in the family. His father went to speech therapy for stuttering __
_________________________________________________________________________________________________
Prenatal and Birth History
Describe mother’s general health during pregnancy (illnesses, accidents, prescription and non-prescription medications,
etc.). good – no meds ______________________________________________________________________________
_________________________________________________________________________________________________
Length of pregnancy: 9 months ____________________

Length of labor: 7 hours __________________________

Child’s general condition: healthy __________________

Birth weight: 8.8 lbs. _____________________________

Circle type of delivery:

head first

feet first

breech

Cesarean

Were forceps used? No __________________________
Child’s length of stay in hospital: less than 24 hours ____________________
Describe any unusual conditions that may have affected the pregnancy or birth. None __________________________
_________________________________________________________________________________________________
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Medical History
Child’s general health is:

Good

Fair

Poor

Provide the approximate ages at which the child experienced the following illnesses and conditions.
Adenoidectomy _______________

Asthma _____________________

Allergies ______________________

Chicken pox __________________

Colds_______________________

Convulsions ____________________

Croup _______________________

Draining ear _________________

Dizziness ______________________

Ear infections 2 yrs ___________

Epilepsy ____________________

Encephalitis ____________________

German measles ______________

Headaches __________________

Hearing loss ___________________

Heart problems _______________

High fever ___________________

Influenza ______________________

Measles _____________________

Mastoiditis __________________

Meningitis _____________________

Mumps ______________________

Noise Exposure ______________

Pneumonia ____________________

Seizures _____________________

Sinusitis ____________________

Tinnitus _______________________

Tonsillitis ____________________

Tonsillectomy ________________

Visual Problems ________________

Other _______________________

Glasses _____________________

List child’s current medications. None __________________________________________________________________
_________________________________________________________________________________________________
Describe any major accidents, surgeries, or hospitalizations the child has had. none _____________________________
_________________________________________________________________________________________________
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Developmental History
Write the approximate age when the child began to do the following. (* Note: all developmental milestones were
WNL.)
Crawl _________

Sit 6 m. _______

Stand 10 m. _____

Dress Self ___________ Use toilet _________
Name simple objects ___________

Walk 1 year ___

Use single words 14 m. ____

Use simple questions ___________

Feed Self _______________

Combine words _________________

Engage in a conversation _______________

Does the child have any motor difficulty, such as walking, running, or participating in other activities
which require small or large muscle coordination? no _____________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Describe any feeding problems (e.g., problems with sucking, swallowing, drooling, chewing, etc.) your
child has had. None ________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Does the child:
Respond to any sounds? yes __________
Respond to the sound of the telephone bell? Yes __________
Respond to the sound of human voices? Yes _________
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Respond to loud sounds only? No _________
Respond to sounds inconsistently? No ____________
Seem to ignore sounds willfully? no ____________
Do you suspect any problems with hearing? no
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General Behavior
Does the child eat well? No

Sleep well? Yes

How does the child interact with other family members? Loves to play with parents and brother ___________
__________________________________________________________________________________________
Is the child: attentive no ___________ extremely active yes __________

restless yes! ________

Does the child bang his/her head, rock, or spin? no ___________
Does the child play by him/herself? Occasionally ___
How does the child interact with other children? Usually OK, but tends to get overexcited
Does the child lose his/her temper? Yes – often ____
With whom does the child spend most of the day? Daycare, 5 hours per day. Other than that he is at home with mom
Educational History
School or Preschool: no_______________________________________

Grade:______________________________

Teacher (s):________________________________________________________________________________________
Describe any special services your child receives. None ____________________________________________________
_________________________________________________________________________________________________
If enrolled for special education services, list main goals of the Individualized Educational Plan (IEP) or Individual Family
Service Plan (IFSP). __________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
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Please add any additional information you feel might be helpful in the evaluation or treatment of the
child’s
problem:________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
Person completing the form: mother _________________________________________________________
Relationship to the child___________________________________________________________________
Signed:__________________________________________________________Date:_________________
PLEASE ATTACH ANY REPORT YOU HAVE FROM ANOTHER AGENCY, SCHOOL OR DOCTOR.

**Please Note: You must complete and sign the attached Observation Consent statement and return it
with your case
history form. Thank you for taking the time to fill out the forms completely and accurately.
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CDDS 110: WRITING ASSIGNMENT #2
Use the previous case history and information below to complete the “Observations and
Assessment Results” section of a Diagnostic Report.
Information for Writing Assignment #2 - Due Date:
Hearing Screening: Passed at 25dB, bilaterally, for 500, 1000, 2000 and 4000 Hz.
Oral-Peripheral Examination:
At rest, facial features appeared normal and symmetrical.
Labial and lingual strength and range of motion were within normal limits.
Tongue, lips and hard palate appeared normal.
Upon tongue protrusion thee was slight involuntary movement.
Dentition and occlusion were within normal limits.
Velopharyngeal closure was judged to be adequate on production of /a/.
Fletcher DDK Rates:

reps.

seconds

/p /

16

4.91

/t /

16

10.84

/p t / 5

8.24

/k / and /p t k /, not assessed as client was unable to produce.
Speech – Language Evaluation:
Goldman-Fristoe Test of Articulation:
Substitutions: Initial: d/p, d/g, w/r, d/v, d/s, d/t , d/t
Medial: d/g, n/f, w/l, d/dz, d/p , d/z, d/s, d/O, -/t
Final: d/k, -/f, d/t, -/s, d/g , w/l, w/r, -/t , -/dz, -/p, -/v, -/z
Clusters: b/kr, kw/kl, d/sn, d/st, w/tr, f/fl, d/sk, pw/kl
Khan-Lewis Phonological Analysis: Phonological processes: fronting, stopping, cluster
simplification, deletion of final consonants, voicing, and liquid simplification.
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The client’s mother submitted a recorded conversational sample.
The mean-length of utterance (MLU) was 3.58 words.
Syntactic structures were age appropriate except for the deletion of plurals and simple
past-tense markers. Irregular plurals and past tense were utilized inconsistently.
Overall Intelligibility was 35% on a word-by-word basis, with known contextual cues.
Voice and Fluency were judged to be within normal limits.
Receptive One Word Picture Vocabulary Test:
Raw Score: 28
Standard Score: 97
Percentile Rank: 42
Age Equivalent: 3-9 years
FYI: Chronological Age = 3-10
CSD 110 WRITING ASSIGNMENT #3
DUE:
Please write the Summary and Prognosis and Recommendations sections of a
diagnostic report. The information you will need to complete these sections is
summarized below.
Summary and Prognosis
* Note: (from Clinical Methods and Practicum... Hegde & Davis)






summarize and interpret all information gained from the assessment
report type and severity of any communicative disorder
also, report if no communicative disorder was exhibited
report the cause of the disorder, if known
make a statement about the prognosis

Recommendations
* Note: (It is common to use the statement “Therapy should include but not be limited to
the following...”



frequency of therapy (ie., therapy twice weekly)
amount and type of service required
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is further assessment required
referrals to other professionals
report any other specific areas of need
list therapy goals

Client Information
In addition to the information below, use the case history and test results from previous
writing assignments, as needed.
Speech disorder characterized by:




decreased intelligibility
multiple sound errors
multiple inappropriate phonological processes

Receptive and Expressive Language appear to be WNL.
He is cooperative for therapy and his family is very supportive and involved in his
treatment. He demonstrated good stimulability for several of his error sounds.
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Grading Rubric for Final practicum in CDDS 110/107

Administration of
oral-periph &/OR
hearing screening

Administration of
speech-language
sample &/OR
parent/client
interview

Administration of
standardized test
&/OR authentic
procedures

Interpretation of
observations &
test results

Overall
communication
and ability to
establish rapport
with client &
parent. Behavior
Management.

Name: ____________________

1 Failed

2 Poor

3 Good

4 Excellent

Not prepared. Did not have
necessary
materials/protocols. Max.
assistance needed with 3 or
more of the following:
positioning, administration,
instructions/explanations,
or documentation.

Inadequately prepared.
Did not have necessary
materials/protocols OR
Assistance needed with 2
of the following:
positioning,
administration,
instructions/explanation
or documentation.

Adequately prepared. All
necessary materials. Minimal
assistance needed with one of
the following: positioning,
administration,
instructions/explanations, or
documentation.

Well prepared. All
necessary materials. Good
positioning.

Not prepared. Did not have
necessary/approp.
materials AND required
assistance from grad
assistant or supervisor.

Inadequately prepared.
Did not have
necessary/appropriate
materials OR required
moderate assistance from
partner, grad assistant or
supervisor.

Adequately prepared. Some
necessary/age-approp
materials. Adequate use of
open-ended questions

Well prepared. All
necessary/age-approp
materials. Approp. openended questions

May require minimal
assistance/input from partner,
supervisor or grad assist.

Correct, independent
administration.

Inadequately prepared.
Did not have necessary
materials/ protocols, OR
Moderate assistance from
grad assistant or
supervisor needed for
admin. &/or
documentation of results.

Adequately prepared. All
necessary materials.
Appropriate positioning, &
test/procedure selection.
Minimal assistance needed for
administration &/or
documentation of results.

Well prepared. All
necessary materials. Good
positioning & test
procedure. Correct, indep.
administration. Clear
instructions/explanations.

Not prepared to score test
results. Max. assist with
interpretation of results.
Unable to develop an
appropriate prognosis or
recommendations.

Assistance needed with
test scoring. Moderate
assistance needed with
test interpretation &
establishment of approp
prognosis and
recommendations.

Accurately & independently
scores test results. Minimal
assistance needed with test
interpretation or
establishment of approp
prognosis/recommendations.

Accurately &
independently scores &
interprets test results.
Establishes approp
prognosis &
recommendations.

Does not communicate
effectively. Poor eyecontact or body language.
Inappropriate language.
Unable to share test results
or answer questions.
Unable to manage behavior
affectively, even with
assistance.

Does not communicate
effectively. Poor language
use, eye contact or body
language interferes with
adequate
communication. Unable
to share test results.
Moderate assist needed
with behavior
management.

Communication is adequate
during the assessment
although some areas need to
be addressed in follow-up.
Needs assistance sharing test
results & answering questions.
Minimal assistance/input
needed to manages behavior.

Communicates effectively
with client & parent using
language that is approp,
good eye contact/ body
language. Defines
professional terms. Shares
test results. Answers quest
appropriately. Manages
behavior adequately.

Not prepared. Did not have
necessary
materials/protocols, poor
positioning or
documentation. AND Max.
assistance needed for
administration.

Correct, independent
administration. Clear
instructions/explanat.
Appropriate
documentation.

Appropriate
documentation.
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Demonstration
of professional
behavior.

Prep./Room setup.

Three or more of the
following: unprofessional
attire or appear;
unprofessional behavior
during the assessment; did
not work well with others;
was defensive or critical
when provided with
direction/feedback.

Two of the following:
unprofessional attire or
appear; unprofessional
behavior during the
assessment; did not work
well with others; was
defensive or critical when
provided with
direction/feedback.

Professional attire or
appearance. Overall behavior
was professional, but may
need to work on some minor
issues. Works adequately with
others & takes direction well.

Add 1 point if room set-up
and preparation were
adequate.
Total Score =

/25

Appropriate/professional
attire and appearance.
Demonstrates professional
behavior throughout the
assessment. Works well
with others & takes
direction well.
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Grading Rubric for Final Written Report in CDDS 110/107

1 Failed

Format & writing
mechanics
(indentation,
grammar, spelling,
etc.)

Background and
Presenting
Complaint AND
History (birth/dev.,
med., family/soc.)

Obs. & Assess.
Results:
Oral Periph. &
HearingScreening

Obs. & Assess.
Results:
Speech Production
&/or
Voice &/or Fluency

2 Poor

Name: ____________________

3 Good

4 Excellent

1) Correct headings & use
of block style (no indent).
2) All phonetic symbols are
written in correctly.
3) Up to 5 grammar,
“typo” or spelling errors.
4) Double spaced.

Complete and well
organized. Correct
headings & use of block
style (no indent). Fewer
than 2 grammar, “typo” or
spelling errors.

1) More than one of the
following: Not double
spaced; did not use block
style; incorrect headings.
AND

1)Any one of the
following: Not double
spaced; did not use block
style; incorrect/missing
headings. AND

2) More than 5 grammar,
typo, spelling, or phonetic
symbol errors

2) Up to 5 grammar, typo,
spelling, or phonetic
symbol errors.

1) More than 3 of the
following are missing or
incorrect: client’s name,
CA, date, location,
presenting complaint;
birth Hx, dev,Hx/
milestones, med. Hx,
family/social Hx, as
appropriate;
information under
incorrect heading.

1) Up to 3 of the following
are missing or incorrect:
client’s name, CA, date,
location; presenting
complaint, birth Hx,
dev,Hx/milestones, med.
Hx, family/social Hx, as
appropriate. OR
2) any of the above
information is under the
wrong heading.

1) One of the following is
missing/incorrect: client’s
name, CA, date, location,
presenting complaint,
referred/ accompanied by;
AND/OR 2) One of the
following is missing/
incorrect: birth Hx,
dev,Hx/ milestones, med.
Hx, family/social Hx, as
appropriate.

BPC Contains: client’s
name, correct CA, date,
location, & presenting
complaint. Includes:
accompanied/referred by
& Dx/Tx Hx, as
appropriate. History
Contains: birth Hx,
dev,Hx/milestones, med.
Hx, family/social Hx, as
appropriate. Everything
under the correct heading.

Two of the following:

One of the following:

1) incomplete/inaccurate
oral periph, 2) incomplete/
inaccurate hearing
screening, 3) incomplete/
inaccurate DDK rates.

1) incomplete/inaccurate
oral periph, 2) incomplete/
inaccurate hearing
screening, 3) incomplete/
inaccurate DDK rates.

Oral periph and hearing
results are complete and
accurate, but not
interpreted properly or
written in an organized
manner.

Oral peripheral results are
complete and well
organized, including DDK
results; AND

Significant concerns
regarding the accuracy
and/or completeness of
the stand test results
and/or the spontaneous
speech sample including
voice and fluency analysis

1) Two of the following are
incorrect: phoneme errors
table, % intelligibility,
fluency analysis/table,
voice analysis; OR 2)
fluency &/or voice are not
addressed; OR 3) info. is
under the wrong heading.

Information from stand.
test and sample is
complete and correct,
including voice & fluency,
but phoneme error table is
in wrong format, &/OR
fluency table is incorrect.
Everything is under the
correct heading(s).

Contains: complete and
accurate results from
standardized test AND
spontaneous sample.
Includes phoneme error
table and % intellig., and
voice/fluency info. as
appropriate. Everything is
under the correct
heading(s).

Double spaced. All
phonetic symbols are
written in correctly.

Hearing screening results
are complete and
accurate.
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Obs. & Assess.
Results:
Receptive &
Expressive
Language

Significant concerns
regarding the accuracy
and/or completeness of
the stand test results and
the spontaneous language
sample including MLU,
receptive behaviors &
expressive behaviors.

Any of the following are
missing completely:
1) summary statement,
Summary &
Prognosis AND

2) prognostic statement,

Recommendations

3) recommendations

Final Draft (singlespaced)

Two of the following:

Contains: complete and
accurate results from
standardized test and
correct MLU, but receptive
& expressive observations
are incomplete or
inaccurate (re: syntax,
morphology, pragmatics,
etc.)

Contains: complete and
accurate results from
standardized test AND
spontaneous sample.
Includes discussion of
receptive & expressive
language, including MLU.

Two of the following:

One of the following:

1) summary statement is
unclear or incomplete;
2)prognostic stmnt is
inaccurate or not wellsupported; 3) recom. are
incomplete or
inappropriate; 4) info. is
under wrong heading.

1) summary statement is
unclear or incomplete;

1) Results synthesized into
an accurate & clear
summary statement.

1) Results of standardized
tests are missing or
incorrect, 2) MLU is
missing or incorrect,
3) receptive & expressive
observations are
incomplete or inaccurate,
4) info. is under the wrong
heading

2) prognostic statement is
not well-supported;
3) recommendations are
incomplete.

Everything is under the
correct heading(s).

2) Prognostic statement is
accurate & supported.
3) Recommendations are
complete & appropriate.
4) Everything is under
correct heading(s).

Add 1 point if final draft is
“perfect”.

Total Score =

/25

