	Facility Name
Department of Speech-Language Pathology
Facility Address and Phone Numbers
MEDICARE FUNDING REQUEST 
FOR SPEECH GENERATING DEVICE (SGD) 

	I. DEMOGRAPHIC INFORMATION

	Patient's Name 
Date of Birth: 
Address:
	Social Security #: 
Phone Numbers:

	Patient's Primary Contact Person: 
Address: 
	Relationship to Patient:
Phone Numbers:

	Medical Diagnosis: 

	Date of Onset: 

Date of Evaluation: 
	
Date of Request:

	Physician: 
Speech-Language Pathologist:
	Phone Number:
Phone Number:


II. CURRENT COMMUNICATION IMPAIRMENT 
A. General Statements

B. Comprehensive Assessment
Hearing
Vision 

Physical
Language Skills
Cognitive Skills

III. DAILY COMMUNICATION NEEDS
A. Specific Daily Communication Needs
B. Ability to Meet Communication Needs with Non-SGD Treatment
. 
IV. FUNCTIONAL COMMUNICATION GOALS 

V. RATIONALE FOR DEVICE SELECTION 
A. General Features of Recommended SGD and Accessories 
Input/Message Characteristic Features: 

Output: 

Other features: 

B. Recommended Medicare Device Category and Accessories Codes
C. Trials with SGDs 

D. Recommended SGD and Accessories
	Part Number
	Description

	
	

	
	

	
	


E. Patient and Family Support of SGD
F. Physician Involvement Statement
VI. TREATMENT PLAN

 V. SIGNATURES / SLP ASSURANCE OF FINANCIAL INDEPENDENCE
The Speech-Language Pathologist performing this evaluation is not an employee of and does not have a financial relationship with the supplier of the SGD.

____________________ 
XXX MS CCC-S 
Speech Language Pathologist 
ASHA # 
State Lic. 
Note: Signatures of other team members are not required by Medicare, but should be included when available. 

