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APPENDIX X 
-Application Packet- 

 
 
 
 

Please provide payment for services provided by the Center for Communication Disorders in  

the form of a check or money order.  If you must pay in cash, please bring exact change 

with  you.  Our Center does not have coins or bills for making change. We apologize for the 
 
inconvenience this may cause you, but petty cash funds are no longer available on campus. 
 
Thank you for your cooperation. 
 
 
 
 
 
 

 
Department of Communication 

Disorders 
Southern Connecticut State University 

501 Crescent Street 
New Haven, Connecticut 06515 
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CENTER FOR COMMUNICATION DISORDERS 
(203)392-5955 Davis Hall 

 
 
 

DATE: 
 

RE:  
DOB: 

 
Dear 

 
In reply to your recent request for an evaluation at our Center, we are sending you a few materials that will 
be useful for the evaluation. The first item is a short application form. You may either complete it and return 
it by mail, or bring it with you to the appointment. 

 
Remember, the evaluation appointment for Speech-Language _____and/or Hearing _____ 
has been scheduled in Davis Hall's basement for the following date and time: 
DATE:_____________, DAY: __________,TIME: ____________________. 

 
A second item that is enclosed is a set of authorized forms. If there are other agencies or individuals that you 
would like us to contact for reports of their medical, communication, hearing or learning evaluations or 
therapy, please complete the forms. Sign the forms and return them to us as soon as possible. Your signature 
allows us to request copies of the reports. 

 
The third item is a brief description of the evaluation services. The summary describes what you might 
expect during your visit. It also includes a few tips for ways to prepare for the evaluation. 

 
If you cannot keep the arranged appointment, please let us know immediately, since there are others who are 
waiting for our services. 

 
Sincerely, 

 
 
 
 
 

Kevin M. McNamara, M.A. CCC-SLP 
Director, Center for Communication Disorders 
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CENTER FOR COMMUNICATION DISORDERS 
  Davis Hall B-012 (203) 392-5955 
 
  INFORMATION ABOUT EVALUATION SERVICES 
 
 
 
General 

Our Center is a training clinic for student speech-language pathologists and audiologists. The evaluation 
session that you, your child or family member will receive will be planned by a student clinician and 
supervisor assigned to your case. Actual evaluation procedures will be provided by the student clinician; 
however, the supervisor will be present throughout the evaluation. If you have questions about your 
evaluation at any time, please feel free to contact the supervisor. 

 
The number of people that the Center is able to serve varies each semester with the number of available 
student clinicians and supervisors. We regret that this may mean that some people will not be seen for therapy 
during a given semester, and some may experience a waiting period. Please remember that while we cannot 
guarantee immediate therapy services, we do want to assist you in any way we can. If you need information 
regarding other possible referral sources for communication evaluations or therapy, call us at 392-5955. 

 
Parking 

 
Parking is available in the rear of the building. Please display the enclosed parking pass in your car 
window For your convenience, a campus map is enclosed in your application packet. 

 
Fees 

 
The fee for speech, language or hearing evaluations is $50.00. The fee for a 2-part evaluation for auditory 
processing is $225.00 for each scheduled visit. Payment is due at the time of the evaluation, unless other 
arrangements are made in advance. Checks should be made out to Southern Connecticut State University. 
Sliding fee arrangements can be made, when necessary. We are sorry, but we are unable to bill insurance 
companies or other third party funding sources at this time, but will provide you with an itemized statement 
for services that you may submit to your insurance carrier. 

 
Evaluation Procedures 

 
Our task, when you come, will be to determine the nature of the communication difficulty and to make 
appropriate recommendations for management of the difficulty. The evaluation may last from 90 minutes 
to 
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two hours. In some cases, a second appointment may be necessary at an additional cost. The evaluation will 
include an interview about the individual's speech, language or hearing problem, how it developed and its 
effects on the person's activities. 

 
During the actual evaluation, the individual will be observed in a variety of activities. For example, during the 
speech-language evaluation, the adult or child client will be encouraged to point to and name or talk about 
objects and pictures. For various hearing tests, the client will raise a hand or press a button when a tone is 
heard through earphones, or, the client may be asked to repeat words presented through earphones. 
 
During a hearing aid evaluation, various hearing tests will be completed which will be used in the selection of 
an appropriate amplifying system. In some instances, the person may listen to auditory signals or speech 
through different types of hearing aids. If a hearing aid is recommended, a mold of the ear canal may be 
made. For Auditory Processing (APD) evaluation, the procedure will be scheduled over two sessions one 
week apart. During the first two-hour session, the individual will receive. a standard hearing evaluation plus 
special electrophysiological (brain wave) tests of auditory function. During the second two-hour session, the 
person will be administered the central auditory test battery. If the individual is receiving any medications, 
such as Ritalin for ADHD or hyperactivity, the medication should be taken as usual. 
 
Finally, as for any situation that involves concentration and thinking, adult and child clients are encouraged to 
get a full night of sleep the evening before the test and to have a least a light breakfast (or lunch) on the day 
of the actual testing. 
We hope the above information will be useful, and we look forward to assisting you and your family! 
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PLEASE BE ADVISED 
 
 

The Center for Communication Disorders currently has a substantial waiting period for 
speech-language therapy services. There is not a significant wait for evaluation services. 
Since we have a substantial waiting period for therapy, we cannot guarantee immediate 
therapy services, if indicated at the time of your evaluation. 
 
We do, however, want to assist you in any other ways we can. Also, you may want to 
consider seeking services through programs such as the following: Your local public schools, 
Albin Centers for Rehabilitative Medicine (203) 366-7551; Connecticut Children's Medical 
Center (860) 545-9000; Easter Seals Rehabilitation Center (Meriden) (203) 237-7835; 
Rehabilitation Center of Southwestern CT (Stamford) - Admissions (203) 325-1544 Ext. 28; 
Gaylord/YaleNew Haven Rehabilitation Center at Long Wharf (203) 624-3140; Gaylord at 
Wallingford (203) 284-2810; Hartford Hospital Speech and Hearing Center (860) 545-2462; 
Rehabilitation Associates (Fairfield) (203) 384-8681; St. Raphael Hospital (203) 789-3271; 
Yale-New Haven Hospital Communication Disorders Center (203) 785-3564. In addition, 
private-practice clinicians may be available in your area. Please feel free to contact us for 
more information. 
 
We regret that we may not be able to accommodate your therapy needs at this time, but we 
look forward to completing your evaluation and assisting you in other ways, when possible. 
 
 
Sincerely, 
 
 
 
Kevin McNamara, .A. CCC-SLP  
Director, Center for Communication Disorders 
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CENTER FOR COMMUNICATION DISORDERS 

(203) 392-5955    Davis Hall B-012 
 

        DATE: 
RE: 
DATE OF BIRTH: 
ADDRESS: 
 
 
PARENT /GUARDIAN: 
 
I hereby authorize release of medical, academic, audiological, speech & language, psychological, 
and social service reports to/from (circle one) the Center for Communication Disorders at 
Southern Connecticut State University to/from (circle one): 
 
1)____________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
2)____________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
3)____________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
SIGNATURE: 
Relationship to client: _______________________________________________________ 
 
PLEASE MAIL TO: Kevin M. McNamara, M.A., CCC-SLP 
   Director, Center for Communication Disorders 
   SCSU, Davis Hall, B-012 
   501 Crescent Street 
   New Haven, CT  06515 
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Depar tment of Communication Disorders 
CENTER FOR COMMUNICATION DISORDERS 

501 Crescent Street 
Davis Hall B-012 

New Haven, CT  06515 
(203) 392-5955 

 
Application for  Clinical Services for : 

 
 
_____ Hearing  _____ Hearing Aid _____ Central Auditory Processing _____ Speech-Language 
 
Applicant’s Relationship with SCSU:  __Student __Faculty __Staff __Family of Faculty/Staff __None 
 

Name of Applicant  
    
Date of Birth  Age  M  F  
    
Address  
 Number Street  
  
 City State Zip 

    
Phone(s): Home  Work  
    
If under 18 years, name of PARENT(S)/GUARDIAN:  
    
 Relationship  
    
If adult, name of spouse or contact person, if appropriate:  
    
 Relationship  Phone  
    
Emergency contact: Name  Relationship  
 Phone   
    
Doctor’s Name  Phone  
Doctor’s Address  
    
Name of Person Completing this Application  
Relationship to Applicant   
    
If applicant is a child, s/he attends:  Play Group  Day Care  Preschool 

 Elementary School  Jr./High School  
 Grade Name of School/Program  
Address  Phone  
       
     
If applicant is an adult: Occupation  Education  
Place of Employment   
Address   
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1. Please share any information that you believe will help us to effectively evaluate the applicant’s communication 
difficulties. 

 

2. Who referred the applicant to the Center for Communication Disorders? 
Name  Relationship  
    

3. What other doctors, teachers, therapists or schools have evaluated the applicant for the problem?  (Use back of Page 3, if 
necessary.) 

Date  Name  Title 
     
     
     
    

4. List any medications taken by applicant 
Name of Medication  Purpose of the Medication 

   
   
    

5. List applicant’s allergies if any: 
 

6. Check all that apply:  the applicant: 
  walks without assistance   wears a hearing aid 
  walks with cane or walker   uses a communication device 
  uses a wheelchair or stroller   uses sign language 
  wears glasses/contacts    
      
    

7. What languages are spoken in the home? 
 
 
 

8. Check all conditions that the applicant has ever had: 

  Hypertension   Seizures 

  Heart Problems   High Fevers 

  Diabetes   Difficulty Concentrating 

  Frequent Dizziness   Difficulty Sitting Still 

  Frequent Ear Infections    
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AUTHORIZATION TO USE CLINIC MATERIALS 
 
Southern Connecticut State University’s Center for Communication Disorders provides clinical and research 
opportunities to students training to become audiologists and speech-language pathologists, as well as providing 
audiology and speech-language pathology service to the community.  As part of their training, our students are 
required to participate in and to observe interviews, evaluations, therapy sessions, and other client services.  Clinical 
records, recordings, and other material obtained during evaluation or treatment at the Center may be used for 
teaching and research purposes, as well as to improve client service.  All material is used discreetly and every 
attempt is made to maintain the confidentiality of the clients involved.     
 
Authorization for use of clinical materials regarding: _____________________________ 
 
 
In consideration of the above,  
 

Client or 
Guardian 
Initial 

I give permission for the students, faculty and staff of the Department of Communication 
Disorders to make customary confidential use of any obtained clinical materials for 
educational and scientific purposes 

 
 
________ 

  
I authorize the Center to make audio or video recordings for the purpose of   evaluating and 
treating my or my family members communication needs.    
 

 
________ 

I understand that the Center reserves the right to refuse service to me/my family member if I 
do not grant permission for audio/video recordings that are judged to be indispensable to 
evaluation or treatment.)   
 

 
 
________ 

I authorize the Department of Communication Disorders to keep and play copies of audio or 
video recordings made of my/my family member’s evaluation or treatment for the purpose of 
student training.   
 

 
 
________ 

I give permission for the observation of my/my family member’s evaluation or treatment as 
determined by the Center and without further specific notification. 
 

 
 
________ 
 

I give permission for the Center to send written information regarding my/my family 
member’s services at the Center to parties for whom I  have provided a written release by 
fax, email, or postal mail. 

 
 
________ 

 
 
Signed: ______________________________________ Date: _________ 
  

Relationship to Client: __________________________________ 
 
Witness: _____________________________________ Date: _________ 
 
CCD Staff Signature: ___________________________ Date: _________


