[image: image1.emf]Five Developmental Domains

1. Cognition – includes the child’s awareness and attention, 

thinking and problem-solving as well as the ability to 

formulate concepts.

2. Communication – includes pre-linguistic behavior, the 

use and understanding of language and the development 

of sounds and speech, including articulation and fluency.    

3. Adaptive Behavior – includes daily living skills and 

coping ability.

4. Social-Emotional – includes self-awareness, self-

regulation, and interaction with people and the 

environment.

5. Physical Development – includes fine motor, gross 

motor, vision, hearing, sensory development, oral motor 

feeding and swallowing disorders. 
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NCLUDE 

parents in every part of the evaluation process,  from planning to discussion of results.

ARRATE 

the evaluation session, so the parent understands why certain activities are introduced 

and what you are learning about the child’s behavior.

ERIFY 

the child’s responses with the parent to insure they are reflective of  the child’s behavior.

BSERVE

the parent and child interaction and comment to allay any anxieties the parent may have.

ISTEN 

to what parents say about their concerns, priorities, and resources related to the child’s 

development and developmental progress so that you can accurately reflect them in your 

discussion, summary and evaluation report.

ALIDATE 

parent information and concerns to demonstrate that their expertise is valued.

XPLAIN 

eligibility criteria for Early intervention and how determination is made based on multiple 

sources of information.
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Important Notes to Training Participants:

The adoption of new Federal Part C regulations in 2011 and the adoption of the 2012-13 State Budget require that the Early Intervention Program regulations be revised.  Many of the Department's statewide training courses will be affected by these changes.  Once the regulations are revised, the Notice of Proposed Rulemaking process is complete, and new regulations have been adopted, all statewide trainings that are impacted will be updated by the Department. 

Many statewide trainings incorporate Department-issued guidance into the curriculum.  Once the revised EIP regulations are adopted, guidance documents will be updated to reflect all recent changes in federal and state laws and regulations.  In the meantime, if you have questions about an existing guidance document, please contact the Bureau of Early Intervention at 518-473-7016.
 
Handout #1

Introduction to Early Intervention Evaluation,

Assessment, and Eligibility Determination

AGENDA
Unit 1 – Welcome, Introductions, Course Overview

Unit 2 – Roles and Responsibilities of Individuals Involved in the 




   Evaluation Process
Unit 3 – Planning for the Evaluation



BREAK

Unit 3 – Planning for the Evaluation (cont’d.)
Unit 4 – Required Components of a Multidisciplinary Evaluation (MDE)
60 Minutes

LUNCH
Unit 4 – Required Components of a Multidisciplinary Evaluation (MDE) (cont’d.)
Unit 5 – Determining Eligibility 

Unit 6 – Evaluation Reports and Documentation 




BREAK
Unit 7 – Procedures and Criteria for Continuing Eligibility

Unit 8 – Wrap Up and Course Evaluation

        
      








 
Handout #2
Pre- and Posttraining Self Assessment

Quincy S. Case Study

Age:  22 Months

Referral

Quincy S. was referred to the Early Intervention Program (EIP) on September 15 due to his parents’ concerns regarding his speech and language development. The Initial Service Coordinator (ISC) contacted the mother, Mrs. S., on October 1.  Mrs. S. reported to the ISC that Quincy’s vocabulary was limited and he often grunted instead of using his words.  There were no other concerns expressed.

Quincy lives at home with his mother and father.  Both parents work outside the home full time. Quincy attends a daycare center five days a week from 7:30 A.M. until 6:00 P.M.  He has been at the daycare center for three months.

The ISC called the evaluation agency on October 3 with the referral information.  The evaluation agency contacted the mother on October 10 and explained that two evaluators would come to the home for the evaluation.  A speech pathologist and special educator conducted the evaluation on October 14, together, one weekday morning, at the parents’ home.  The evaluation took one and one-half hours.  A family interview was conducted at the beginning of the evaluation.  Information gathered during the family interview included a parent health history during pregnancy and developmental milestones.  The evaluators conducted the evaluation in the parents’ living room.  The parents were asked to stay in the room and observe the evaluation.  The evaluators used their toys for the evaluation.  The evaluators gave little information while they were testing the child.  At the end of the evaluation, the evaluators told the parent that a written report would be ready within two weeks and then left the home.

Tools used during the evaluation by the special educator.

1. 
Hawaii Early Learning Profile (HELP)      

2. 
Clinical observations

Tools used during the evaluation by the speech-language pathologist.

1. 
Receptive Expressive Emergent Language Scale (REEL 3)     

2. 
Clinical observations

3. 
Parent Interview             

The child was deemed eligible based on a communication delay of 33%.  The reports were mailed to the parents October 28.  The IFSP meeting was held November 5.

          

     Handout #3
Pre- and Posttraining Self Assessment Response Form
Record your thoughts on the family scenario, including areas of strength and areas needing improvement or not in compliance with EIP regulations:

1. Initial contact by evaluation team:

Pretraining:___________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Posttraining:__________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________
2. Planning for the evaluation:

Pretraining:___________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Posttraining:__________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________
3. Family preferences and participation:

Pretraining:___________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Posttraining:__________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________
4. Conducting the evaluation:

Pretraining:___________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Posttraining:__________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________
5. Eligibility Determination

Pretraining:___________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Posttraining:__________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

(over)

6. Feedback discussion with family:

Pretraining:___________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Posttraining:__________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

7. Timeliness of the process:
Pretraining:___________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Posttraining:__________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________
Handout #4
Whose Job Is It?
	Job
	Parent
	Evaluator
	Service Coordinator
	EI Official or Designee

	1. To support and advocate for the child.
	
	
	
	

	2. To determine whether a screening is appropriate.
	
	
	
	

	3. To review options for selection of evaluator from the list of approved evaluators provided by the municipality, including the option to screen.
	
	
	
	

	4. To select the evaluator.
	
	
	
	

	5. To give the parent an option to participate in the family assessment process.
	
	
	
	

	6. To ensure appropriate referrals of children in the child protective system are made to the EIP.
	
	
	
	

	7. To transfer all pertinent referral information to the evaluator, including family’s cultural & linguistic background with parent consent.
	
	
	
	

	8. To facilitate communications between the evaluator and the family.
	
	
	
	

	9. To express priorities and concerns.
	
	
	
	

	10. To obtain written informed consent to perform the evaluation.
	
	
	
	

	11. To attend the meeting to develop the IFSP and functional outcomes.
	
	
	
	

	12. To ensure that the health assessment is completed.
	
	
	
	

	13. To determine qualified personnel for the evaluation noting that a minimum of two differently qualified professionals must participate in the evaluation process.
	
	
	
	

	14. To provide physical and emotional support to the child during the evaluation.
	
	
	
	

	15. To assess the 5 domains, using a variety of strategies and sources of information.
	
	
	
	

	16. To review the evaluation report to ensure that eligibility has been established OR to ensure the evaluator has followed regulatory requirements in establishing child’s eligibility for the EIP.
	
	
	
	

	17. To obtain any relevant information including previous evaluation from other services with parent consent.
	
	
	
	

	18. To act as informant regarding the child’s behavior during the evaluation (e.g., knowing when the child needs a break or snack).
	
	
	
	

	19. To give feedback about the child’s performance.
	
	
	
	

	20. To determine eligibility.
	
	
	
	

	21. To ensure that the family feels that the evaluation reflects their child appropriately.
	
	
	
	

	22. To authorize a second evaluation or component upon the request of the parent if he/she deems it necessary and appropriate.
	
	
	
	

	23. To share results of the evaluation with the family in a manner which is comprehensible to them.
	
	
	
	

	24. To take an active role in the evaluation process and assist in eliciting optimal responses from the child.
	
	
	
	

	25. To ensure that the family, EIO, service coordinator and others at the parent’s request have a copy of the reports.
	
	
	
	

	26. To ensure that the family understands the evaluation results.
	
	
	
	

	27. To give consent to conduct the evaluation.
	
	
	
	

	28. To ensure that the evaluation is completed in time to assure an IFSP meeting occurs within 45 days from referral.
	
	
	
	

	29. To receive notification of the evaluator chosen by the parent.
	
	
	
	

	30. To determine whether there are special transportation needs as defined in the regulations.
	
	
	
	

	31. To assist the family in scheduling the screening/evaluation with the evaluator of the family’s choice.
	
	
	
	


Handout #5












Handout #6


Handout #7   

The Patterson Family Referral and Intake Information

Craig, now 18 months, arrived in New York to live with his maternal grandmother, Delores, when he was 15 months old. Craig’s mother, Lisa, still retains parental rights. She was incarcerated at a state corrections facility on possession and use of methamphetamines charges, at which time Delores became Craig’s foster guardian. Lisa then entered a 5-week rehabilitation program. Craig’s biological father is unknown.

Within the first week of caring for Craig, Delores became concerned about his listlessness and lack of speech.  There are no medical records or family history available.  Delores reported that she believes Craig was born prematurely but had no specific information on his pre or postnatal care since she had no contact with her daughter for over three years. 

Although he was seen for a 12 month well child visit, neither Delores nor Lisa have records from that visit. Craig’s health care is currently followed by the Community Health Care Center. Delores reports that all of Craig’s immunizations are up-to-date. After consulting with the physician, and based upon his recommendations Delores, contacted the local Early Intervention (EI) office to make a referral.

Delores is 59 years old and widowed.  Her husband passed away two years ago after a long hospitalization from injuries sustained in an automobile accident.  Delores sustained a compound leg fracture in the accident and continues with weekly physical therapy sessions.  She occasionally has difficulty with long periods of standing or walking due to her injuries.  Delores’ first child Mitch is married and has two children and lives approximately 70 miles away.

Lisa expressed her desire to remain involved in her son’s life and asked to have the EI process wait until she was out of rehabilitation. Delores did not understand why she could not sign the paperwork so the process could get moving. She is very concerned about Craig. The service coordinator explained to Delores that the Early Intervention intake and evaluation would wait until Lisa was out of rehabilitation so that her request to be involved could be honored, since she is the biological parent.

Once Lisa was released from rehabilitation, she moved in temporarily with Delores. They have now re-referred Craig to Early Intervention.












Handout #8 

The Suri Family Referral and Intake Information

Anil is a six week old boy who was diagnosed with Down syndrome.  He is the third child, and first male of Sher Shah, 43 years and Priya, 39 years who have recently immigrated to the United States from Faridabad, India with their second child Sita, who is 14 years old.  Their first born child, Usha age 19 years, remained in Delhi to attend the University on a national scholarship.  

The family’s primary language is Punjabi.  The mother Priya speaks and understands no English, the father understands English but has difficulty with English pronunciation and is difficult to understand.  Sita recently began attending bilingual classes and seems to be doing well with the adjustment and learning the English language.

Priya currently works as a seamstress at home doing piecemeal work for a local garment manufacturer.  Sher Shah currently drives a taxi for a local car service and works from 6am – 6pm Monday-Saturday.  The family has no health insurance.  The family currently lives in a one bedroom apartment, but is hopeful that they may save enough to move into a larger apartment.

Priya’s pregnancy was unplanned and not evident until late in the second trimester.  Priya was uncomfortable seeking out medical attention for her pregnancy and was not seen at the local health clinic until the 8th month of her pregnancy.  The Suri’s were elated to learn that Anil was male but became despondent upon learning that he had Down Syndrome and denied that there was a problem with their newborn child.  They were unaware that Anil was referred to the local EI office.  Knowing this, and that the family knows very little about the diagnosis, the initial service coordinator has requested that the referral source (hospital nursery and/or physician) contact the family to discuss further.

Handout #9
The Reynolds Family Referral and Intake Information

Sean is a 29 month old living with his parents, Tom and Shari and his two older siblings, ages four and seven.  The family owns their own home in a suburban development.  Tom works in the financial sector and spends long hours at work and commuting, so he is not as involved with the care of the children as Shari.  The family has private health insurance through Tom’s job.  

Sean’s early development seemed normal, but within the first year he seemed slower to develop in social and communication areas and seemed to lose interest in other people.  He prefers to be alone most of the time and recently has begun to display some ritualized behavior (e.g., hand-flapping) and tantrums when people try to engage him or re-direct him. His siblings have difficulty relating to him due to his unusual and sometimes difficult behavior. 

Tom and Shari decided to enroll him in a neighborhood play group/nursery school at 20 months so he could have more exposure to other children his age.  After a few months, the nursery school referred Sean to Early Intervention, but the parents were not in agreement and declined to follow through with the evaluation.  Sean was seen at a routine well-child exam when he was 29 months old.  At this time, Sean’s pediatrician was concerned and initiated a second referral to Early Intervention, suspecting a Pervasive Developmental Disorder (PDD). 

Due to the suspected diagnosis, the service coordinator would like the family to select an evaluator including a qualified professional who can make the diagnosis.  The family still only has concerns about speech and believe behavior is more related to his personality and “terrible two’s.”  They are reluctant to include a psychological evaluation. 

Handout #10  

The Martin Family Referral and Intake Information

Tiffany is a 7 month old infant with significant medical history since birth.  She is the second child of Steve and Linda Martin.  Their first child, Joey, was diagnosed with an Autism Spectrum Disorder and has received services from the Early Intervention Program.  He will soon be turning three, and will need to transition to preschool services. 

Steve, who worked at a local factory, was recently laid off and the family now has no health insurance.  Steve continues to be very involved with Joey, but Tiffany’s needs are overwhelming to him.  Linda left her part–time job as a cashier unexpectedly due to Tiffany’s premature birth.  She is worried she will need to find a full–time job now to help with the bills.  Last night on the phone, she told her best friend, “I want to be home with my kids.  They need me.  I’ll wait a few more weeks before I start looking for work.  By then, I hope Steve can find another job.”

Tiffany was born prematurely at 28 weeks, weighing 850 grams (almost 2 pounds).  She had a Grade III intra-ventricular hemorrhage requiring a shunt.  She was on a ventilator in the neonatal intensive care unit, but now has portable oxygen at home which she only needs at night. She has periodic seizures and is on medication.  She remained in the Neonatal Intensive Care Unit (NICU) for three months but was readmitted to the hospital twice, once for a seizure and once for an infection at the shunt site.  An Occupational Therapy (OT) evaluation was completed at the hospital.

Linda has spoken with her ongoing service coordinator (for Joey’s services) regarding her concerns about Tiffany. Tiffany is a very difficult child to feed.  She is very resistant to food texture and has reflux.  It takes Linda hours everyday just to feed Tiffany and to get food to stay down. It is also very difficult to console/comfort and cuddle her.











Handout #11
Family Activity 1 – Planning for the Evaluation

Discussion Sheet

What are the specific considerations and steps involved in setting up an

evaluation for your assigned family?
The Patterson Family:

______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
The Suri Family:

______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
The Reynolds Family:

______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
The Martin Family:

______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
















Handout #12
Checklist for Growing Children

Here's what you can expect your child to be doing, from birth to age three. If your baby seems different, call your local Early Intervention Program.

	At three months of age, most babies:
	At six months of age, most babies:
	At 12 months of age, most babies:

	· turn their heads toward bright colors and lights 

· move both eyes in the same direction together 

· recognize bottle or breast 

· respond to their mother's voice 

· make cooing sounds 

· bring their hands together 

· wiggle and kick with arms and legs 

· lift head when on stomach 

· become quiet in response to sound, especially to speech 

· smile 
	· follow moving objects with their eyes 

· turn toward the source of normal sound 

· reach for objects and pick them up 

· switch toys from one hand to the other 

· play with their toes 

· help hold the bottle during feeding 

· recognize familiar faces 

· imitate speech sounds 

· respond to soft sounds, especially talking 

· roll over 
	· get to a sitting position 

· pull to a standing position 

· stand briefly without support 

· crawl 

· imitate adults using a cup or telephone 

· play peek-a-boo and patty cake 

· wave bye-bye 

· put objects in a container 

· say at least one word 

· make "ma-ma" or "da-da" sounds 


	At 1 1/2 years of age, most children:
	At two years of age, most children:
	At three years of age, most children:

	· like to push and pull objects 

· say at least six words 

· follow simple directions ("Bring the ball") 

· pull off shoes, socks and mittens 

· can point to a picture that you name in a book 

· feed themselves 

· make marks on paper with crayons 

· walk without help 

· walk backwards 

· point, make sounds or try to use words to ask for things 

· say "no," shake their head or push away things they don't want 
	· use two-to-three-word sentences 

· say about 50 words 

· recognize familiar pictures 

· kick a ball forward 

· feed themselves with a spoon 

· demand a lot of your attention 

· turn two-to-three pages together 

· like to imitate their parent 

· identify hair, eyes, ears and nose by pointing 

· build a tower of four blocks 

· show affection 
	· throw a ball overhand 

· ride a tricycle 

· put on their shoes 

· open the door 

· turn one page at a time 

· play with other children for a few minutes 

· repeat common rhymes 

· use three-to-five-word sentences 

· name at least one color correctly 


If your child is having trouble doing some of these things, it may put your mind at rest to talk to someone. Early help makes a difference! Talk with your doctor or call your local Early Intervention Program.
    Handout #13
New York State Early Intervention Program
Interim List of Developmental Assessment Instruments - June 3, 2010

Revised May, 2012
This list will not be updated each time a tool is reissued, however the most recent edition of an assessment instrument should be used as soon as it is available.  

	Achenbach System of Empirically Based Assessment- Child Behavior Checklist (CBCL)

	Adapted Pattern Perception Test (Low Verbal Early Speech Perception Test-ESPT) *

	Adaptive Behavior Assessment System - Second Ed.

	Ages and Stages Questionnaires: Social-Emotional *

	Alberta Infant Motor Scale (AIMS) *

	Arizona Articulation Proficiency Scale - 3rd Ed.

	Assessment of Preterm Infants' Behavior (APIB) *

	Assessment, Evaluation, and Programming System for Infants and Children (AEPS)
Assessment, Evaluation, and Programming System for Infants and Children (AEPS), Second Edition 

	       Auditory-Verbal Ages and Stages of Development *

	Autism Diagnostic Interview- Revised (ADI-R)

	Autism Diagnostic Observation Schedule-Generic (ADOS-G, now ADOS-WPS)

	Autism Screening Instrument for Educational Planning-Second Edition (ASIEP-2)

	Battelle Developmental Inventory-2nd Edition *

	Bayley Behavior Rating Scales (BRS)

	Bayley Infant Neurodevelopmental Screener (BINS)

	Bayley Scales of Infant Development III (BSID-III) *
Behavior Assessment System for Children, Second Edition (BASC-2)

	Brigance Inventory of Early Development-Revised (IED)

	Caregiver-Teacher Report Form

	Carey Temperament Scales

	Carolina Curriculum for Infants and Toddlers with Special Needs (CCITSN) *

	Carolina Picture Vocabulary Test, 1985 *

	Central Institute for the Deaf (CID) Preschool Performance Scale, 1984 *

	Child Behavior Checklist for Ages 1 1/2- 5 years Communicative Development Inventories (CDI)*

	Childhood Autism Rating Scale (CARS and CARS - 2)*

	Clinical Linguistic and Auditory Milestone Scale

	Communication and Symbolic Behavior Scales (CSBS) (Wetherby, 2003)

Communication and Symbolic Behavior Scales: Developmental Profile (CSBS DP)

	Denver Developmental Screening Test: Denver II (DDST-II) *

	Developmental Assessment of Young Children (DAYC)

	Developmental Observation Checklist

	Developmental Pre-Feeding Checklist

	Developmental Profile II

	Devereux Early Childhood Assessment (DECA)

	Differential Ability Scale (DAS)

	Early Coping Inventory *

	Early Language Milestones Scale- 2 (ELMS-2)

	Early Learning Accomplishment Profile (ELAP)

	Early Motor Pattern Profile (EMPP) *

	Einstein Neonatal Neurobehavioral Assessment Scale (ENNAS) *

	Expressive One-Word Picture Vocabulary Test- Revised (EOWPVT-R) *

	Functional Emotional Assessment Scale

	Functional Independence Measure for Children (WeeFIM) *

	Gesell and Amatruda Developmental and Neurological Examination-Revised *

	Gesell Developmental Schedules (GDS)- Revised*

	Goldman-Fristoe Test of Articulation-2 (GFTA-2)

	Gross Motor Function Measure (GMFM) *

	Gross Motor Performance Measure, Quality of Movement (GMPM) *

	Hawaii Early Learning Profile (HELP) *

	High/Scope Child Observation Record Form for Infants and Toddlers

	Hiskey-Nebraska Test of Learning Aptitude, 1966 *

	Humanics National Infant-Toddler Assessment

	Infant Neurological International Battery (INFANIB) *

	Infant Toddler Symptom Checklist

	Infant/Toddler Checklist for Communication and Language Development

	Infant-Toddler Developmental Assessment (IDA)

	Infant-Toddler Social Emotional Assessment

	Infant-Toddler: Meaningful Auditory Integration Scale (IT-MAIS) *

	Kaufman Assessment Battery for Children (K-ABC), 1983 *

	Learning Accomplishment Profile-D

	Leiter International Performance Scale (LIPS) *

	MacArthur Communicative Developmental Inventory (CDI) *

	Meadow-Kendall Social-Emotional Assessment Inventories for Deaf and Hearing *

	Milani-Comparetti Motor Development Screening Test (M-C) *

	Miller Assessment of Preschoolers (MAP) *

	Movement Assessment of Infants (MAI) *

	Mullen Scales of Early Learning *

	Neonatal Behavioral Assessment Scale, Brazelton (NBAS or BNBAS) *

	Neonatal Neurobehavioral Examination, Morgan (NNE) *

	Neonatal Neurological Examination (NEONEURO) *

	Neonatal Oral-Motor Assessment Scale (NOMAS) *

	Neurobehavioral Assessment of the Preterm Infant (NAPI) *

	Neurological Assessment of the Preterm and Full-Term Newborn Infant, Dubowitz (NAPFI) *

	Neurological Evaluation of the Newborn and Infant (Amiel-Tison) *

	Neurological Examination of the Full-Term Infant (Prechtl) *

	Oral-Motor Feeding Rating Scale *

	Ordinal Scales of Psychological Development, 1989 *

	Oregon Project for the Blind and Visually Impaired *

	Peabody Developmental Motor Scales, Second Edition (PDMS-2) *

	Peabody Picture Vocabulary Test, Third Edition (PPVT-III) *
Pediatric Evaluation of Disability Inventory (PEDI) *

	Pervasive Developmental Disorder Behavior Inventory
Pre-Linguistic Autism Diagnostic Observation Schedule (PL-ADOS)*

	Preschool Evaluation Scale

	Preschool Language Scales, Fourth Edition and Fifth Edition (PLS-4 and PLS-5)

	       Pre-Speech Assessment Scale (PSAS) *

	Primitive Reflex Profile (PRP) *

	Receptive One Word Picture Vocabulary Test (ROWPVT)

	Receptive-Expressive Emergent Language Test (REEL-2 and REEL-3)

	Reynell Developmental Language Scales *

	Rossetti Infant Toddler Language Scale *

	Schedule for Oral-Motor Assessment (SOMA) *

	Sensory Profile (Infant/Toddler Sensory Profile)

	Sequenced Inventory of Communication Development, Revised (SICD-R)

	SKI*HI Language Development Scale (LDS) *

	Smith-Johnson Nonverbal Performance Scale, 1977 *

	Social-Emotional Assessment Measure (SEAM)

	Stanford-Binet Intelligence Scale, Fourth Edition (SB-IV)

	Stuttering Severity Instrument for Children & Adults- 3rd Edition

	Temperament and Atypical Behavior Scale (TABS)

	Test of Early Language Development- Third Edition (TELD-3)

	Test of Infant Motor Performance (TIMP) *

	Test of Motor Impairment (TOMI) and Test of Motor Impairment-Henderson Revision (TOMI-H) *

	Test of Sensory Function in Infants (TSFI) *

	The Non Speech Test

	The Ounce Scale

	Toddler and Infant Motor Evaluation (TIME)*

	Transdisciplinary Play Based Assessment (TPBS) *

	Vineland Adaptive Behavior Scales (VABS) *

	Vineland Social-Emotional Early Childhood Scale *

	Wechsler Preschool and Primary Scale of Intelligence-III

	Westby Play Scale

	Wolanski Gross Motor Evaluation *

	Woodcock-Johnson III


*Developmental Assessment Test from the NYS DOH Clinical Practice Guidelines

    Handout #14

TYPES OF EVALUATION INSTRUMENTS

	
	Norm-Referenced
	Criterion-Referenced *

	Descriptions
	Assessments in which a child’s performance is compared to a larger group or “norm group.”

	Assessments in which a child’s performance is compared to a specific performance standard rather than the performance of a norm group comprised of other children. 



	Scoring
	Norms are developed from data collected from a group of subjects. 

Norm-referenced tests yield raw scores which can be converted into standard scores or percentile ranks depending on the instrument. 
(see glossary for definitions of these terms and handout on Normal Distribution of Scores)


	The list of skills serves as a reference to determine how the child is progressing along the developmental sequence.

Criterion-referenced tests yield age ranges.



	Domains
	Single and Multi-domain
	Single and Multi-domain



	Instrument Examples
	Multi-domain

· The Bayley Scales of Infant Development III (BSID-III)
· The Developmental Assessment of Young Children (DAYC)

· The Mullen Scales of Early Learning 

Domain Specific

· The Preschool Language Scale-4 (PLS-4)
· The Peabody Developmental Motor Scale-2 (PDMS-2)
· MacArthur Communicative Development Inventories (CDI)

	Multi-domain:

· Hawaii Early Learning Profile (HELP)

· Carolina Curriculum for Infants and Toddlers with Special Needs (CCITSN)
· Early Learning Accomplishment Profile (ELAP)

Domain Specific:

· The Rossetti Infant Toddler Language Scale

· Gross Motor Performance Measure, Quality of Movement (GMPM)


	Methods and Approaches 

	Direct observation 

Parent report

Multi-format
	Direct observation 

Parent report

Multi-format


* Criterion-referenced is also referred to as a curriculum based instrument. Some criterion-referenced instruments are also known as Stage-based. 
Refer to Guidance Memorandum 2005-02, Standards and Procedures for Evaluations, Evaluation Reimbursement, and Eligibility Requirements and Determinations Under the Early Intervention Program  for a more detailed discussion regarding standardized evaluation and assessment instruments.
Handout #15
METHODS OF DATA COLLECTION
These are examples of various methods used by evaluators to collect information regarding the child’s performance during the MDE.  Data collected needs to be of a child’s behaviors across situations rather than as an isolated event.  

	Direct Observation 
	Evaluator observes the child’s behaviors in the natural environment.  Interactions observed may include interactions with care-givers, the environment, other family members.



	Parent Report Scales
	May be domain specific or cover multiple domains

May be norm-reference and standardized 

· Example: Receptive-Expressive Emergent Language test (REEL-3) – Communication Domain 

May be criterion-referenced

· Example: Rossetti Infant-Toddler Language Scale 



	Multi-Format
	Structured administration procedure – items presented to the child by the examiner

Observation – examiner observes child in the relevant activities

Interview – parent, caregiver, etc., is interviewed by the evaluator














Handout #16
Glossary of Terms
Criterion-Referenced Instrument

Compares a child’s performance to an established measure of performance, rather than to the performance of others; uses a list of skills or criteria as a reference for developmental progress. Also called a curriculum-based instrument when using instruction-based developmental sequences, or stage-based instrument when based upon theoretical sequence of developmental stages.

Multi-Format Administration Procedure

A test administration procedure that relies on more than one format for information gathering (e.g., structured administration, observation, and interview). An example of this type of test is the Battelle Developmental Inventory - 2nd edition.

Norm Referenced Instrument 
Compares a child with other children of the same age based on norms developed from data that are collected from a group of subjects.

Normal Distribution

A symmetrical curve which visually represents where in relation to the mean (average) a score falls based on the normed population.

Percentile Rank

Converts raw scores (number of correct responses) into a more meaningful representation; indicates the percentage of individuals in the norm group whose scores for a test fell at or below a particular raw score.

Raw Score (Total Score)

Based on the total number of items credited for performance according to standardized test protocol and guidelines.

Reliability

Consistency of score results over time.

Standard Score

Raw score expressed according to the established norm tables for the instrument, used to compare performance with that of other children of the same age in the normed group; expresses a raw score’s distance from the mean in terms of standard deviation units. There are several terms for standard scores: quotients, T scores, Z scores, etc.

Content Validity

Extent to which a test measures what it was designed to measure.
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The normal distribution is a symmetrical curve, half of the cases falling above the mean and half of the cases falling below. The greatest number of cases falls close to the mean of the distribution, with less and less cases falling at either end. A standard score, then, expresses any individual result’s distance from the mean in terms of standard deviation units. The average results fall between -1SD (standard deviation) from the mean and +1SD from the mean. (See shaded area on the graphic).  A standard score allows one to answer the following type of questions:  is this result close to the average of what most children of the same age obtain or does it depart from the average significantly? 

There are several types of standard scores, all describing the normal distribution.

Standard scores:  
They have a mean of 100 and a SD of 15   

                               
Within normal limits: 85 – 100

Scaled scores: 
Used for subscales (to distinguish them from the scores on the full scale)

                         
They have a mean of 10 and a SD of 3

                         
Within normal limits:  7 – 13

T scores:         
They have a mean of 50 and a SD of 10

                         
Within normal limits: 40 – 60

Z scores:          
The z scores are units of the standard deviation

                          
They have a mean of zero

                          
Within normal limits:  -1SD to +1SD

Percentile ranks:  
They have a mean of 50

                                
Within normal limits: between the 16th percentile and the 84th percentile

Handout #18
Scoring Do’s and Don’ts
	DO
	DO NOT

	
	

	Master fully the scoring system of your instrument
	Use the test items as a reference for your subjective judgment

	
	

	Use a completely familiar instrument (Administration and Scoring)
	Report scores you do not understand

	
	

	Report clearly which instrument yields which score(s)
	Present a mix of tests and results

	
	

	Report scores as the test manual advises whether standard scores, percentile ranks, T scores, etc.
	Convert the scores to other units of measurement (it makes the test and its results less recognizable for other professionals)

	
	

	Stay with one system of reporting results; either percentage or standard deviation
	Estimate the standard deviation (statistical construct)

	
	

	When using a norm-referenced instrument:

	
	

	DO
	DO NOT

	
	

	Report scores describing the normal distribution (SS, Ts, percentile ranks, etc.)
	Use age-equivalents

	
	

	Report sub-scale scores and total scores
	Report only a partial score or an isolated sub-scale result

	
	

	When using criterion-referenced tests:

	
	

	DO
	DO NOT

	
	

	Report the full age range
	Report a single age unless the test manual indicates a way to do that

	
	

	
	

	NOTE:  The age range provided by a criterion-referenced instrument represents the ages at which a particular skill is expected to emerge.  It does not indicate the age by which a behavior must develop (nor how one child compares with others of the same age).


Handout #19
Family Activity 2 – Evaluation Team and Instruments

Discussion Sheet

Describe the composition of your evaluation team and the tools and approaches that might be used with your family.
The Patterson Family:

Composition:______________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
Tools and Approaches:______________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
The Suri Family:

Composition:______________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
Tools and Approaches:______________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
The Reynolds Family:

Composition:______________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
Tools and Approaches:______________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
The Martin Family:

Composition:______________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
Tools and Approaches:______________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
            Handout #20


What Test Should I Use?

· What test, among those I have solid experience administering, should I use that is appropriate for this child’s:

· Age

· Culture and linguistic environment

· Known condition/disability

· Will it address the parental concern(s) fully, partially, or as a complement to other tools?

· Will I correct (the child’s chronological age) for prematurity if there is a history?

· Is the test I chose normed on children at the age level I need?

· Is the test I chose considered a good instrument at that age level?

· Where do I find such information about a test?

· If the child received a specific diagnosis, what do I need to know about this condition?  Will it affect the administering of the test I chose?  Will I be able to make justifiable adjustments to the administering procedures or do I need to choose other methods of gathering information?

· If the condition leads to automatic eligibility (or is known to be linked to developmental delays) should the focus of the evaluation change?

· Is it possible that I may need to refer this child for further evaluation by evaluator(s) who have expertise in a particular disorder or disability?  What would constitute a good initial evaluation?

· Was a home language survey conducted?  Am I confident that I know the linguistic environment of this child?

· Should I recuse myself in favor of an evaluator fluent in the language of exposure for this child if such a professional can be easily located?

· Will I use an interpreter?  How will this affect the administration of the instrument I chose?  How will this affect my ability to obtain a valid result?

· Are there significant limitations to this child’s functioning?  How should I prepare for the particular circumstances?

· If the instrument I most commonly use is not appropriate, what will be my alternative strategy?

· Should I try an instrument I am not familiar with?
· If a qualitative, descriptive format is best, what other instrument could I use to complement my evaluation?

EARLY INTERVENTION PROGRAM

MULTIDISCIPLINARY EVALUATION SUMMARY FORM
	Child’s Name: _______________________________________________________________________________

Last                                                 First                                                 Middle

DOB: ________/_______/_______ Date of Evaluation Establishing Eligibility: ____/____/____



	MULTIDISCIPLINARY SUMMARY TYPE

[   ] MDE Summary – Initial Eligibility
[   ] MDE Summary – Ongoing Eligibility


	[    ] NOT ELIGIBLE

Write V79.3 – Not Eligible

Attach evaluation report
Attach Core/ Supplemental Evaluation Summary Sheets



	[    ] ELIGIBLE - BASED ON DIAGNOSED CONDITION

Sufficient to determine eligibility. Submit the following to assist in developing service plan:

1. This page, Indicate Diagnostic Condition in Part A. Attach documentation of diagnosis.

2. Attach Core Evaluation Summary Form, Supplemental Summary Form(s), and Narrative Summary.

3. Attach all evaluation reports.
	[    ] ELIGIBLE - BASED ON DELAY
Submit the following to assist in developing service plan:

1. This page.

2. Core Evaluation Summary Form, Supplemental Evaluation Summary Form(s), and Narrative Summary.

3. Attach all evaluation reports.

4. Indicate ICD Code in Part B.

	A. Diagnosed Physical and Mental Conditions With a High Probability of Developmental Delay. Complete this section only if child is eligible based on diagnosed condition. Attach documentation of diagnosis by physician or clinician.

	[  ]  270.2  -  Albinism

[  ]  759.89 - Angelman (Same as CHARGE)
[  ]  743.45 - Aniridia

[  ]  728.3   - Arthrogryposis

[  ]  314.00 - Attention Deficit Disorder w/o Hyperactivity

[  ]  314.01 - Attention Deficit Disorder with Hyperactivity

[  ]  369.00 - Blindness, both eyes

[  ]  369.10 - Blindness one eye, low vision other eye
[  ]  759.89 - CHARGE Association (Same as Angelman)

[  ]  749.10 - Cleft Lip

[  ]  749.00 - Cleft Palate
[  ]  749.20   Cleft Palate with Cleft Lip

[  ]  389.00 - Conductive Hearing Loss Unspecified
[  ]  742.3   - Congenital Hydrocephalus

[  ]  359.0   - Congenital Hereditary Muscular Dystrophy

[  ]  315.4   - Dyspraxia Syndrome

[  ]  758.0   - Down (Trisomy 21 or 22, G)

[  ]  758.2   - Edwards (Trisomy 18 D 1)

[  ]  313.9   - Emotional Disturbance of Childhood Unspecified

[  ]  742.0   - Encephalocele

[  ]  760.71 - Fetal Alcohol

[  ]  759.83 - Fragile X 

[  ]  299.00 - Infantile Autism active state

[  ]  343.9   - Infantile Cerebral Palsy Unspecified
[  ]  345.60 - Infantile Spasms w/o intractable epilepsy

[  ]  345.61 - Infantile Spasms with intractable epilepsy

[  ]  772.14 - Intraventricular Hemorrhage (Grade IV)
[  ]  774.7   - Kernicterus
	[  ]  765.01 - Less than 500 grams - Low Birth Weight

[  ]  765.02 - 500 - 749 grams - Low Birth weight

[  ]  765.03 - 750 - 999 grams - Low Birth Weight

[  ]  755.58 - Lobster Claw (Cleft Hand Congenital)

[  ]  369.20 - Low vision both eyes - NOS
[  ]  742.1   - Microcephalus

[  ]  389.20 - Mixed conductive and sensorineural hearing loss

[  ]  742.4   - Multiple anomalies of brain - NOS
[  ]  377.23 - Optic nerve coloboma (bilateral), Acquired

[  ]  743.57 - Optic nerve coloboma (bilateral), Congenital

[  ]  359.89 - Other Myopathies

[  ]  758.1   - Patau's (Trisomy 13 D 1)
[  ]  779.7   - Preventricular Leukomalacia
[  ]  299.80 - Pervasive Developmental Disorder (PDD)

[  ]  755.4   - Phocomelia (absence of limb)

[  ]  759.81 - Prader-Willi

[  ]  309.81 - Prolonged Post Traumatic Stress Disorder

[  ]  742.2   - Reduction deformities of brain (Holoprosencephaly/Lissencephaly)

[  ]  362.21 - Retinopathy of prematurity (grades 4 & 5)

[  ]  389.10 - Sensorineural Hearing Loss Unspecified
[  ]  741.0   - Spina Bifida with hydrocephalus

[  ]  741.90 - Spina Bifida w/o hydrocephalus

[  ]  952.9   - Spinal Cord Injury Unspecified
[  ]  744.00 - Unspecified anomalies of ear with hearing impairment

[  ]  379.53 - Visual deprivation nystagmus

[  ]  335.0   - Werdnig-Hoffmann Disease (Infantile Spinal Muscular Dystrophy)

	B.  Indicate Diagnostic Condition and ICD Code(s) below if eligible due to delay or if different from above.

1._________________________________________ 2._________________________________________
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EARLY INTERVENTION PROGRAM

CORE EVALUATION SUMMARY FORM
INSTRUCTIONS: This form must be accompanied by a Multidisciplinary Evaluation Summary Form, a Supplemental Evaluation Summary Form (when applicable), and a Narrative Summary. Please print or type.

	Child’s Name: _________________________________________________________________________

Last                                                 First                                                 Middle

DOB: ________/_______/_______

	EI Evaluator Name: ____________________________________

Provider ID#: _________________________________________

Contact Person: _______________________________________
	Phone#: (_____) _____________

Fax#: (_____) _______________

	Core Evaluation - Individuals Involved

Name: _________________________________

Specialty: ______________________________

Instrument(s): ___________________________
	[    ] Check if Bilingual Evaluation Performed

Language: ________________________

Summary of evaluation must be translated.

Dates of Core: From ____/____/____ To ____/____/____

	Name: _________________________________

Specialty: ______________________________

Instrument(s): ___________________________
	Name: _________________________________

Specialty: ______________________________

Instrument(s): ___________________________

	[    ] Family Assessment Offered and Refused                   [    ] Family Assessment Completed and Attached

	Disciplines Involved in Core Evaluation:
[    ] Audiologist


[    ] Other Physician

[    ] Nurse


[    ] Physician Assistant

[    ] Nurse Practitioner

[    ] Psychologist

[    ] Nutritionist


[    ] Social Worker

[    ] Occupational Therapist
[    ] Special Educator

[    ] Pediatrician

             [    ] Speech/Language

[    ] Physical Therapist

       Pathologist

                                                    [    ] Other

(2) Method:
P - Informed Clinical Opinion     T - Standardized Test
	(1) Developmental Status Codes:
A - No Delay (development within acceptable ranges)
B - 2.0+ SD below the mean (sufficient alone for eligibility)

C - 1.5+ SD below the mean (similar delay in another

       functional area needed to establish eligibility)

D - 12 month delay (sufficient alone for eligibility)

F - 33% or more delay (sufficient alone for eligibility)

G - 25% or more delay (similar delay in another

       functional area needed to establish eligibility)

K – Qualitative Criteria (communication domain only)

L – 1.0+ SD below the mean in one area (ongoing eligibility only)

	EVALUATION SUMMARY
	Diagnosed Condition(s)
	ICD Code

	Functional

Area
	Developmental

Status

(1)
	Method

(2)
	
	

	Adaptive
	
	
	
	

	Cognitive
	
	
	
	

	Communication
	
	
	
	

	Social/Emotional
	
	
	
	

	Physical
	
	
	
	
	


Revised November 2010

EARLY INTERVENTION PROGRAM

SUPPLEMENTAL EVALUATION SUMMARY FORM
	Child’s Name: _______________________________________________________________________________

Last                                                 First                                                 Middle

DOB: ________/_______/_______

	EI Evaluator Name: _________________________________________

Provider ID#: _______________________________

Contact Person: ________________________________
	Phone: (_____) ______________

Fax: (_____) ________________

	Supplemental Evaluation

[    ] Bilingual Evaluation       Evaluation Type: _______

[    ] Physician                       [    ] Non-Physician

Dates: From: ____/____/____ To: _____/_____/_____

Name: __________________________________

Discipline: _______________________________
	Supplemental Evaluation
[     ] Bilingual Evaluation         Evaluation Type: _______

[    ] Physician                         [    ] Non-Physician

Dates: From: ____/____/____ To: _____/_____/_____

Name: ___________________________________

Discipline: ________________________________

	Functional

Area
	Developmental

Status

(1)
	Method

(2)
	Functional

Area
	Developmental

Status

(1)
	Method

(2)

	
	
	
	
	
	

	Supplemental Evaluation

[     ] Bilingual Evaluation         Evaluation Type: _______

[     ] Physician                         [     ] Non-Physician
Dates: From:____/____/___ To:_____/_____/____
Name: _________________________________

Discipline: ______________________________
	Supplemental Evaluation

[     ] Bilingual Evaluation         Evaluation Type: _______

[     ] Physician                         [     ] Non-Physician
Dates: From:____/____/___ To:_____/_____/____
Name: __________________________________

Discipline: _______________________________

	Functional

Area
	Developmental

Status

(1)
	Method

(2)
	Functional

Area
	Developmental

Status

(1)
	Method

(2)

	
	
	
	
	
	

	(1) Developmental Status Codes
A - No Delay (development within acceptable ranges)

B - 2.0+ SD Below the mean (sufficient alone for eligibility)

C - 1.5+ SD Below the mean (similar delay in another functional area                needed to establish eligibility)

D - 12 month delay (sufficient alone for eligibility)

F - 33% or more delay (sufficient alone for eligibility)

G - 25% or more delay (similar delay in another functional area needed to establish eligibility)

K – Qualitative Criteria (communication domain only)

L – 1.0+ SD below the mean in one area (ongoing eligibility only)
	(2) Method
P - Informed Clinical Opinion             T - Standardized Test

Evaluation Type Code
A - Assistive Technology                   J - Psychological Services

B - Audiology                                     L - Social Work

F - Nursing                                        M - Special Instruction

G - Nutrition                                       N - Speech and Language

H - Occupational Therapy                 Q - Vision

I - Physical Therapy

	List Diagnosis and ICD Numbers:

1. _______________________________________________ 2. ________________________________________________
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Patterson Family Evaluation Summary

Evaluation Summary

Reason For Referral: Craig, who is 19 months old, was referred to the Early Intervention Program by Delores, his maternal grandmother and foster guardian, due to concerns about his listlessness and lack of speech.

Background information

Birth and Medical History: Craig’s mother, Lisa, reports that he was born prematurely at 32 weeks gestation, but was unclear if it was due to any prenatal complications. She did not have any birth records, and did not sign a release for those records from the hospital in New York City where Craig was born. She indicated that Craig had a “short stay” in the hospital after his birth, but could not recall how long after birth he was discharged. There are no concerns about Craig’s hearing or vision at this time. 

Health Assessment: Craig’s health care is currently followed by the Community Health Care Center. He was seen for his 12 month well child visit at the Jonas Salk Children’s Outpatient Clinic. Lisa did not have records from that visit. She reports that all of Craig’s immunizations are up-to-date.

Developmental History and Family Concerns: Delores is concerned about Craig’s listlessness and his difficulty making his needs known. She feels he is not moving as well as he should.

Social and Family History: Craig lives with his grandmother, who is his foster guardian, and his mother Lisa.  During the day, Craig is in the care of Delores, while Lisa attends a job training program.

Transportation: Neither Delores nor Lisa have their own means of transportation. Delores relies on neighbors to give her rides to the grocery store and for medical appointments for herself and Craig.

Assessment

Behavioral Observation: Craig was evaluated at home with his mother, Lisa, and his grandmother, Delores, present. His Early Intervention Service Coordinator was also present. Craig was cautiously curious toward the clinicians. He demonstrated good eye contact and interest in the testing materials. He stayed close to Delores, and responded positively to praise and encouragement from her. Craig did not wander from the spot on the floor to explore other materials or areas of the room. He sat passively and waited for materials to be presented. Delores indicated that she is concerned that Craig lacks the energy and initiative to explore. Although he is a happy little boy, he tends to be passive. Both Lisa and Delores indicated that the skills and behaviors Craig demonstrated today were consistent with his everyday abilities. 

Cognitive Development (Thinking, Learning): Craig was enthusiastic in his play, showing interest in the new materials presented for the assessment. The Help Checklist was used to evaluate his thinking and learning skills. Craig demonstrated solid play skills through the 15-month range. He was able to initiate some pretend play with a baby doll, attempting to feed the doll a bottle. He also pretended with a toy phone, looked at pictures in books and attempted to imitate hand movements when one clinician did a finger play. There are no concerns in this area of development. 

Communication: The Preschool Language Scale-4 was administered. In the Auditory Comprehension (receptive language) section, Craig obtained a raw score of 20 with an age equivalent of 15 months. In Expressive Language skills, he obtained a raw score of 20 with an age equivalency of 14 months. His total language score, expressed in age equivalents, was 14 months. 

Craig was able to understand gestures, such as "come to me," respond to "no-no," understand specific word/phrase for family member/pet/object.  Craig was unable to follow familiar routines, even with repeated gestural clues. He was also unable to point to a specific familiar object in a group of objects, point to pictures of familiar objects on request, or point to body parts.

Craig was observed to extend toys and points to objects to show others and initiate a social exchange. He babbles with strings of syllables, and has a vocabulary of 3-4 recognizable words. He does attempt to imitate some words. 

Clinical observation of oral motor skills places them at approximately a 9 month age level. Craig takes very small bites, uses his tongue to mash food in front of mouth until it disintegrates/melts and then swallows it. He appears to have decreased tongue and jaw mobility. He also demonstrates poor tongue tip elevation (usually present by 9 months of age).

Clinical observation of phonological skills (sound production) places them at approximately the 15 month level. Craig’s sound production skills are limited to /m/, /b/, /d/, and /ah/. His expressive repertoire lacks the variety of sounds that should be present by 18 months including /p/, /t/, /h/ and /n/.


Physical: Peabody Developmental Motor Scales-2nd Edition was administered. Craig received a
Gross Motor quotient of 80 and a Fine Motor quotient of 82. His total motor quotient was 79. 


Craig independently moves between sitting, hands and knees and standing 
positions, walking independently, can use squat and low kneel in play, can 
throw a ball a short distance forward. His gait pattern is very immature for his age and length of time he has been walking. Craig does not attempt to creep or walk up/down 
stairs; rather, he waits to be carried. He cannot take steps backward without loss of 
balance, and cannot attempt to kick a ball without losing balance. 

Craig seems to have age appropriate grasp patterns; however, he does fluctuate between raking and neat pincer grasp to pick up tiny objects. He shakes and bangs items in play, can remove peg from pegboard and place 2 pegs into a board, opens and 
turns pages of cardboard book one at a time, places circle only in 3 piece 
non-interlocking puzzle consisting of circle, square, and triangle.  


Craig did not attempt to stack 2-3 blocks, was unable to place square or triangle into the formboard. He had some difficulty placing all pegs in peg board and no interest in imitating scribbling on paper. 

Adaptive (self-help skills, sensory adjustment):  Craig demonstrated skills within his expected age range on the HELP checklist (15-18 Months). Craig was at one time a fussy baby, but now sleeps through the night and takes a nap after lunch. He eats a variety of foods, his favorite being french fries. Delores reports that Craig will occasionally play independently, but frequently wants to be close to Delores and brings toys and books to her to engage her. Craig drinks from a bottle and also uses a sippy cup. He does attempt to feed himself with a spoon, but Delores reports he enjoys finger feeding more. He cries when he leaves the house without Delores, or when she leaves the house without him. 

Social/emotional: Craig demonstrated skills within his expected age range on the HELP checklist (15-18 Months). Craig seems to have a healthy relationship with both his mother and grandmother. During the evaluation, he stayed close to Delores, and often sought her approval when trying a new toy or activity. He enjoyed playing with the toys and materials and brought some of them to Lisa to show her. Craig appears to be a happy little boy, smiling and laughing during play with the clinicians. Both Lisa and Delores said that he is generally happy and tends to stay close to one of them during independent play.

Summary and recommendations: Craig demonstrated a Total Language age equivalent of 14 months on the PLS-4 which is equivalent to a 25% delay in the communication domain.


He also demonstrated slightly below average results in physical development, with a total motor quotient of 79 (between -1 and -1 ½ standard deviation from the mean). He demonstrated age appropriate skills in the cognitive, adaptive and social-emotional domain.  

Craig is not eligible for Early Intervention at this time.                  
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Suri Family Evaluation Summary

The evaluation for Anil was conducted at his home by a special educator, social worker and physical therapist.  His service coordinator was present to act as interpreter.

A parent interview was taken by the social worker.  Family Assessment was offered and refused.  The parents have little understanding of Down syndrome and the service coordinator has been helping to obtain information for them.  This family has recently arrived in this country and has little extended family.  The Suri family currently lives in a small apartment so housing is a priority for them.  They also need to obtain insurance and the service coordinator is working to help direct the family with these needs. It was advised that the parents try to learn as much as they can in order to work with Early Intervention to obtain the necessary services that will increase as Anil develops.

Evaluation Tools:

DAYC


AIMS
PDMS-2

OBSERVATION
Evaluation Results:

Chronological Age:  2 months

Social Emotional Development:  Anil presents as an adorable baby boy who remained alert for the duration of the evaluation.  He appeared comfortable and relaxed while being held by family and other adults.  He was observed to smile and exhibited eye gaze for several seconds.  When distressed he cried to gain attention and was observed to be easily satisfied.

The DAYC Social Emotional Development subtest indicates the following:

Raw Score:  5

Standard Score:  100

Percentile:  50

Age Equivalent:  3 Months

Cognitive (thinking/learning)/Communication Development:  Anil demonstrates an emerging awareness of his surroundings and his responses to it.  He exhibited an interest in objects and toys that were presented.  It was reported that he reaches for his mobile.  Oral exploration of objects is not yet established though he will maintain an object that has been placed in his hand for several seconds.  Anil was observed to produce cooing and open vowel sounds like “aaah.”

The DAYC Cognitive Development Subtest indicates the following:

Raw Score:  3

Standard Score:  95

Percentile:  37

Age Equivalent:  2 Months

The DAYC Communication Development Subtest indicates the following:

Raw Score:  7
Standard Score:  106
Percentile:  45

Age Equivalent:  2 Months

Adaptive Development: Anil is reported to drink 4 ounces of Similac Advance every 6 hours.  He seemed to fatigue after a period of drinking but was able to demonstrate an adequate coordination of his suck and swallow pattern.  He is reported to show anticipation upon the sight of his bottle.  He is reported to enjoy bath time.

The DAYC Adaptive Subtest indicates the following:

Raw Score:  4

Standard Score:  98

Percentile:  45

Age Equivalent:  2 Months

Physical Development: Anil demonstrates the need for full head support in all positions.  Placed on his side he exhibited the ability to roll onto his back on both sides of his body.  While on his stomach it was difficult for Anil to lift and turn his head from side to side.  Held upright, he was able to display a walking pattern and was able to put some weight on his legs.
The DAYC Physical Development Subtest indicates the following:

Raw Score:  5

Standard Score:  89

Percentile:  23

Age Equivalent:  1 Month

Physical Therapy Evaluation Results: Gross motor skills were evaluated using the Peabody Developmental Motor Scales 2nd Edition.  Subtest results are as follows:

Reflexes – Raw Score:  4, Standard Score:  13, Percentile:  84

Stationary (Balance) - Raw Score:  3, Standard Score:  7, Percentile:  16

Locomotion (movement) - Raw Score:  5, Standard Score:  9, Percentile:  37

Gross Motor Quotient was 98 which is a standard deviation of 0.15 below the mean.  However Anil exhibited decreased muscle tone and muscle strength, diminished or absent reflexes as well as asymmetry.

Summary and Recommendations: Anil, a 2 month old infant with Down syndrome, was evaluated to determine his overall developmental functioning due to his diagnosis.  Results of the evaluations show that he is within the average range of development in all areas at this time.  Physical therapy is recommended to improve muscle strength, gain head control and to help the family learn how to position and handle Anil.

Results of these evaluations were shared with the parents with the service coordinator present for interpretation. The evaluation summary was translated to further assist the family to understand the results of Anil’s testing.  The diagnosis of Down syndrome requires that his developmental status be carefully monitored for Anil’s future needs.  At the initial IFSP meeting the necessary services will be discussed and approved in order to address Anil’s present needs as well as to obtain the necessary Family Training to help this family to understand and work with their son.  The need for the father or sister to be present during therapy sessions to interpret for the mother will also be addressed.
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Reynolds Family Evaluation Summary

Evaluator and Assessment Tools

Core evaluation was conducted by a speech - language pathologist and psychologist together in the home when Sean was 30 months old. 

Evaluation tools used by the SLP: 
Preschool Language Scale (PLS-4)

Parent Interview

Clinical Observations

Evaluation tools used by the psychologist: 

Mullen Scales of Early Learning 

The Childhood Autism Rating Scales (CARS) 

Vineland Adaptive Behavior Scales

Clinical Observations

Medical History
Sean is in generally good health. He has a history of two ear infections when he was approximately 1 year old.  He is reported to be a “fussy eater.”  He had a hearing test two months ago and the results found his hearing to be within normal limits.  There are no other medical concerns at this time. 

Family Concerns, Priorities, and Resources: Mrs. Reynolds stated that Sean has many tantrums and is running around the house.  She has begun to notice that he is not using the words he used to use.  She states he will point to objects he wants but not all of the time. She is concerned about his decreased speech.  She feels he is affectionate with her and that his tantrums are an expected behavior of a 2 ½ year old. She stated she felt her resources were adequate at this time.  Her parents live nearby and help out when needed. 

Behavior Observation: Sean is an active child whose interest in the materials presented was highly variable. He was noted to smile occasionally when looking at his siblings or parents. He followed few directives whether they were presented by the evaluator or his parents. He was not noted to imitate sounds or gestures.  At times he requested assistance by raising his vocal intensity.  His parents reported that the observations during the assessment were typical and therefore the results of this evaluation are considered valid. 

Cognitive Development: Sean’s scores need to be viewed with caution and may not be a predictor or indicative of future cognitive development.  Testing was impacted by his limited attention to tasks presented to him.  According to the Mullen Scales of Early Learning, Sean’s performance revealed a t-score of 23, mean = 50, SD 10 indicating cognitive functioning at the 1st percentile range for his age.  He was able to look at a book, search for an object hidden under a cloth, and with prompting nest a series of three cups and sort two objects by category.  Sean’s cognitive delays are greater than 33%.

Communication Development: According to the Preschool Language Scale-4 (PLS-4), communication scores are more than 1.5 SD below the mean in both receptive and expressive skills.  He understands words such as stop and wait, with cues he can point to a few familiar objects.  He is beginning to point to body parts.  He does not follow routine familiar directives (i.e., get your shoes).  Sean babbles, produces a few consonant sounds such as /p/g/t.  He uses some familiar single words but he does not typically imitate sounds or words.  Oral-motor structures appear symmetrical.  He is reported to overstuff his mouth during eating.  No other difficulties during feeding or drinking were reported.  His functional overall communication delays based on informal observation, parent report and testing scores are delayed greater than 28%.

Social Emotional Development: According to the Childhood Autism Rating Scale (CARS), his scores fall in the mildly-moderately autistic range.  He appears to have difficulty consistently relating to others and attending to tasks directed by others.  At times he demonstrates some atypical play and physical behaviors such as hand flapping or opening and closing of the door on the toy garage. He can be redirected, but when left on his own or is tired he seems to exhibit more of these behaviors.   

Self-Help/Adaptive Development: According to the Vineland, self help skills fall in the moderately low range.  He is feeding himself with a fork, starting to use a spoon with more accuracy and is assisting in dressing and when taking a bath.  He is not yet indicating he has a wet diaper.  He is sleeping through the night although it is often difficult to get him to go to sleep.  He is reported to overstuff his mouth with food.

Physical Development: According to the Vineland, gross motor skills were within the adequate range.  He is beginning to walk up and down the stairs alternating his feet, he can climb onto low playground equipment and he is starting to jump.  According to the Vineland, fine motor skills are within the moderately low range.  He is drawing vertical lines and stacking 2 blocks.  He has difficulty inserting 3 basic shapes into a shape sorter.  His holding of the crayon or spoon is in a fisted manner.  An occupational therapy assessment is recommended to further assess his fine motor skills and overall sensory development. 

Summary and Recommendations: Sean is a 30 month year old boy who was referred to Early Intervention due to his pediatrician’s concerns suspecting a pervasive developmental disorder.  Results of this assessment reveal that Sean’s gross motor and self-help skills are areas of strength and generally within age expectations.  He demonstrates awareness of family members and will look and smile at them.  His cognitive, social-emotional and communication delays are delayed at least 33%.  His fine motor skills are mildly to moderately delayed and an occupational therapy assessment is recommended.  According to the CARS, Sean falls within the mildly-moderately autistic range.  He demonstrates some atypical play and behavior repertoires.  He can respond to cues to interrupt these behaviors and continue with a task, although inconsistently.

At the initial IFSP, the family with the evaluation team and EIO/D, should discuss the possibility of intensive services to address Sean’s delays in cognitive, communication and social-emotional skills as recommended.  Family Training to help the family as well as the nursery school understand Sean’s needs and to develop consistent strategies is recommended.  A supplemental occupational therapy evaluation is recommended. ABA services are recommended.  In addition to home and/or services provided at the nursery school, service delivery should be considered in a developmental group that utilizes visual cues to facilitate communication skills.

The findings from the evaluation were shared with the Reynolds family who were in agreement with the behavioral observations but did not feel concern about the behavioral issues.  The family was provided with the Clinical Guidelines for Autism Spectrum Disorders.  
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Martin Family Evaluation Summary

Tiffany Martin

DOB 12/15/05

DOE: 07/20/06 Core Evaluation, Special Education, Physical Therapy

07/20/06 Supplemental Evaluation, Speech and Feeding, Occupational Therapy

Present Diagnosis: Prematurity, Hydrocephalus, Seizures

Chronological Age: 7 Months

Adjusted Age: 4 Months

Developmental Age: Receptive language – Newborn to 2 months

                                  Expressive language – Newborn to 2 months

                                  Cognitive – Newborn to 2 months

                                  Personal/Social – Newborn to 2 months

                                  Fine motor – 1 month

                                  Gross motor – 1 month

Medical History: Tiffany is the second child of Steve and Linda Martin. She resides at home with her mother, father and brother, who has a diagnosis of Autism/PDD and receives Early Intervention Services. Tiffany was born at 28 week gestation and had a Grade III bleed. She weighed 850 grams, requiring a ventilator. She was placed in the NICU. After attempts to remove fluid, a shunt was placed to arrest subsequent readmissions to the hospital for seizures and a shunt infection. Tiffany is on seizure medication. She is now at home with portable oxygen at night. She is very sensitive to food texture and is difficult to feed. She also has reflux. Tiffany is very difficult to console and comfort and resists cuddling. Hospital-based assessments by occupational therapy have been reviewed by parent consent.     

Family Priorities and Concerns: Mrs. Martin expresses concerns about Tiffany’s overall development, stating awareness of the possible consequences of her prematurity and a Grade III bleed. Tiffany was referred to Early Intervention by the medical center and her son’s Service Coordinator. There is heightened pressure due to Mr. Martin losing his job.   Her primary concerns are the difficulty feeding Tiffany, the reflux and difficulty in handling and comforting her.

Auditory Development: Tiffany responded consistently to a variety of auditory stimuli which was evident by increased/decreased body movement of arms and legs and wandering eyes. Localizing to sound was inconsistent. 

Visual Development: Tiffany made fleeting eye contact with faces and objects. She is able to track inconsistently to almost full excursion in supine. Upright, poor head stability prevents effective tracking.

Personal Social Development: Tiffany appeared to scan surroundings. She smiles to faces and recognizes her mother’s face but withdraws from handling. Expressed irritability in handling and was difficult to console. Mother finds this very frustrating.

Adaptive Development: Oral skills are at a newborn to 2 month level using a Lori Overland Oral Motor Feeding Developmental Sequence. She has immature oral motor reflexes at present. Rooting is still present with suck-swallow at one month level.  Feeding is complicated by a hyperactive mouth, gagging easily. She has poorly coordinated suck-swallow with her mouth responding to positionary changes. Poor head control makes repositioning necessary.  It takes a long period of time to feed her and there is reflux necessitating record keeping of her food intake and what is retained. A gastroenterologist may have to intervene if there is no weight gain. All daily care is dependent and difficult due to increased tone in the extremities and poor head and trunk stability. Tiffany is also distressed by handling during washing and dressing. Her sleep cycle is inconsistent.

Physical Development: Tiffany has increased muscle tone in the extremities and in spite of resistance a full range of motion can be achieved. More resistance is felt on the left side. Pull to sit demonstrated an excessive head lag for her age. On her back, she can bring her head momentarily to midline using her name or a face as a prompt. She brings her right hand to her mouth, but does not yet bring her hands to midline. She does not lift her head in prone position. Support sitting is with a rounded back and chin to chest. The Peabody Gross and Fine Motor Scale places her at a one month developmental age.  
Communication Development: The PLS4 gave a standard score of 50. She smiles to faces. Tiffany cries when hungry or uncomfortable. Visually and auditorily, Tiffany is alert, but localizing to sound is inconsistent.

Cognitive Development: Tiffany demonstrated good emerging auditory alertness, emerging visual attention and tracking. She brought one hand to mouth. She showed some anticipatory excitement and briefly grasped an adult finger. No swiping was noted. Using the Early LAP, a newborn to 2 month level was achieved.

Summary and Recommendations:  Tiffany is a 7 month old corrected to 4 months. Tiffany’s strengths are her auditory and visual alertness. She has a social smile. Her motor development is delayed. She has asymmetry and increased extremity tone and poor stability of her head and trunk. She has significant oral motor delay with reflux causing difficulty in feeding and maintaining nutrition. Her discomfort with handling makes her daily care difficult. Her resistance to cuddling makes it difficult to console and comfort her.

It is recommended that Tiffany receive physical therapy to manage her delay in motor skills and her abnormal muscle tone. Speech therapy is recommended to address her feeding and to encourage her communication skills and occupational therapy to address her delays in fine motor skills and her sensory aversion. Special education is recommended to stimulate her exploration and cognitive development. The Martin’s also have another child receiving special services. They both drive, but making appointments will be difficult for them. They would benefit from home-based services and support through parent counseling or parent group and or training.
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Family Activity 3 – Eligibility and Report Writing Discussion Sheet

Groups will answer the questions below for the family they are assigned

· Determine whether or not there is sufficient documentation for eligibility.

· Highlight five aspects of the evaluation that you consider strengths and/or anything you would do differently. 

The Patterson Family:

Is there sufficient documentation for eligibility:_________________________________________________
______________________________________________________________________________________
5 Aspects: 

1. ____________________________________________________________________________________
2. ____________________________________________________________________________________
3. ____________________________________________________________________________________
4. ____________________________________________________________________________________
5. ____________________________________________________________________________________
The Suri Family:

Is there sufficient documentation for eligibility:_________________________________________________
______________________________________________________________________________________
5 Aspects: 

1. ____________________________________________________________________________________
2. ____________________________________________________________________________________
3. ____________________________________________________________________________________
4. ____________________________________________________________________________________
5. ____________________________________________________________________________________
The Reynolds Family:

Is there sufficient documentation for eligibility:_________________________________________________
______________________________________________________________________________________
5 Aspects: 

1. ____________________________________________________________________________________
2. ____________________________________________________________________________________
3. ____________________________________________________________________________________
4. ____________________________________________________________________________________
5. ____________________________________________________________________________________
The Martin Family:

Is there sufficient documentation for eligibility:_________________________________________________
______________________________________________________________________________________
5 Aspects: 

1. ____________________________________________________________________________________
2. ____________________________________________________________________________________
3. ____________________________________________________________________________________
4. ____________________________________________________________________________________
5. ____________________________________________________________________________________
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Multidisciplinary Evaluation Report
Child's Name:  Anderson Lane

Parents:  Teri and Gerald Lane

Date of Birth:  4/8/08

Address:  612 Co. Rt. 10


                  Coshocton, NY 43050

Date of Evaluation:  10/23/08

Phone:  518-123-4567

Chronological Age:  6.5 Months

Service Coordinator:  Melanie Gibson
Date of EIP Referral:  10/12/08

Municipality: Knox County 

Evaluators
Sally Willis, MA, CCC-SLP 



Polly Johnson, PT, DPT




Licensed Speech-Language Pathologist 


Licensed Physical Therapist

Assessment Instruments and Procedures
Battelle Developmental Inventory-2nd edition
Alberta Infant Motor Scale
Parent interview 
Medical record review
Parent participation in the core evaluation
Clinical observations
Team Members Present: 
Teri Lane (Parent), Melanie Gibson (Initial Service Coordinator), Sally Willis (Evaluator), and Polly Johnson (Evaluator)

I.
Reason for Referral: Anderson was referred to the Knox County Early Intervention Program by his mother. His family is concerned about his overall development with specific concern for his gross motor skills. 

II.
Background Information: Anderson is a beautiful 6 ½ month old infant who resides with his parents and a six year old sister, in Coshocton, New York. Anderson’s mother cares for him and his sister at home while Mr. Lane works as an accountant.
Medical and other background information was obtained from medical records and interview/report from Mrs. Lane. Anderson was born full term via C-section at Knoxville General Hospital in Coshocton, NY. Mrs. Lane began prenatal care in her first month of pregnancy and took prescription medications during her pregnancy including Synthroid for hypothyroidism and Nexium for heartburn. Her pregnancy included a history of bleeding and spotting but was otherwise uncomplicated. Anderson weighed 9 pounds and 1 ounce and spent two days in the hospital following his birth with mild jaundice reported.  

Anderson receives his primary medical care from Dr. Smith in Coshocton, NY. Anderson is reportedly healthy and his immunizations are up to date per review of medical records. Anderson passed his newborn hearing screening. His family reports no concerns for Anderson’s vision or hearing abilities. Anderson’s medical record from Dr. Smith indicates the presence of patches of light skin, bright blue eyes which are wide-set due to a prominent, broad nasal root and lateral displacement of the inner canthi of the eyes (dystopia canthorum), as well as a possible diagnosis of Waardenburg syndrome. Waardenburg syndrome is an inherited genetic disorder which may cause hearing loss (congenital sensorineural hearing loss in approximately 58% of individuals) and partial albinism. There are four types of the syndrome with varying criteria. Anderson has since been diagnosed with Waardenburg syndrome type 1 via genetic 

testing at 6 months of age. Mrs. Lane reports a positive family history for Waardenburg syndrome type 1as Anderson’s father has the same diagnosis. Individuals with this diagnosis may also experience difficulties with their intestines and may experience dizziness and balance problems. Mrs. Lane reports that she has been advised by the specialists following Anderson that there is a possible slight decrease in intellectual function in individuals with this diagnosis. Dr. Smith has suggested a referral to a pediatric gastroenterologist. Dr. Smith has also suggested consideration for putting early intervention services in place if Anderson shows any delays in achieving his milestones. Anderson’s hearing will also continue to be monitored with a referral to an audiologist should concerns arise in the future.
III.
Methods of Evaluation: Anderson was evaluated in the familiar surroundings of his home. The evaluation team members, initial service coordinator, and Anderson’s mother were present for the evaluation. The evaluation team included Sally Willis, Speech-Language Pathologist and Polly Johnson, Physical Therapist. This evaluation report is a summary of Anderson’s areas of strengths and concerns in social, adaptive, physical, communication, and cognitive development. Parent interview and medical record review was completed during the evaluation. Evaluative information was obtained via medical records, parent interview, parent participation in the core evaluation, clinical observations during the evaluation, and results of standardized assessments using the Battelle Developmental Inventory-2nd edition and the Alberta Infant Motor Scale. The Battelle Developmental Inventory (BDI)-2nd edition (BDI-2) is a reliable and valid standardized, norm referenced, comprehensive developmental assessment of early childhood personal-social, adaptive, motor, communication and cognitive abilities. The Alberta Infant Motor Scale (AIMS) is a standardized, reliable, and valid observational assessment of infant motor development. Each item on the AIMS includes three different aspects of motor performance: weight bearing, posture, and antigravity movement. The objectives of the AIMS are to 1) identify infants whose motor development is delayed or different from that of a normative group, 2) measure changes in motor performance over time or changes pre- and post- interventions, and 3) measure changes in motor performance that are quite small (qualitative changes in motor performance) and that are not usually detected with other standardized measures of motor performance. The family was actively engaged throughout the evaluation, offering input and feedback regarding Anderson’s typical behavior. The family was offered a family assessment which they declined.

IV.
Child’s Behavior during the Evaluation: Anderson presents as a beautiful, easy going and happy baby boy who easily warmed up to the evaluators. Anderson used his vision to explore his environment and cooed and vocalized throughout the evaluation. The standardized portion of the evaluation occurred while Anderson was held or placed on a blanket on the floor. He demonstrated limited tolerance to the prone position (on his stomach). Anderson’s mother reports that the behavior and skills observed during the evaluation were typical for Anderson and believes they are an accurate representation of his abilities.

V.
Current Development:

Adaptive Development: This area looks at Anderson’s abilities in self-help skills, which includes eating sleeping, and coping with his environment at Anderson’s age.  
Anderson is breast fed on demand and nurses several times during the day and a few times during the night. Anderson has transitioned to solid foods, stage 2 and is reported to eat fruits, vegetables, meat, and cereal. He typically eats three 4-ounce jars of food each day. Anderson places both hands on breast while nursing, and supports a bottle to feed himself when he is positioned in his bouncy seat and his trunk and shoulders are supported.
Anderson is reported to take 3-4 short naps up to 30 minutes each during the day. He naps best when in his car seat. At night, Anderson is reported to wake every couple of hours when sleeping on his back. His mother reports he sleeps 4-6 hours when sleeping on his side. Anderson enjoys the environmental 
stimulation provided by his family and their home. When upset, he calms when rocked by his parents or when walked. He enjoys riding in his stroller which is another way in which Anderson can be calmed when he is upset.

At this time, based on the Battelle, parent report, and clinical observations including a clinical swallowing evaluation, Anderson demonstrates age appropriate development of adaptive skills when compared to his peers. Adaptive skills represent an area of strength for Anderson. Next steps in typical adaptive skill development that are expected to emerge include: sleep throughout the night, eat semisolid food when it is placed in his mouth, use his lips to remove food from the spoon and eventually feed himself bite sized pieces of food. 

Social Emotional Development: This area looks at the way Anderson reacts emotionally to his world and considers those abilities that allow him to engage in meaningful social interactions. 

Anderson looks at an adult’s face, responds physically when held, shows awareness of others, shows a desire to be picked up or held by a familiar person, and explores adult facial features. Anderson also smiles and vocalizes in response to adult attention, enjoys frolic play, shows awareness of his hands by holding them together at midline or in his mouth and shows awareness of his feet by grasping them while lying on his back. He is beginning to initiates social interaction by looking to people. 

At this time, based on the Battelle, parent report and clinical observations Anderson demonstrates age appropriate social emotional skills when compared to his peers. Social emotional skills represent an area of strength for Anderson. Next steps in typical social emotional skill development that are expected to emerge include: consistently expressing displeasure and pleasure for certain activities and situations, playing peek-a-boo, discriminating between familiar and unfamiliar people, and responding to his name. 

Communication Development: This area of development looks at Anderson’s ability to understand language and to express his needs and wants through gestures and vocalizations.  

Anderson is reported to have passed his newborn hearing screening. Receptively, Anderson responds to non-speech sounds (bell) and a voice outside his field of vision, is soothed by a familiar adult’s voice, and turns his head toward the source of the sound outside his field of vision. He attends to someone speaking to him for 5-8 seconds, responds with awareness when a familiar person approaches him, and responds to different tones of a person’s voice. Anderson is visually attentive to people in his environment and readily shifts his attention from one person to another. 

Expressively, Anderson produces a different cry when he is upset and wants to eat but otherwise does not produce different cries to signal hunger, sleepiness or a desire for attention. He produces a single vowel sounds (ah), squeals, makes the raspberry sound and produced an “m” and “gee” sound during the evaluation. Infrequent early babbling sounds were observed during the evaluation period. Anderson is beginning to experiment with his voice for vocal play and produces a single consonant vowel sound (da). The frequency with which he vocalizes is judged to be reduced in comparison to age matched peers. Vocal volume is judged to be reduced and the duration Anderson can sustain a vocalization is also reduced in comparison to his peers.

At this time, based on the Battelle, Anderson’s receptive language skills are in the average range in comparison to what is expected for his age. On standardized testing his expressive language skills are in the borderline range. However, the decreased frequency, volume, and duration of sustained vocalizations in comparison to age matched peers is of concern and warrants ongoing monitoring and developmental surveillance. It is likely that the physical challenges Anderson is experiencing are contributing to his decreased frequency, volume, and duration of vocalizations. Please refer to the physical section of this report for further details about this.

Next steps in his communication development include: attend to someone speaking to him for 10 or more seconds, attending to others’ conversation for more than 30 seconds, associate spoken words with familiar objects and actions, develop clearly differentiated cries, expand the consonant vowel sounds he uses spontaneously, repeat single syllable consonant-vowel combinations in close succession (babababa, mamama, dadada), wave bye-bye, imitate speech sounds, and use gestures to indicate his wants and needs.   

Physical Development: This area of development looks at general health status, Anderson’s response to sensory information (touch, pressure, and movement), muscle tone (background tension in the muscles), flexibility, coordination, and balance. It also looks at the way in which he reflexively and voluntarily uses the large muscles of his body to maintain his posture and move his head, arms and legs and how he uses the smaller muscles in his hands to grasp.  

Health Status, including Vision and Hearing Screening: Medical records from Anderson’s primary care doctor, Dr. Smith, completed when Anderson was 4 months of age, were reviewed in conjunction with this evaluation. These records indicate that Anderson suffers from no contagious illness and is up to date on his immunizations. These records also indicated a likely diagnosis of Waardenburg syndrome type 1 for Anderson which was confirmed via genetic testing at 6 months of age. Dr. Smith has suggested a referral to a pediatric gastroenterologist.  

Anderson passed his newborn hearing screening. His family reports no concerns for Anderson’s hearing. Medical records from Anderson’s primary care doctor, Dr. Smith, indicate no concerns for hearing. Anderson turns his head toward the source of a sound outside his field of vision. He attends to someone speaking to him, and responds to different tones of a person’s voice. Although there are currently no concerns with hearing, continuing audiological monitoring is recommended as Waardenburg syndrome type 1 is associated with hearing loss in some children.

Anderson’s family reports no concerns with Anderson’s vision. Medical records from Dr. Smith reviewed for this evaluation also indicate no concerns for Anderson’s vision. Anderson is visually attentive to people in his environment and readily shifts his attention from one person to another. 
Sensorimotor: Anderson shows appropriate response to touch and movement input. He enjoys being held, snuggles with parents, and likes gentle frolic play. 
Oral Motor: Oral sensory-motor skills, or the way Anderson’s mouth muscles respond to touch and move for feeding and communication is assessed. A clinical swallow evaluation was completed to assess the oral (mouth) and pharyngeal (throat) stages of feeding and swallowing. Anderson reportedly is a good eater without parental concern. Anderson evidenced age-appropriate feeding and swallowing skills. He is breast fed on demand and nurses several times during the day and a few times during the night. Anderson has transitioned to solid foods, stage 2 and is reported to eat fruits, vegetables, meat, and cereal. He typically eats three 4-ounce jars of food each day. Anderson sucks with smooth coordinated movements, places both hands on breast while nursing, mouths soft food using up-and-down jaw movements and pushing the food against the top of his mouth with his tongue, and supports a bottle to feed him when he is positioned in his bouncy seat and his trunk and shoulders are supported. An oral peripheral examination (assessment of the muscles of the mouth at rest and during feeding) reveals symmetrical oral structures with adequate strength, movement, and coordination of oral musculature. Anderson presents with functional pharyngeal swallowing skills with no signs or symptoms of aspiration (food or liquid entering the lungs).
Muscle Tone/Motor Skills: A clinical assessment of postural control and motor control revealed that Anderson’s muscle tone is mildly hypotonic (floppy). This is evident in substantial head lag when pulled to sitting (when he is not able to elevate his shoulders to stabilize his head), minimal use of his arms or 
legs to help pull to sitting, a very wide base of support with his legs widely spaced while supported in sitting, substantially rounded trunk in supported sitting positions, and typical collapse of his legs when held in upright with his weight on his legs. When Anderson is held in a vertical position with support under his arms, he “slips” through because he is not yet able to activate the muscles surrounding his shoulder joint to help support and stabilize. Anderson also shows mildly asymmetric head and facial features which were also noted by Dr. Smith. These are all clinical clues for a motor disorder per the Clinical Practice Guidelines for Motor Disorders. The following motor milestones that are expected by the end of 3 months of age per the Center for Disease Control and Prevention’s Act Early initiative and which Anderson is not able to demonstrate at this time include supporting upper body with arms when lying on stomach and pushing down when feet are placed on a firm surface.   

Anderson shows a mild head tilt to the left and a preference for head turning to the right. There is also mild flattening noted in the right side of the back of his skull (deformational plagiocephaly). Anderson’s mother noted these asymmetries early in his development and has been diligently working with Anderson to minimize them to promote a more upright position of his head and more equal orientation to both sides. Anderson’s head tilt is more apparent when he is trying to hold his head up in prone and in supported sitting than when he is lying on his back. In these positions the effect of gravity on his head and his reduced muscle tone make it more challenging for him to maintain a symmetrical head position aligned at midline.

When positioned in prone (on his stomach) Anderson exhibits widely spaced legs and variable movement in his legs. He briefly (3-4 seconds) supports on forearms with his elbows in line with his shoulders and his head lifted to 90 degrees. He turns his head to the left side momentarily. After a few seconds of holding his head up, he lowers his head to the supporting surface. While in prone he shows uncontrolled weight shifting to either side which is initiated by movement of his head and occasionally results in him turning to his side. When Anderson tries to reach for a toy while on his stomach, he lowers his trunk to the supporting surface so that his weight is borne on his chest rather than on his abdomen. He tries to lift both arms up off the supporting surface in a “swimming” position (typical for age) but is not yet able to successfully execute this movement against gravity. When Anderson is held draped over the examiner’s arm (facing the floor) he shows excessive “floppiness”.  Despite Mrs. Lane’s consistent attempts to provide Anderson with “tummy time” he continues to have difficulty in maintaining symmetrical alignment of his head in the prone position. He also has persisting challenges in reaching, supporting his weight, and shifting his weight in prone. Because these challenges limit his ability to play in the prone position Anderson shows limited tolerance for the prone position.

In supine lying (on his back), Anderson symmetrically lefts his legs with his hips and knees flexed (bent). Head tilt to the left is also apparent in the supine position but not as much as in prone. While in supine Anderson is able to bring his hands together at midline, reach his hands to his knees, and push into extension (straightening) with his legs. As he pushes into extension he approaches a side-lying position. He reaches for toys with either hand while in supine. As reported earlier he shows substantial head lag when pulled to sitting.

When placed in supported sitting on the floor, Anderson momentarily supports his weight on his hands with his trunk flexed (bent) forward over his hips and legs. He is able to maintain this for only a moment and then his trunk collapses fully forward onto his legs. When sitting on his mother’s lap he requires support from both her hands at his upper to mid-trunk level. Without this support his trunk collapses forward. Mrs. Lane reports she is unable to hold him with one hand while she is sitting unless he is supported against her trunk. When carrying him in a sitting position he requires both of Mrs. Lane’s hands for support because he shows reduced activation of his trunk muscles to help stabilize his trunk. It is likely the decreased postural control and strength Anderson exhibits also contributes to the decreased frequency, volume, and duration of his vocalizations. Decreased strength and control of his trunk makes it difficult for him to generate sufficient force to produce and sustain vocalizations. It is anticipated that as 
his trunk becomes stronger and more stable, his vocalizations will increase, be of longer duration and louder volume. Ongoing monitoring of the impact his physical challenges have on his communication development is important. 

When Anderson is sitting with support or lying on his back, he holds his hands in an open and loose-fisted position when not grasping an object, holds his hands together at midline, and holds an object with his fingers against the heel of his hand for less than one minute. He sometimes uses his trunk or mouth as an intermediary point to help stabilize the toy so he doesn’t lose his grip on the toy. Decreased strength and stability of Anderson’s trunk and shoulder muscles makes it more difficult for him use his hands for play and exploration of toys because he relies on his hands for support. This can result in reduced maturity of fine motor/manipulation skills.

Standardized evaluation of Anderson’s motor skill using the Battelle was judged to provide incomplete information about Anderson’s motor development so a more sensitive test, The Alberta Infant Motor Scale (AIMS), was used to formally assess Anderson’s gross motor skills. The AIMS provides a much greater sample of motor skills and takes into account the motor performance aspects of motor development which are not reflected in the sample of test items on the Battelle for Anderson’s age. On the AIMS Anderson received a score that places him below the 1st percentile (16th to 84th is average) for his age of 6 ½ months. This indicates that Anderson’s gross motor skills are delayed and suggests that his motor skills are different than that expected for his age and that the differences are not likely to be accounted for by chance alone. 

At this time, based on the Alberta Infant Motor Scale (AIMS), parent report  and clinical judgment, Anderson’s overall motor skills are in the delayed range when compared to age matched peers and represent a 33% delay in his motor function (what he can do) and motor performance (how he executes his motor skills). Both his motor function and his motor performance present challenges for Anderson that limit his ability to fully play and explore his environment. 

Next steps in his gross motor development include maintain an upright posture at an adult’s shoulder without assistance and with his head at midline, hold his head erect for one minute with his head at midline when held, lift his head and hold it up in prone (on his stomach) with his head at midline while supporting on his hands with elbows straight, turn his head side to side in prone while reaching for a toy and maintaining stability on his forearms for several seconds, and use his arms to assist in pulling to sitting without a head lag, sit with control of his trunk in both supported and unsupported positions, roll from his stomach to back and back to his stomach, bear weight on his legs in supported positions, pull to standing and bounce on his legs when supported in the standing position. Next steps in Anderson’s fine motor skill development include hold an object for one minute or more, use a raking pattern with his fingers to grasp a small object, and transfer an object at midline from hand to hand without using his trunk or mouth to support the object.

Cognitive Development: At Anderson’s age, cognitive skills include attention, memory, perception, and concepts. In the area of attention and memory, Anderson shows anticipatory excitement, visually attend to a light source moving in a180 degree arc, turn his head toward a light source, and visually attend to an object for less than 5 seconds. Anderson follows both visual and auditory stimuli and attends to an ongoing sound or activity for 15 or more seconds. In the area of perception and concepts, Anderson responds positively to physical contact and tactile stimulation and visually explores his environment. 

At this time, based on the Battelle, Anderson’s cognitive skills are in the below average range for his age. It is important to note that the challenges Anderson experiences in his motor development are likely making it more challenging for him to successfully complete some of the cognitive tasks on the Battelle. For example, because it is difficult for Anderson to sustain postural control of his head and trunk it makes 
it more challenging for him to sustain attention on an object. It also makes it challenging for him to hold and explore objects because his grip is weaker than expected for age. It will be important to monitor the 
impact his physical challenges have on his cognitive development. In addition, monitoring of this area of development should occur because of the slight possibility of delay in cognitive development due to Anderson’s diagnosis.
Next steps in Anderson’s cognitive development include: visually attend to an object for more than 5 seconds, show awareness of new situations, and explore objects with his hands. 
	The following chart is a summary of Anderson’s scores on the Battelle Developmental Inventory (BDI)-2nd edition. 

	BDI-2nd edition
	


	BDI Domain
	Developmental Quotient

(85-115 is average)
	Percentile Rank

(16th  to 84th

is average)
	Standard Deviation

(-1.0 to +1.0

is average)
	Average age at which raw score was achieved

	Adaptive  (Self Care)
	105
	63rd 
	+0.33
	6 months

	Personal-Social


	95
	37th   
	-0.33
	NA

	Receptive Language
	NA
	25th 
	-0.67
	5 months

	Expressive Language
	NA
	16th 
	-1.0
	3 months

	Communication Total
	86
	18th 


	-0.93
	NA

	Gross Motor
	NA
	25th 


	-0.67
	5 months

	Fine Motor
	NA
	37th 
	-0.33
	5 months 

	Motor Total
	92
	30th 
	-0.53
	NA

	Cognitive
	80
	9th 
	-1.33
	NA

	BDI Total
	89
	23rd 

 the
	-0.73
	NA


VI. 
Family Resources, Priorities, and Concerns:  The family is concerned about Anderson’s overall development, in particular his motor skills. They want to assist Anderson in learning to hold his head up, roll over, sit up, and reach his highest potential. The family is motivated to support Anderson’s development. Mrs. Lane has had concerns about Anderson’s motor skills for a few months and has used her knowledge and experience to address these concerns by providing opportunity for Anderson play in a variety of positions to develop more mature skills. 
VII.  
Transportation:  Mrs. Lane reports the family’s transportation resources are adequate to meet the family’s needs. Mr. and Mrs. Lane reported that if intervention was warranted and could not be provided in the home they would not need assistance in providing transportation to and/or from the intervention services location.
VIII. 
Summary: Anderson was referred for a multidisciplinary evaluation due to his family’s concerns about his overall development with specific concern for his gross motor skills. Anderson is a beautiful and engaging infant boy who was a pleasure to evaluate. His mother was participatory throughout the evaluation, providing clear and important information for the multidisciplinary evaluation. Findings from the evaluation were shared with Mrs. Lane during and following the evaluation. She did not have any further questions at this time and felt her concerns for Anderson’s development were addressed.  Mrs. Lane indicated the behavior and skills observed during the evaluation are reported to be generally typical for Anderson and an accurate representation of his skills. 

Based on the Battelle, Anderson’s adaptive, communication and personal social skills are currently in the average range while his cognitive skills are in the below average range. Clinical assessment and Anderson’s performance on the Alberta Infant Motor Scale, which takes into account qualitative differences in motor development, indicated that his overall motor skills fell in the delayed range compared to age matched peers and represent an overall 33% delay. 
IX.
Statement of Eligibility for Early Intervention Services:  Based on clinical observations, parent interview and report, and results of the standardized assessment using the Battelle Developmental Inventory-2nd edition, and the Alberta Infant Motor Scale, Anderson is eligible for Early Intervention services. The delays he demonstrates in the physical domain represent at least a 33% delay in comparison to the skills typically present in his age matched peers. Gross motor skills are areas of concern at this time, consistent with an ICD code of 783.40. The current professional literature also suggests that children with Waardenburg syndrome are at a slightly increased risk to experience developmental delays and/or learning disabilities. Physical therapy services are recommended to address Anderson’s challenges in the motor area. Ongoing monitoring of the impact his physical challenges pose on the development of communication and cognitive skills is warranted. 
X. 
Signatures:

________________________



________________________


Polly Johnson, PT, DPT




Sally Willis, MA, CCC-SLP
Licensed Physical Therapist
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Multidisciplinary Evaluation Summary
Child's Name:  Anderson Lane

Parents:  Teri and Gerald Lane

Date of Birth:  4/8/08

Address:  612 Co. Rt. 10


                  Coshocton, NY 43050

Date of Evaluation:  10/23/08

Phone:  518-123-4567

Chronological Age:  6.5 Months

Service Coordinator:  Melanie Gibson
Date of EIP Referral:  10/12/08

Municipality: Knox County 

Evaluators
Sally Willis, MA, CCC-SLP 



Polly Johnson, PT, DPT




Licensed Speech-Language Pathologist 


Licensed Physical Therapist

Anderson was referred for a multidisciplinary evaluation due to his family’s concerns about his overall development with specific concern for his gross motor skills. Anderson is a beautiful and engaging infant boy who was a pleasure to evaluate. Anderson was evaluated in the familiar surroundings of his home. The evaluation team members, initial service coordinator, and Anderson’s mother, Teri Lane, were present for the evaluation. Mrs. Lane was participatory throughout the evaluation and provided input and feedback regarding Anderson’s typical behavior.  

This is a summary of Anderson’s areas of strengths and concerns in social, adaptive, physical, communication, and cognitive development. Parent interview and medical record review was completed during the evaluation.  Evaluative information was obtained via medical records, parent interview, parent participation in the core evaluation, clinical observations during the evaluation, and results of standardized assessments using the Battelle Developmental Inventory-2nd edition and the Alberta Infant Motor Scale. The family was offered a family assessment which they declined.

Anderson presents as an easy going and happy baby boy who easily warmed up to the evaluators.  He is well bonded with his family and lives in a nurturing home. Anderson used his vision to explore his environment and cooed and vocalized throughout the evaluation. The standardized portion of the evaluation occurred while Anderson was held or placed on a blanket on the floor. He demonstrated limited tolerance to the prone position (on his stomach). Anderson’s mother reports that the behavior and skills observed during the evaluation were typical for Anderson and believes they are an accurate representation of his abilities.  The family expressed motivation to assist Anderson in reaching his highest potential in overall development. Anderson’s mother has been providing a variety of experiences to address the challenges Anderson has with motor development. Mrs. Lane is seeking additional assistance to address the unresolved challenges Anderson experiences at this time.
Anderson is seen regularly by his primary care provider. He is reported to be a generally healthy child at this time with limited concerns related to his diagnosis. Well child visits and immunizations are current. Vision and hearing abilities appear to be adequate and his family expresses no concerns for either his vision or hearing status. Continued audiological monitoring is suggested as Waardenburg syndrome Type 1 is associated with hearing loss in approximately 60% of children with this diagnosis. Anderson has also been referred to a pediatric gastroenterologist as individuals with this diagnosis may have difficulty with their intestines. 

Mrs. Lane reports the family’s transportation resources are adequate to meet the family’s needs. Mr. and Mrs. Lane reported that if intervention was warranted and could not be provided in the home they would not need assistance in providing transportation to and/or from the intervention services location.
Based on the Battelle, Anderson’s adaptive, communication and personal social skills are currently in the average range while his cognitive skills are in the below average range. Clinical assessment and Anderson’s performance on the Alberta Infant Motor Scale, which takes into account qualitative differences in motor development, indicated that his overall motor skills fell in the delayed range compared to age matched peers and represent an overall 33% delay. The current professional literature also suggests that children with Waardenburg syndrome may experience a slight decrease in intellectual function and learning disabilities. Anderson also demonstrates several clinical clues for a motor disorder per the Clinical Practice Guidelines for Motor Disorders. This is evident in substantial head lag when pulled to sitting (when his is not able to elevate his shoulders to stabilize his head), minimal use of his arms or legs to help pull to sitting, a very wide base of support with his legs widely spaced while supported in sitting, substantially rounded trunk in supported sitting positions, and typical collapse of his legs when held in upright with his weight on his legs. When Anderson is held in a vertical position with support under his arms, he “slips” through because he is not yet able to activate the muscles surrounding his shoulder joint to help support and stabilize. Anderson also shows mildly asymmetric head and facial features which were also noted by Dr. Smith. In addition, the following motor milestones that are expected by the end of 3 months of age per the Center for Disease Control and Prevention’s Act Early initiative and which Anderson is not able to demonstrate consistently at this time include: supports upper body with arms when lying on stomach and pushes down when feet are placed on a firm surface.
Based on clinical observations, parent interview and report, and results of the standardized assessment using the Battelle Developmental Inventory-2nd edition, and the Alberta Infant Motor Scale, Anderson is eligible for Early Intervention services. The delays he demonstrates in the physical domain represent at least a 33% delay in comparison to the skills typically present in his age matched peers. Gross motor skills are areas of concern at this time, consistent with an ICD code of 783.40. The current professional literature also suggests that children with Waardenburg syndrome are at a slightly increased risk to experience developmental delays and/or learning disabilities. Physical therapy services are recommended to address Anderson’s challenges in the motor area. Ongoing monitoring of the impact his physical challenges pose on the development of communication and cognitive skills is warranted. 
________________________
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Polly Johnson, PT, DPT




Sally Willis, MA, CCC-SLP
Licensed Physical Therapist



Licensed Speech-Language Pathologist
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Handout #28
Additional Information

Reading Materials

Andersson, Luanne L. “Appropriate and Inappropriate Interpretation and Use of Test Scores in Early Intervention,” Journal of Early Intervention, Vol. 27, No. 1, pp. 55-68.

Characteristics of norm-referenced and criterion-referenced tests and the scores available on these tests are reviewed. Valid use of test scores is discussed and cautions regarding the interpretation and use of developmental-age scores are presented. Suggestions for early intervention practitioners are offered.
Available from: 

Division for Early Childhood

27 Fort Missoula Road, Suite 2

Missoula, MT 59804

Phone: (406) 543-0872

Fax: (406) 543-0887

Email:  e-mail: dec@dec-sped.org.

Cost:  $20.00
Shackelford, J. “Informed Clinical Opinion,” NECTAC Notes, No. 10, 2002.

This paper looks at the term "informed clinical opinion" and addresses its meaning in the context of Part C, its effect on the determination of eligibility and why its documentation is necessary.

Available from: 

NECTAC Publications

Campus Box 8040, UNC –CH

Chapel Hill, NC 27599-8040

Phone: (919) 962- 2001

Fax: (919) 966-7463

Also available online at http://www.nectac.org/~pdfs/pubs/nnotes10.pdf
Wilson, S. and Cradock, M. “Review: Accounting for Prematurity in Developmental Assessment and the Use of Age-Adjusted Scores,” Journal of Pediatric Psychology, Vol. 29, No. 8, 2004, pp. 641-649.

This review summarizes the literature to date concerning age adjustment in developmental assessment and illustrates relevant issues for clinicians and researchers in this area.

Available online at http://jpepsy.oxfordjournals.org/cgi/reprint/29/8/641
Internet Links

ICD Codes:
http://icd9coding.com/

http://www.cms.hhs.gov/ICD9ProviderDiagnosticCodes/

The National Center for Health Statistics (NCHS), a division of the Center for Disease Control and Prevention, also contains information regarding the classification of diseases.  For more information go to http://www.cdc.gov/nchs/icd9.htm
Statewide Trainings:
   EI Learning Network Web site at http://www.eilearningnetwork.com.  EILN is sponsored by the Just Kids Foundation.  

Department of Health Web site:  http://www.health.ny.gov/guidance/oph/cch/bei/
Bureau of Early Intervention Weg page:  http://www.health.ny.gov/community/infants_children/early_intervention/ 

Subscription to Bureau of Early Intervention Electronic Mailing List:  eiplist@health.state.ny.us 
State Education Department, Transition Calculator:  http://eservices.nysed.gov/ei/index.html
State Educaiton Department, Office of the Professions:  http://www.op.nysed.gov/prof/

New York Early Intervention System (NYEIS) 

To view recorded NYEIS training webinars:   

1. Go to the New York State Department of Health Early Intervention Program Webpage at:
http://www.health.ny.gov/community/infants_children/early_intervention/index.htm
2. Click on "New York Early Intervention System (NYEIS)" in the left hand navigation bar.

3. Click on "NYEIS Training Page" in the left hand navigation bar.

4. Under the "NYEIS Training Webinars" heading click on either the "NYEIS Municipal Training" for municipal webinars or "NYEIS Provider Training" for provider webinars. 

5. Scroll down the page to find the session you are interested in.

6. There will be two options, view or download.

· To view the webinar immediately, click on "To view Click here" and complete the registration information. The following information is required: First and Last Names; E-mail address; Title; and County/Municipality (or Provider Agency). Please enter this information and then click the "Register" button. The webinar should begin to play after a few moments. 

· To download the webinar, click on "To download click here" and complete the registration. The following information is required: First and Last Names; E-mail address; Title; and County/Municipality (or Provider Agency). 

The download should begin in a few moments. A pop-up window will appear with the title "Download a Recording File." There may be a white bar on the top of the window. If so, click on the top information bar, and then click "Download File." If not, when the download is started, you should be given the option to "Open" or "Save." If you choose "Save," then you can save the file to a location of your choice on your computer. This file can be viewed at any time locally from your own computer using the ARF Player. There should be no limitations on fast forward/rewind options.

If you choose "Open," the video should automatically play once the download is complete. However, if you wish to view the recording at a later time, because it is a streamed video, you will have to repeat the steps above every time. In addition, you may not be able to fast forward or rewind. For these reasons, we suggest you "Download" the files rather than using the "Open" option.
PLEASE NOTE:  If the webinar does not open or download, it may be that you do not have an ARF player on your computer. This player is necessary to view the webinars. If you need to download the ARF player, use this link http://www.webex.com/play-webex-recording.html. Be sure to select the correct player based on your PC type (Windows or Macintosh) and follow the installation instructions.
If you experience technical difficulties, please contact Justin Hausmann by e-mail at jxh25@health.state.ny.us, or call 518-473-7016.  
Please contact the NYEIS Help Desk with questions about the functionality of NYEIS at:

New York Early Intervention System (NYEIS) Help Desk
(518) 783-9007   OR    NYEIS@cma.com
How to subscribe to the NYEIS  Listserv


Send an e-mail to nyeislist@health.state.ny.us with "Subscribe" in the subject line and include your first and last name in the body of the e-mail. Please do not send more than one request to subscribe.

To unsubscribe, send an e-mail to nyeislist@health.state.ny.us with "Unsubscribe" in the subject line and be sure to include your name in the body of the e-mail.
Handout #29 (front)

Introduction to Early Intervention Evaluation,

Assessment & Eligibility Determination
Workshop Evaluation
In order to evaluate what you have learned from this training, please rate your knowledge of topics pre-training and post-training.  The rating scale is based on 1-5, with 1 being the least amount of knowledge gained and 5 being the most amount of knowledge gained.

	
	1
	2
	3
	4
	5
	

	
	No Additional Knowledge

Gained
	Limited Knowledge

Gained
	Some Knowledge

Gained
	Fair Amt. of Knowledge

Gained
	Extensive Knowledge

Gained
	COMMENTS

	1. The roles and responsibilities of key personnel involved in the evaluation process
	
	
	
	
	
	

	2. Referrals to the EIP
	
	
	
	
	
	

	3. Choosing appropriate evaluation instruments
	
	
	
	
	
	

	4. Components and requirements for MDEs
	
	
	
	
	
	

	5. Evaluation reports and documentation
	
	
	
	
	
	

	6. Use of informed clinical opinion
	
	
	
	
	
	

	7. Roles and responsibilities of MDE team at IFSP meeting
	
	
	
	
	
	

	8. Supplemental evaluations
	
	
	
	
	
	

	9. Initial and ongoing eligibility criteria
	
	
	
	
	
	











Handout #29 (back)
Course Evaluation Form 
DATE: 

  LOCATION: 



___INSTRUCTOR(S): 

_____


TITLE OF TRAINING: Introduction to Early Intervention Evaluation, Assessment, and Eligibility Determination

Please circle the number you believe best represents your evaluation of the trainer(s) and the content.

1. How would you rate the trainer(s)

in terms of knowledge?


5
4
3
2
1



Excellent


Needs Improvement

2. How would you rate the trainer(s)

in terms of presentation and style?
5
4
3
2
1



Excellent


Needs Improvement
3. How would you rate the trainer(s)


in terms of encouraging discussion 


and answering questions?


5
4
3
2
1



Excellent


Needs Improvement

4. In general, how would you rate this


workshop?

5
4
3
2
1



Excellent


Poor

5. How helpful were the training materials


used during the training?

5
4
3
2
1



Very Helpful


Not Helpful

6. To what extent do you think the training materials

and handouts will be useful to you?
5
4
3
2
1







Very Useful


Not Useful

7. Please indicate which issue or topic discussed at this training you would like to see addressed in more detail at follow up training or would like more information about:

8. How did you learn about this workshop?
9. Are you a:  Parent or Professional (circle one). If professional, please indicate discipline:

     ______________________________________




___________        
        







Name (Please print and sign if requesting CEUs)
                          Affiliation
We welcome additional comments:
Training Handouts





Introduction to Early Intervention Evaluation, Assessment, and Eligibility Determination





Training Contractor





� EMBED PowerPoint.Slide.8  ���





Sponsored by





New York State Department of Health


Division of Family Health


Bureau of Early Intervention








August, 2011








Early Intervention Learning Network (EILN)


Just Kids Early Childhood Learning Center


(631) 924-2461
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