CLINT INDEPENDENT SCHOOL DISTRICT
CORE TEAM

SPEECH THERAPY RTI

STUDENT:__________________________________
DOB:  _______________

Please check the appropriate statements pertaining to the student’s speech and/or language.

ARTICULATION- The student presents with the following
__ sound substitutions

___does not pronounce certain sounds correctly

___ s/he is difficult to understand   ___Other:  _____________________________
Interventions/strategies used:  ___________________________________________________________

SLP consulted:   ____ YES 
____ NO

SLP recommendations:  __________________________________________________________________

Referral recommended:   ____YES 

___NO
LANGUAGE – I have noted the following with the student’s language.

___ has difficulty expressing what s/he wants, needs, thinks
___does not follow directions

___has a limited vocabulary
___ Other:  ____________________________________
Interventions/strategies used:  ___________________________________________________________

SLP consulted:   ____ YES 
____ NO

SLP recommendations:  __________________________________________________________________

Referral recommended:   ____YES 

___NO
FLUENCY- I have observed the following with this student.
___ Repeats words or sounds
___ has excessive tension (ie, facial grimace, neck tension, eye blinks)
___stretches sounds
___ Other:  _____________________________________________________

Interventions/strategies used:  ___________________________________________________________

SLP consulted:   ____ YES 
____ NO

SLP recommendations:  __________________________________________________________________

Referral recommended:   ____YES 

___NO

VOICE- I have noted the following with this student.

___ hoarse
___ weak or low volume
___ sounds like s/he has a cold or snorts when talking

Interventions/strategies used:  ___________________________________________________________

SLP consulted:   ____ YES 
____ NO

SLP recommendations:  __________________________________________________________________

Referral recommended:   ____YES 

___NO
COMMENTS: ______________________________________________________________________

SIGNATURES:
___________________________

____________________________


Classroom Teacher

Counselor


____________________________

_______________________________

Administrator



Speech Pathologist/Speech Therapist

___________________________

Other:    






Date:  ___________________
