	General Work Setting
	
	
	
	
	

	
	1
	2
	3
	4
	5

	Day Care
	
	
	
	
	

	Pediatric Rehab Hospital
	
	
	
	
	

	Elementary School
	
	
	
	
	

	Secondary School
	
	
	
	
	

	Headstart Program
	
	
	
	
	

	General Acute Care
	
	
	
	
	

	Home Health Care
	
	
	
	
	

	Hospital INPT
	
	
	
	
	

	Hospital Rehabilitation
	
	
	
	
	

	Hospital OPT
	
	
	
	
	

	Hospital Rehab
	
	
	
	
	

	Hospital Psychiatric
	
	
	
	
	

	Outpatient Facility
	
	
	
	
	

	Skilled Nursing Facility
	
	
	
	
	

	RUGS
	
	
	
	
	

	FIM
	
	
	
	
	

	PPS
	
	
	
	
	

	Specialty Experience – Pediatric
	
	
	
	
	

	Tramautic Brain Injury
	
	
	
	
	

	Screenings – Hearing
	
	
	
	
	

	Screenings – Speech
	
	
	
	
	

	Impairments – Hearing 
	
	
	
	
	

	Impairments – Language 
	
	
	
	
	

	Inpairments – voice
	
	
	
	
	

	Impairments – Fluency
	
	
	
	
	

	Sign Language
	
	
	
	
	

	Group Treatments
	
	
	
	
	

	Tracheotomy
	
	
	
	
	

	Ventilator Assisted / Dependent
	
	
	
	
	

	Adult Population
	
	
	
	
	

	Screening – Hearing
	
	
	
	
	

	Screening – Speech
	
	
	
	
	

	Impairments – Language
	
	
	
	
	

	Impairments  - Hearing
	
	
	
	
	

	Cardiovascular Attack
	
	
	
	
	

	Aphasia
	
	
	
	
	

	Multiple Sclerosis
	
	
	
	
	

	Impairments – Voice
	
	
	
	
	

	Impairments – Fluency
	
	
	
	
	

	Degenerative Disease
	
	
	
	
	

	Traumatic Brain Injury
	
	
	
	
	

	Anoxia
	
	
	
	
	

	Muscular Dystrophy
	
	
	
	
	


                                                                                         Speech and Language Pathologist Skills checklist
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Name:_______________________________________

Date:________________________________________
My Experience is primarily in:
General Acute Care            ___              Sports Medicine           ____


Rehabilitation / Hospitals     ___             OPT private practice    ____                               
Skilled nursing facility          ___             Children’s hospital       ____
 Orthopedics                        ___             School Systems           ____
Industrial Medical Clinic       ___             Home Health Care       ____
Instructions: Please provide accurate answers so we can correctly match your abilities with the client’s request.  Please place a check mark in the appropriate column per the following criteria:












   
       Level of Experience:
1 = No Experience

2 = Intermittent Experience

3 = One year Consistent Experience

4 = Two to Four years consistent experience

                5 = Five or more years consistent Experience
	Adult Population continued
	1
	2
	3
	4
	5

	Alzhemiers
	
	
	
	
	

	Dysphagia Experience
	
	
	
	
	

	Ventilator Assisted / Dependent
	
	
	
	
	

	Laryngectomy
	
	
	
	
	

	Tracheotomy
	
	
	
	
	

	Thickening Agents
	
	
	
	
	

	Videofluoroscopy
	
	
	
	
	

	Bedside Swallow Evaluation
	
	
	
	
	

	Modified Barium Swallow
	
	
	
	
	

	Thermal Stimulation
	
	
	
	
	

	Compensatory Techniques
	
	
	
	
	

	Equipment, Documentaion, Evals
	
	
	
	
	

	Feeding Equiptment
	
	
	
	
	

	Augmentative communication device
	
	
	
	
	

	Memory Aide
	
	
	
	
	

	Communication Board
	
	
	
	
	

	Documentation - MDS
	
	
	
	
	

	Documentation – Medicare
	
	
	
	
	

	Documentation – Medicaid
	
	
	
	
	

	Documentation - OBRA
	
	
	
	
	

	Evaluation – Videostroboscopic
	
	
	
	
	

	Evaluation – Fiber optic
	
	
	
	
	

	
	
	
	
	
	


ADDITIONAL SKILLS AND EQUIPTMENT:
_1180951024.unknown

