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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

Advanced Training:

Early Intervention Evaluation, Assessment, and

Eligibility Determination

Agenda
Unit 1 – Welcome, Introductions, Course Overview

Unit 2 – Review of MDE Requirements

Unit 3 – Components of an Evaluation

Unit 4 – Determining Eligibility



Break

Unit 5 – Reporting Results 

Unit 6 – Ongoing Assessment and Continuing Eligibility

Unit 7 – Review Activity and Course Evaluation

Handout #2
Evaluation Essentials Compare & Contrast Chart

INSTRUCTIONS:  Read the statements below and mark the corresponding number on Handout #3 which accurately describes each box on the Compare & Contract Chart.  The first statement has been completed for you on Handout #3.
1. A family directed process of information gathering and identification of family concerns, priorities, and resources related to enhancing their child’s development (must be offered; but optional for families)

2. To determine if the child is eligible for the Early Intervention Program; to assess the status of the child’s functioning across the five developmental domains; identify areas of developmental strengths and needs; and, learn and understand the parent’s concerns, priorities and resources related to their child’s development

3. Not domain specific 
4. Evaluator is responsible for determining what type of screening should be conducted (whether a screening should address one or more domains of development or a specific concern)

5. Based on information provided by the family through interview; incorporates the family’s description of concerns, priorities and resources; includes formal and informal supports

6. Parent interview; review of pertinent records related to the child’s current health status with parent consent; evaluation of the child’s level of functioning in each of the five developmental domains; a  health assessment, including documentation of diagnosis if applicable; identification of services appropriate to meet the child’s needs; evaluation of child’s transportation needs; optional family assessment 

7. A brief test to identify those with a potential problem from those who don’t.  Standardized, reliable, known specificity/sensitivity; can be specific to a disorder or general, emcompassing multiple areas of concern.

8. Must be conducted by an approved evaluator (note: this is different from screening conducted for at-risk children or as part of child find)

9. A comprehensive review of a child’s developmental and health history, and an assessment of their current developmental status in all domains.  Used to determine initial and continuing eligibility for the Early Intervention Program (required)

10. To determine whether an evaluation is needed; to identify specific areas that may need to be addressed in an evaluation

11. May be single domain or multi-domain

12. At a minimum, two differently qualified personnel, one with sufficient expertise to assess the area of specific concern at the time the child is referred, if known; sufficient expertise to assess all five areas; as needed, expertise to evaluate a particular domain in more depth

13. Must include all 5 domains (cognitive, physical, communication, social/emotional, adaptive)

14. Conducted by appropriately trained qualified personnel who is a member of the approved evaluation team 

15. To assist the family in identifying their concerns, priorities, and resources related to enhancing their child’s development

Handout #3
Evaluation Essentials 
Compare & Contrast Chart
	
	Screening
	Multidisciplinary Evaluation (MDE)
	Family Assessment

	Description 


	
	
	1


	Purpose


	
	
	

	Domains
	
	
	

	Required Components
	
	
	

	Evaluation Personnel
	
	
	


EXAMPLE:  

1.  A family directed process of information gathering and identification of family concerns, priorities, and resources related to enhancing their child’s development (must be offered; but optional for families).  ANSWER:  This is a description of a Family Assessment.
Handout #4
Evaluation Essentials Chart (Completed)
	
	Screening
	Multidisciplinary Evaluation (MDE)
	Family Assessment

	Description 


	A brief overview of a child’s functioning to determine whether or not a developmental problem is likely and if further in-depth evaluation is needed

(optional)


	Comprehensive, in-depth review of a child’s developmental and health history and assessment of current status in all developmental areas by two or more professionals from different disciplines 

(required)
	A family directed process that enables families and professionals to share and gather information which the family decides is relevant to their ability to enhance their child’s development

(must be offered; optional for families)

	Purpose


	1. To determine whether an evaluation  is needed
2. To identify specific areas that may need to be addressed in an evaluation
	1. To determine if the child is eligible for the Early Intervention Program
2. To assess the status of the child’s functioning across the five developmental domains
3. Identify areas of developmental strengths and needs
4. Learn and understand the parent’s concerns, priorities, and resources related to their child’s development
	To assist the family in identifying their concerns, priorities, and resources related to enhancing their child’s development

	Domains
	Single or multi-domain
	Must include all 5 domains (cognitive, physical, communication, social/emotional, adaptive) 
	Not applicable

	Required Components
	Evaluator is responsible for determining whether a screening should address one or more domains of development or a specific concern


	1. Parent interview
2. Review of pertinent records related to the child’s current health status with parent consent
3. Evaluation of the child’s level of functioning in each of the five developmental domains. A health assessment, including documentation of diagnosis, if applicable should be included 

4. With parent consent, findings from current examinations, evaluations and assessments may be used to augment but not replace the MDE
5. Assessment of the unique needs of the child in each developmental domain including identification of services appropriate to meet those needs

6. Evaluation of child’s transportation needs

NOTE: Optional family assessment 
	1. Based on information provided by the family through interview

2. Incorporates the family’s description of concerns, priorities and resources 

3. Includes formal and informal supports



	Assessment Personnel
	Must be conducted by an approved evaluator
NOTE: this is different from screening conducted for at-risk children or as part of child find
	1. At a minimum, two differently qualified personnel, one with sufficient expertise to assess the area of specific concern or suspected disability or delay, if known
2. Sufficient expertise to assess all five areas

3. As needed, expertise to evaluate a particular domain in more depth
	Conducted by appropriately trained qualified personnel
who is a member of the approved evaluation team


Handout #5
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 #6
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?

Handout #7
Suggestions for Modifying Assessment Tools

Children who are blind or have low vision:

· Use musical toys/noise makers to stimulate the child’s awareness that something is around him

· Use sensory stimulation as much as possible

· Objects which need to be manipulated may have to be banged on the surface of the table/floor to help make the child aware the object is present

· Directions may have to be modified to verbally tell the child what is happening for example, “I’m putting a box on the table… Find it… Now pull the lid off and take out the cheerio.”

· You may have to physically guide the child through a motion while telling them what they are doing and then ask them to do it themselves, independently

· Verbally describe what you are doing in detail so the child is aware of what you are doing and what they are expected to do in return for example, letting the child feel the tower of blocks before asking them to build one

· Use a background surface/cloth which contrasts with the materials being used (such as a black background and use of white, yellow, or other light colored objects)

· Use pictures/print that have been enlarged

· Use optimum lighting

· Use an uncluttered setting with room for movement and space for falling without danger

· Children should be wearing their corrective lenses/glasses 

Children who are deaf:

· Use communication with which the child is familiar

· Keep instructions brief and simple

· Use direct eye contact when giving instructions

· Demonstrate and use other visual clues when introducing the task to be assessed

· The child should be wearing their hearing aides or devices if they have them

Children with moderate or severe cognitive delays:

· Sequence the tasks as much as possible

· Provide immediate positive reinforcement for appropriate attempts

· Give short instructions, one at a time using whatever form of communication the child can understand

· Provide sensory stimulation along with the tasks as much as possible

· Work in an uncluttered setting with room for movement as needed

Children with motor delays:

· Use appropriate positioning, support, seating devices as needed (for example wedges, seat inserts, standers, corner chairs)

· Position materials to optimize the child’s ability to participate

· Make sure the child is wearing their orthotics if needed

· Use built-up markers, crayons, pens (with large barrels)

Additional suggestions as discussed:
Handout #8
Questions for Professionals to Ask When Conducting a Culturally Sensitive Screening and Assessment

1. With what cultural group was this screening or assessment tool normed?  It is the same culture as that of the child I am serving?

2. Have I examined this tool for cultural biases?  Has it been reviewed by members of the cultural group being served?

3. If I have modified or adapted a standardized tool, have I received input on the changes to be certain it is culturally appropriate?  Have I carefully scored and interpreted the results in consideration of cultural or linguistic variation?  When interpreting and reporting results, have I clearly referenced that the instrument was modified and how?

4. Have representatives from the cultural community met to create guidelines for culturally competent assessment for children from that group?  Has information about child-rearing practices and typical child development for children from that community been gathered and recorded for use by those serving the family?

5. What do I know about the child-rearing practices and the kind of information gathered in the assessment process?  How do these practices impact child development?

6. Am I aware of my own values and biases regarding child-rearing practices and the kind of information gathered in the assessment process?  Can I utilize nondiscriminatory and culturally competent skills and practices in my work with children and families?

7. Do I utilize parents and other family members in gathering information for the assessment?  Am I aware of the people with whom the child spends time, and the level of acculturation of these individuals?

8. Do I know where or how to find specific cultural or linguistic information that may be needed for me to be culturally competent in the assessment process?

9. Do I have bilingual or bicultural skills, or do I have access to another person who can provide direct service or consultation?  Do I know what skills are required of a quality interpreter?

10. Have I participated in training sessions on cultural competence in assessment?  Am I continuing to develop my knowledge base through additional formal training and by spending time with community members to learn the cultural attributes specific to the community and families I serve?  Is there a network of peer and supervisory practitioners that is addressing these issues, and can I become a participating member?
Taken From:  “Early Childhood Special Education for Children with Disabilities, Ages Three Through Five:  Evaluation and Assessment Guidelines for Young Children with Special Needs,” North Dakota Interagency Coordinating Council
















Handout #9
Eligibility:

Diagnosed Condition



Handout #10
Eligibility:

Developmental Delay




Handout #11
Defining Delay in the Communication Domain Only

EIP Regulations Section 69-4.23(a)(2)(iv)

For children who have been found to have a delay only in the communication domain, delay shall be defined as a score of 2.0 standard deviations below the mean in the area of communication; or, if no standardized test is available or appropriate for the child, or the tests are inadequate to accurately represent the child’s developmental level in the informed clinical opinion of the evaluator, a delay in the area of communication shall be a severe delay or marked regression in communication development as determined by specific qualitative evidence-based criteria articulated in clinical practice guidelines issued by the Department, including the following:

Children 18 months of age or older:

· a severe language delay as indicated by no single words by 18 months of age, a vocabulary of fewer than 30 words by 24 months of age, or no two-word combinations by 36 months of age; or

· the documented presence of a clinically significant number of known predictors of continued language delay at 18-36 months of age, in each of the following areas of speech language and non-speech development: 

(1) Language production
(2) Language comprehension
(3) Phonology
(4) Imitation
(5) Play
(6) Gestures
(7) Social Skills
(8) Health and family history of language problems 

Children younger than 18 months of age:

· documentation that the child has attained none of the normal language milestones expected for children in the next younger age range, and none for the upper limit of the child’s current chronological age range, and the presence of a preponderance of established prognostic indicators of communication delay that will not resolve without intervention, as specified in clinical practice guidelines issued by the Department.

Handout #12
Necessary Components to Include in an Evaluation Report

Regulatory Reference 69-4.8
· Reason for the referral to EI and parent’s concerns

· Information obtained through parent interview including: 

· parents’ description of child’s behavior, eating and sleeping patterns

· current behavior

· child’s developmental milestones

· parent’s description of child’s current abilities in the five developmental domains

· family history of developmental/learning/emotional problems (if family agrees to have that information included)

· what new things has your child recently learned to do 

· Additional background information that is also helpful such as:

· family composition

· child’s past and present medical history, including mother’s pregnancy and delivery

· Family assessment information; note that the report needs to document that a family assessment was offered, even if the family declines to participate

· List of test instruments used

· Evaluator’s impressions of child’s behavior during both structured and unstructured activities, including child’s interaction with parent and evaluator, child’s level of attention, cooperation, activity, etc.

· Test results: 

· description of the test instrument

· description of the child’s responses

· describe scores and what they mean

· full description of strengths and needs

· documentation of informed clinical opinion, if used

· State whether parent believes child’s responses were optimal

· Statement of transportation needs

· Summary:

· should always tie in the parent’s concerns with the results of the evaluation

· provide test scores and information regarding strengths and needs

· provide any pertinent background information

· provide diagnosis and a statement of eligibility with associated ICD code

· Recommendation to include the need for services to address the areas of delay

· Names, titles and qualifications of professionals and signatures

Handout #13
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._________________________________________


Revised March 2012
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
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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 1 as 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:
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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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Licensed Speech-Language Pathologist
License #:





License #:
NPI:
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Handout #15
Multidisciplinary Evaluation Summary

The evaluation for Anil was conducted at his home by a special educator, social worker and physical therapist.  The dominant language of the family is not English and Anil’s service coordinator was present to act as interpreter.

A parent interview was taken by the social worker.  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/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 into a supine position. While in prone, 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 hypotonicity and decreased 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.

Parents were informed that the results of this evaluation will be mailed to them in 3 to 4 weeks.    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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Evaluation Essentials Chart
	
	Screening
	Multidisciplinary Evaluation (MDE)
	Family Assessment
	Ongoing Assessment

	Description 


	A brief test to identify those with a potential problem from those who don’t.  Standardized, reliable, known specificity/sensitivity; can be specific to a disorder or general, emcompassing multiple areas of concern.

(optional)


	The procedures used by appropriate qualified personnel to determine a child's initial and continuing eligibility for the Early Intervention Program, including determining the status of the child in each of the following areas of development: cognitive, physical, communication, social or emotional, and adaptive development.

(required)
	A family directed process that enables families and professionals to share and gather information which the family decides is relevant to their ability to enhance  their child’s development 

(must be offered; optional for families)
	Process of monitoring child’s progress and ongoing eligibility

(required)

	Purpose


	1. To determine whether an evaluation is needed

2. To identify specific areas that may need to be addressed in an evaluation
	1. To determine if the child is eligible for the Early Intervention Program

2. To assess the status of the child’s functioning across the five developmental domains

3. To identify areas of developmental strengths and needs     

4. Learn and understand the parent’s concerns, priorities, and resources related to their child’s development
	To assist the family in identifying their concerns, priorities, and resources related to enhancing their child’s development
	1. To assess progress and/or refine the outcomes of early intervention services

2. To provide the information necessary for successful transition to preschool services or to other services 

	Domains
	Single or multi-domain
	Must include all 5 domains (cognitive, physical, communication, social/ emotional, adaptive) 
	Not applicable
	Single or multi-domain

	Required 
Components
	Evaluator is responsible for determining whether a screening should address one or more domains of development or a specific concern
	1. Parent interview

2. Review of pertinent records related to the child’s current health status with parent consent

3. Evaluation of the child’s level of functioning in each of the five developmental domains. A health assessment, including documentation of diagnosis, if applicable should be included 

4. With parent consent, findings from current examinations, evaluations and assessments may be used to augment but not replace the MDE

5. Assessment of the unique needs of the child in each developmental domain including identification of services appropriate to meet those needs

6. Evaluation of child’s transportation needs

NOTE: Optional family assessment 
	1. Based on information provided by the family through interview

2. Incorporates the family’s description of concerns, priorities and resources 

3. Includes formal and informal supports


	1. Documentation (session notes and progress notes) is an important source of information

2. Six-month reviews and annual evaluation of the IFSP

3. Certain evaluation and assessment procedures may be performed with parental consent, and if deemed necessary or appropriate, costs may be reimbursed as a supplemental evaluation



	Assessment Personnel
	Must be conducted by an approved evaluator

NOTE: this is different from screening conducted for at-risk children or as part of child find
	1. At a minimum, two differently qualified personnel, one with sufficient expertise to assess the area of specific concern or suspected disability or delay, if known. 

2. Sufficient expertise to assess all five areas

3. As needed, expertise to evaluate a particular domain in more depth
	Conducted by appropriately trained qualified personnel

who is a member of the approved evaluation team
	Service providers and evaluator, if needed 
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Additional Resources

Bureau of Early Intervention Publications

Bureau of Early Intervention Web page:  http://www.health.ny.gov/community/infants_children/early_intervention/index.htm
New York State Department of Health, “Appropriate Use of External Evaluations,” <http://www.health.ny.gov/community/infants_children/early_intervention/guidance/

external_evaluations_2007-11.htm>.

New York State Department of Health, “Clinical Practice Guidelines,” (Autism/Pervasive Developmental Disorders, Communication Disorders, Down Syndrome, Motor Disorders, Hearing Loss, Vision Impairment), <http://www.health.ny.gov/community/infants_children/early_intervention/memoranda.htm>.

New York State Department of Health, “Early Intervention Program Memorandum 1999-2: Reporting of Children’s Eligibility Status Based on Diagnosed Condition with High Probability of Developmental Delay,” December 10, 1999, <http://www.health.ny.gov/guidance/oph/cch/bei/99-2.pdf>.

New York State Department of Health, “Early Intervention Program Memorandum 2005-02: Standards and Procedures for Evaluations, Evaluation Reimbursement, and Eligibility Requirements and Determinations Under the Early Intervention Program,” July 2005, <http://www.health.ny.gov/community/infants_children/early_intervention/memoranda/

2005-02/index.htm>.

New York State Department of Health, “Revised Early Intervention Program Regulations, June 3, 2010, http://www.health.ny.gov/community/infants_children/early_intervention/regulations.htm

New York State Department of Health, “The Early Intervention Program: A Parent’s Guide,”  <http://www.health.ny.gov/publications/0532/index.htm>.
Assessment

Division for Early Childhood (DEC), “Recommended Practices Program Assessment: Improving Practices for Young Children With Special Needs and Their Families,” 2001, <http://www.

dec-sped.org/About_DEC/Recommended_Practices>.

Early Head Start National Resource Center Technical Assistance Paper No. 4, Developmental Screening, Assessment, and Evaluation:  Key Elements for Individualizing Curricula in Early Head Start Programs, available on line at: http://www.ehsnrc.org/PDFfiles/TA4.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. Available online at http://jpepsy.oxfordjournals.org/cgi/reprint/29/8/641.  This review summarizes the literature to date concerning age adjustment in developmental assessment and illustrates relevant issues for clinicians and researchers in this area.

Family Assessment Tools

The following resources are listed for your information only.  They are not provided as recommendations of the Department of Health.

AEPS Family Interest Survey, First Edition

Juliann Cripe, Ph.D., & Diane Bricker, Ph.D. (1993)

Conversation Guide 

Turnbull & Turnbull (2001)

Eco-Map

Checklist/Tool/Activity 

Project INTEGRATE

Frank Porter Graham Child Development Center

University of North Carolina at Chapel Hill (1999)

Family Functioning Style Scale

Deal, A. G., Trivette, C. M., & Dunst, C. J. (1988)

Family Information Preference Inventory

Turnbull & Turnbull (1986)

Family Needs Scale
Dunst, C. J., Cooper, C. S., Weeldreyer, J. C., Snyder, K. D., & Chase, J. H. (1987)

Family Needs Survey 

Bailey, Jr., D.B. (version 1990b)

Family Support Scale

Dunst, C. J., Trivette, C. M., & Jenkins, V. (1986)

Functional Intervention Planning: The Routines-Based Interview

Project INTEGRATE

R.A. McWilliam (2001)

How Can We Help?

Child Development Resources

(1991)

How to Gather Information from Families Through Interviews

Beach Center on Disabilities

University of Kansas

Lawrence, KA (1998)

Identifying Family Activities and Routines: Conversation Starters

Family Guided Approaches to Collaborative Early Intervention Training and Services (FACETS) (1999)

Kansas University Affiliated Program and Florida State University

Infant-Toddler and Family Instrument (ITFI) & Manual

Nancy H. Apfel, Ed.M., & Sally Provence, M.D. (2001)
Social Support: Exercise
Summers, Turnbull & Brotherson (1985)

Parent Needs Survey

Seligman, M. & Benjamin Darling, R. (1989)

Support Functions Scale

Carl J. Dunst & Carol M. Trivette (1986)

Family Culture

The Division for Early Childhood, “Responsiveness to Family Culture, Values and Education,” 
· Position Paper, April 2002, <http://www.dec-sped.org/

uploads/docs/about_dec/position_concept_papers/PositionPaper_Resp_FamCul.pdf>.

· Concept Paper, October 2004, <http://www.dec-sped.org/

uploads/docs/about_dec/position_concept_papers/ConceptPaper_Resp_FamCul.pdf>.

Responding to Linguistic and Cultural Diversity:  Recommendations for Effective Early Childhood Education – A position statement of the National Association for the Education of Young Children (NAEYC):  http://208.118.177.216/about/positions/pdf/PSDIV98.PDF.   
Journal of Zero to Three: National Center for Infants, Toddlers, and Families, September 2008, “Language, Culture, and Learning,” http://main.zerotothree.org/site/DocServer/ZTT29-1_sep_08.pdf?docID=7242
Culturally and Linguistically Appropriate Services (CLAS) Early Childhood Research Institute, http://clas.uiuc.edu/

Informed Clinical Opinion

Bagnato, Stephen, “Endpoints: Formalizing informed clinical opinion assessment procedures is more likely to yield accurate results,” Tracking, Referral and Assessment Center for Excellence (TRACE), December 2006, <http://www.tracecenter.info/endpoints/endpoints_vol2_no3.pdf>.

Bagnato, Stephen, Smith-Jones, Janell, Matesa, Margaret, and McKeating-Esterle, Eileen, “Research Foundation for Using Clinical Judgment (Informed Opinion) for Early Intervention Eligibility Determination,” Cornerstones, November 2006, <http://uclid.org:8080/uclid/pdfs/Cornerstones_2-3_Clinical_Judgment.pdf>.

Shakelford, Jo, “Informed Clinical Opinion,” National Early Childhood Technical Assistance Center (NECTAC), May 2002, <http://www.nectac.org/~pdfs/pubs/nnotes10.pdf>.

Additional Web-Based Resources

New York State Department of Education, Office of the Professions:

http://www.op.nysed.gov/prof/
American Academy of Pediatrics, National Center for Medical Home Implementation, <http://www.medicalhomeinfo.org>. Search site for early intervention related resources.

Culturally & Linguistically Appropriate Services (CLAS), < http://www.clas.uiuc.edu/>.

Georgia State University, Directory of Internet Resources Concerning Disabilities, <http://education.gsu.edu/sceis/directory_of_internet_resources.htm>.

Nebraska’s Individual Family Service Plan, <http://www.ifspweb.org/>. An online assistance program designed to help families and professionals develop IFSPs.

The National Early Childhood Technical Assistance Center (NECTAC), <http://www.nectac.org/>. 

The University of Connecticut Health Center, A.J. Pappanikou Center for Excellence in Developmental Disabilities (UCEDD), Early Intervention in Natural Learning Environments, <http://www.uconnucedd.org/projects/natural_learning/natural_learning.html>.

ZERO TO THREE, National Center for Infants, Toddlers, and Families, <http://www.zerotothree.org/>.

Tracking, Referral and Assessment Center for Excellence (TRACE):  www.tracecenter.info

Orelena Hawks Punkett Institute:  www.puckett.org

NAEYC home page:  www.naeyc.org
The Division for Early Childhood (DEC) Web site:  www.dec-sped.org
Additional Statewide Training Information
EI Learning Network Web site:  http://www.eilearningnetwork.com.  EILN is sponsored by the Just Kids Foundation.  
How to View a Recorded NYEIS Webinar

To view the recordings (you may want to print these instructions):
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. 

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.
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Course Evaluation
In order to evaluate what you have learned from this training, please rate your knowledge of topics from pretraining to posttraining.  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. Ways to elicit parents’ concerns, priorities and resources
	
	
	
	
	
	

	2. Considerations for the cultural and linguistic backgrounds of families
	
	
	
	
	
	

	3. Components & regulatory requirements of the MDE 
	
	
	
	
	
	

	4. Choosing & using appropriate evaluation instruments for a variety of situations
	
	
	
	
	
	

	5. The criteria and components in determining eligibility
	
	
	
	
	
	

	6. Use of Informed clinical opinion
	
	
	
	
	
	

	7. Key elements of the evaluation report
	
	
	
	
	
	

	8. Best practices in reporting results
	
	
	
	
	
	

	9. Guidelines for monitoring progress
	
	
	
	
	
	

	10. Determining ongoing eligibility
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Course Evaluation Form 
DATE: 

  LOCATION: 



INSTRUCTOR(S): 





TITLE OF TRAINING: Advanced Training:  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 (Optional)




Affiliation
We welcome additional comments:

Sponsored by


New York State Department of Health


Division of Family Health


Bureau of Early Intervention


December 2011
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Early Intervention Evaluation, Assessment, and Eligibility Determination





Early Intervention Learning Network (EILN)


Just Kids Early Childhood Learning Center


(631) 924-2461


� HYPERLINK "mailto:eiln@optonline.net" ��eiln@optonline.net� 


� HYPERLINK "http://www.eilearningnetwork.com/" ��www.eilearningnetwork.com� 
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Training Contractor





*Includes informed clinical opinion





At least 2 SDs below the mean





Eligibility based on diagnosed condition*





If no standardized test available/appropriate or the tests are inadequate to accurately represent the child’s development in the informed clinical opinion of the evaluator, a delay shall be a severe/marked regression 





Communication Only





Eligibility based on developmental delay*





Single Domain


12 month delay or 33% delay or at least 2 standard deviations (SDs) below the mean





Two or More Domains


25% delay or at least 1.5 SDs below the mean in each domain





Documentation of Condition listed in the NYS DOH Memo 99-2





OR





Other diagnosed condition with supportive documentation of medical/clinical research showing a high probability of developmental delay





*Includes informed clinical opinion





Note:  Children whose eligibility has been established due to a diagnosed condition must still have a multidisciplinary evaluation including an assessment of all five domains and informed clinical opinion.









