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2b. Augmentative Communication Evaluation Questionnaire 
Assistive Technology Services, Advancing Opportunities 

(This section to by completed by: Speech-Language Pathologist)-Please use black ink 
 
Student Name: 
 

District:                Date: 

Therapist Name: Phone Number: 
 

E-mail:   
 
Therapy sessions per week:  
__________  Group    ___________ Individual   ___________ Classroom 

 
Directions:  Please respond to relevant questions, and skip any questions that you do 
not have an answer to.  Return Questionnaire to: Child Study Team Case Manager 
 
How does the student currently communicate?  Please be specific 
 
 
 
 
Reliable and consistent Yes and No?  Please describe. 
 
 
 
 
Does the student easily fatigue?  Please describe 
 
 
 
 
 
Can the student understand:  

 Single Words    Phrases 
 One-step directions    With gestures   Without gestures 
 Multiple-step directions   With gestures   Without gestures 
 Does not appear to understand spoken words 

 
Can the student recognize (please specify): 

 Objects            
 Photographs           
 Picture Symbols           
 Tactile Symbols           
 Letters            
 Words            

 

SLP 
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Does the student currently use an AAC system?   Yes  No 
System type:           
Type of symbols:           
Number of symbols per page/overlay:        
Size of symbols:           
Access method:           
 
 
 
Has any form of AAC been attempted previously?   Yes  No 
If so, please describe attempts and successes/failures 
 
 
 
 
 
 
 
 
 
 
 
 
 
Does the student have any hearing difficulties:        
              
Does the student have any vision difficulties:        
              
Does the student have any motor difficulties:        
              
 
 
What would you like to see the student do that he or she cannot presently do? 
 
 
 
 
 
 
 


