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	The purpose of an evaluation is to determine the presence of a disorder and the need for treatment. Evaluation is conducted to determine status of all developmental areas for appropriate programming. The following guidelines will be used dependent upon the individual presenting concern and needs:
1. select and administer evaluation procedures which are consistent with current information on the disorder associated with the primary area of concern. Check additional guidelines relative to assessment procedures; 
2. assess to eliminate or describe concomitant strengths and weaknesses; 
3. gather case history information through completed patient/family questionnaire and interview; 
4. complete examination and run associated medical and lab tests; 
5. meet with patient/family to offer initial findings and recommendations; 
6. send a copy of the written evaluation report to patient/family, with the original report to be housed in the Clinic permanent patient file within 15 working days of the evaluation date (copies of report may also be distributed based on completion of required authorization). 
Diagnostic reports will be generated for each evaluation. The initial draft of the diagnostic report is due to the supervising professional within 48 hours following the evaluation unless determined differently by the case supervisor. Reports should be proofread by the author and a colleague before each submission. After final approval of the report, signatures of parties conducting the evaluation should be affixed and the report distributed. Punctuality in submitting reports to the supervisor is considered an important aspect of the practicum student’s demonstration of professionalism. 
Evaluation reports should contain the following information: 
· identifying information with date of evaluation; 
· referral source, presenting concern, and history of patient (including birth, developmental, medical and relevant family history); 
· findings of evaluation procedures which include description of test instruments and standardized results, formal/informal observations, impressions and interpretations; 
· behavioral observations during evaluation to describe patient’s general response to the testing environment and tasks; 
· summary of evaluations findings with a diagnostic statements; 
· recommendations that articulate intervention considerations, further assessment or referral, if warranted; 
· prognostic statement. 
Following patient/family discussion of the evaluation findings, a Patient Disposition Form (see Appendix J) should be completed with information regarding patient identification, evaluation findings, recommendations for procedures and additional tests, if warranted, as well as patient availability for services at the Clinic. This form should be submitted to the Clinic Director not later than when the final evaluation reports are distributed. If a re-evaluation is recommended after the evaluation, a Request for Service form should be completed for scheduling purposes in the future. 
	Clinical supervisors are the primary responsible party for initial diagnostic evaluations of children. Diagnostic reports will be generated for initial evaluations with additional input/evaluation from parents, professionals, and/or school districts/agencies as specified by the needs of the child and primary service provider.
Patient Contact
	Any contact that is made with patients other than when associated with an evaluation or treatment session, should be documented on the Patient Contact Log in the patient’s permanent file folder. This form is attached inside the back of the file cover. A Correspondence Record  (inside the back file cover) should document when written reports are distributed, as well as any other written correspondence other than routine scheduling contacts. The office staff is responsible for documenting when information or reports are mailed to the patient, family, or others authorized to receive information. The professional staff are responsible for documenting phone, personal, or mail contacts especially when additional case information is presented. This documentation should include consultation with other professionals, the patient or patient’s family, staffing, etc.


