Deaf Services Screening Profile

Name: 
DMH ID:
Regional Office:
TCM Provider:
Person Completing Form:  
[bookmark: Check1][bookmark: Check2]This individual uses American Sign Language (ASL):   |_|No	|_|Yes*
*If yes, stop completing this form and use procedure described in DOR 4.141
Expressive Language
Preferred Language
	
	Has no usable ability
	Has some minimal ability
	Can use for incidental or routine communication
	Can be used in some situations
	Fluent or can be used in most situations

	Spoken English
	
	
	
	
	

	Other Spoken Language
	
	
	
	
	

	Fingerspelling
	
	
	
	
	

	Gesture/Pantomime
	
	
	
	
	

	Written English
	
	
	
	
	

	Drawing/Pictures
	
	
	
	
	


Other Information:

Receptive Language
Preferred Language
	
	Has no usable ability
	Has some minimal ability
	Can use for incidental or routine communication
	Can be used in some situations
	Fluent or can be used in most situations

	Spoken English
	
	
	
	
	

	Lipreading
	
	
	
	
	

	Other Spoken Language
	
	
	
	
	

	Fingerspelling
	
	
	
	
	

	Gesture/Pantomime
	
	
	
	
	

	Written English
	
	
	
	
	

	Drawing/Pictures
	
	
	
	
	


Other Information:

Available Auxiliary Aids
	
	Uses Independently
	Uses with staff assistance
	Does not use
	Does not have

	TTY
	
	
	
	

	Video Phone
	
	
	
	

	Amplified Phone
	
	
	
	

	Hearing Aids
	
	
	
	

	Visual Alarms
	
	
	
	

	Picture Communication Books
	
	
	
	

	Closed Captioning
	
	
	
	

	Ubi Duo
	
	
	
	


Any Other Pertinent Communication Information:

Who best understands this individual’s wants, needs and can communicate with him/her the most effectively?

								
Signature of Person Completing Form	Date
Revised 7-29-2013
