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Instructions:  Rough draft submitted typed, double- spaced in Arial 11 point font wit.  and upload them to Goggle Drive DX 
folder for the client.  

 
The following formatting is appropriate to a pediatric language assessment, but would not work for a variety of other 
disorders; please confirm sections with your assessment supervisor.  Remove these Instructions prior to 
submission. 
 

CALIFORNIA STATE UNIVERSITY, EAST BAY 
DEPARTMENT OF SPEECH, LANGUAGE, AND HEARING SCIENCES 

NORMA S. AND RAY R. REES SPEECH, LANGUAGE AND HEARING CLINIC 
 

C O N F I D E N T I A L 
 

DIAGNOSTIC EVALUATION 
 

NAME   First Last Initials*   EXAMINER(S) 
AGE   (Years/Months)     INFORMANT(S)  ( Initials*; relationship to client) 
BIRTHDATE   Month/Day/Year  NATURE OF DISORDER 
DATE OF EXAMINATION   SUPERVISOR  First Last, Degree, CCC-SLP      
 

I.       STATEMENT OF PROBLEM (Often combined with History) 

State the initials* only, age (years; months for pediatric cases), remarkable pertinent background history 
or diagnosis. Include the name of the individual or agency making referral. Provide a statement of the 
problem in the words of the client or informant and note purpose of evaluation. 

II.      HISTORY   (past tense)  

Please write history and most outstanding and relevant information (e.g., CVA, ASD, SLI, speech & 
language delay, phonological disorder, stuttering, multi-lingual background, only if appropriate). Unless a 
case is extremely complex, condense and organize this section to include only relevant information 
related to physical development, medical history, family-social and/or  education, as appropriate to this 
particular case that gives the reader a good sense of client’s status prior to the Rees Clinic evaluation 
Include past treatment, response to therapy, ending with purpose of evaluation.  Condensing history 
requires the writer to be succinct and construct meaningful transitions between paragraphs, focusing on 
relevant and remarkable information to present a sufficiently complete paragraphed and appropriately 
sequenced narrative that is easy to follow. (At the discretion of supervisor Statement of Problem and 
History sections may be combined if the latter is relatively simple for succinctness, ending 
section with the purpose of the evaluation
appropriate for a young or significantly impaired child), and other impressions (cooperation, attention 
span, engagement, etc.), client’s primary means of communication.  Include remarkable speech and non-
speech behaviors noted outside of standardized testing that will not be highlighted later in Evaluation 
Results. 
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IV. EVALUATION RESULTS  (past tense) 
 
Use a sub-heading for each area assessed.  Begin with the primary problem area and list other areas in 
decreasing order of severity.  Group together any areas which are within normal limits in a concluding 
statement.  When reporting results of a formal test, state and underline the full name of the test and 
compare client’s performance to norms in test manual.  Raw scores are typically not reported for most 
measures.  If testing was invalidated, state why, providing a more qualitative description of test 
performance. Utilize a table to summarize assessments with multiple sections and then in your analysis 
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