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DDD-1151A    AAC Referral Packet

D~11S FCEtFF .-,1 ARIZONA DEPARTMENT OF ECONOMIC SECURITY 
DMsion of De\ile-klpmental Disabilities 

AUGMENTATIVE ALTERNATIVE COMMUNICATION (AAC) REFERRAL PACKET 

lnstructions fer Completion of 1hE' Augme-.nt.:nive AJ!'.emative C ommunicalion Referral Pdet 
by a oertifiE!d Speech-Language Pathologist 

PR IOR TO COMPLETION OF THE AAC REFERRAL PACK ET, THE SLP MUST INFORM THE SUPPORT COORDINATOR 
THAT ANAAC EVALUATION HAS BEEJII DETERMINED MEDICAU Y NECESSARY FOR THE MEMBER 

AAC. Referral Packet Con:ents: 

1) Demographjc Information . 

2 ) IS P Information: Please attach a oopy of the most OJrTeru ISP. 

3) Insurance ln."'on'nation: Include 3 legible copy ol the private insixance card, including Medica.Je. 
bolh front and bad. 

4) faak..la::.or Oloice: Please as.It the member 'M"lich prcMde-r 1hE'y would [ ke to have perlonn the evaluation and 
training . THIS MUST BE FAM ILY CHOICE. In addition, please remind 1he fami ythal the te.3fflcompJeting the 
evaluation will be responsible for the training as well . 

.5) Communication Skills Questionnaire (CSQ): Must be completed by a Speech-Language Pathologist holding 
their Certificate of Clinical Competence (CCC). If you are a CF 01" SLP-A. the CSQ mJst be cosigned by your 
supe.l"llising Speech-Language P.rliofogist. Please add as much description as possible to assist the evafua::ors 
in prowling a thorough evaluation. 

ADDIT IONAL INFORMATION FOR SCHOOL SYSTE MS: 

1) CSO:s complE-ted by school SLPs: P lease ~ lete the csa in as entirety Mid submrt to 
DOOAugCpoxns@azdes ggy the Augmentative Alternative ConYnunicafion Unit will obtain the remaining 
infamation (ISP. insur;3J'!Ce, e..c. ). 

2) If lhe school is completing the MC evaluation , this packet does not need to be completed. The 'SChool systBn 
shou1d send the evak.la.tion, induding quote page. 10 DDDA1!Q('-O'Dros@;w:Jes gay 

*-PACKET MUST BE COMPLETED IN rrs ENTIRETY OR THE PROCESS WILL B E DELAYED"" 

Ple.!se se-nd c::otr"f)IE-ted padte.. to ODOAugC011V115@azdes.gov. 
For m.3il options, p,lease oon.uct the AAC Dep.1rtm1mt for further instructions via the above email address. 

Equal Opponuni'Y' EITl:iloyerfProgr.311'1 • Under Trtles V I and VII ol the CMI Rights Act. ol 1964 (Tltle Vl & Vl l). and the 
American s wi1h Disabilities Act of 1900 (ADA). S~on 504 of 1hE' Rehabilitation Ao. of 1973. 1heAge Discrimination Act of 
1975. and Title II of m.e Genetic ln.~a.tion Nondiscrimina.tionAct (GINA) of 2008: the Department prohibits d iscrimination in 
admissions. programs. seNioes. activities. Of" employmem based on race. color. refigion. sex. national origin. age, disability, 
gene6e:s and retaliation. To request lhi.s document in af\emative fonna.t Of for further infonnation about this poocy, contact 
the Division ol DeYe{opmental Dtsabi ities ADA Coordinator at 602-542-0419: TTYITOO Services: 7-1- 1. • Free language 
assistance for DES services is available- upon request. • Ayuda gra:tuita con traducciones relacion.adas con kls servicios de! 
DES esta disponible a sdiciwd del diente. 
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FCEtFF .-,1 ARIZONA DEPARTMENT OF ECONOMIC SECURITY 
DMsion of De\le-klpmental Disabilities 

AUGMENTATIVE ALTERNATIVE COMMUNICATION (M C) REFERRAL PACKET 

*MUST BE COMPLETED IN ITS ENTIRETY* 

Name (La=~ Frt:l, M.I.) _________________________ _ 

AHCCCS or Assis.ts ID Number ________ Age __ Dato;. of Bir..h (mmldd,,y)')'y) ____ _ 

Add.ress (No., Stre-et) _ ________________________ _ 

City ________ State __ ZIP Code ____ Phone Number _______ _ 

Parenl!Guardian's Name ____________ Em.llAddll!ss ________ _ 

~~~~--------------------------
City ________ State ZIP Code ____ :~=~=~

1 
_____ _ 

Support Coordinator's Name _______________________ _ 

What istheMembe,r'sdiagnosf.s.? ________ WhoistheMember'sPCP? ______ _ 

Wha! language does the famiy speak? Does the famiy need an interpreter? ____ _ 

D 2) A copy of the most current lndMdual Support Plan (ISP). Please attach. 

D 3 ) Does the indMdual have priva:e health ca~ insi.ranoe er t.1ed.ica~? Q Yes O No 

D 4) A1egible photocopy of the priva:e- insurance card andl'or Medicare Health Plan IDC.l.fd. front and back. Requ ire-cl. 
Ple:aseattach. 

CONTRACTED PROVIDERS (Thts musr be family cho1ce) 

5) O,eck. (...., Yfhich provider the mernberlfa.rrily chooses to administer the Augmentative Conmun.ication evaluation.. 

D Member wou ld l ike the- Division to auto-select a vendor 
The Dnri_s.jc,n wil assign .l. vendor based on .1n automatic Msigm1ent process 

D Adv.a.need Therapy Solutions 
Se-Mees available for Maricopa, Pima, Yavapai, Pinal. Cochise. Gila, and Yuma Counties 

D MileMarkers Therapy 
Se-Mees available for LaPaz and Mohave Counties 

D NAU/lnstitute for Human De-ve-lopment 
Se-Mees available for Apache. Cochise., Coconino, Maricopa, Mohave-, N.wajo, Pirro. Pin.31, and Yavapai Couitie-.s. 

D Southwest Human Development 
Se-Mees available for Maricopa Cou,ry 

D Ther.opy One 
Se-Mees available for all oounties 
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COMMUNICATION SKILLS QUESTIONNAIRE (CSQ) 
6) Speech - Language Palholog1st (ro fill om below) 

N3.I1le' (La::i~ FirctJ _______________ Phone Nu.mbe-r ______ _ 

Empk>yerName _____________ Email .Address __________ _ 

How long h~ you ll"E'ated the M~ Frequency/Amou,1 ______ _ 

Is the Member receiving school therapy? Frequency/Amoun~ ------

SIGNATURE PreaseCircle: DATE SIGNED 

CCC/SLP or CCCJSLP-l 

CO-SIGNATURE (ff applicable) P[ea.seCircle: DATE SIGNED 

Is your recommendation that the Meni>er woutd benefit h"Om a communication device? 0 Yes O No 

E>ipla..in in detail~ or 'llhy n~ (Required}: 

tf your recommendation is yes 1he Member would benefit from a device fi ll out the questions be,\ow. 
If YOU" recommo?ndat ion is no., return this fonn to the Memba's Sup-port Coordinator. 

Does this Member a lready have ai de-vioe? 0 Yes O No 

lfye;. l'lhatkindotdevw:e? ________________________ _ 

Is lhis device being used in .1H settings? 0 Yes O No 

Is lhis device being used solely as a commlM"l ica1ion device-? 0 YH O No 

lsdleMember tEsisunttousingthisorari'Jotherdevice? Q Yes O No 

Oe.ocnbethe~dctance: _________________________ _ 

Does this Member require assistance 10 use the device? Q Yes Q No 

Deocnbetheat:dcfancene@ded: ______________________ _ 

Is lhis a request for re-evaluation? 0 Yes O No 

If ye;. de:xribe why: 

Diagnos~: 
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Compl.ete the information beklw. You nuy oons.ull with family/therapists. Ple.ue add as much d~plive infomution as 
possible to assist the ev.3iu.3tor!; in providing a thorough evaluatiol\. 

Based on your mteract1ons with the Member check the applicable boxes below (Check all that apply) 

Ability to hold head up: 0 Good O F..- 0 "°"' 
De:::ctibe: ____________________________ _ 

Ability to sit without suppon: 0 Good O F..- 0 Poo, 
Dex,ibe: ____________________________ _ 

Musde tone in a.imsff'l.lflds: o ,-y 0 AYerage 0 Stiff O varies 
De:::ctibe: ____________________________ _ 

Musde tone in legsffeet: o ,-y 0 Average 0 Stiff O varies 
De::aibe: ____________________________ _ 

Walkingabif.ity: 0 1n--,1y D With a:ssistance D Does not walk 

De::cribe: ____________________________ _ 

Balance: D Steady D Fair D Poor D Falls frequendy 

Dexn"be.· ____________________________ _ 

Mobility aides: 0 AFO's D Cane D Cnrtche-s D Walker D Scooter D Wheelchair 
0 0thec ________________________ _ 

De::aibe: ____________________________ _ 

If member uses a wheelchair(s): 

D t.t.lnu -Type: ______________________ _ 

Self-propelsc Q Yes Q No Strolle r: 0 Yes O No 

D Power-Type: ______________________ _ 

Drives independently: 0 Yes O No Jc,ystickcontrol location: ________ _ 

Dexribe: ____________________________ _ 

Describe any problems with the current whee1cha.i'" system: 

Does the. men,bef have upcoming changes in hislher sea!ing system? Q Yes Q No 

&plain: _____________________________ _ 

Does the. men,bef use a tray with the- wheelchair? 0 Yes O No 

De.ocribe: ____________________________ _ 

Are- there any safety or other concerns related to mobility? 0 Yes O No 

De~:c,ibe: 



DDD-1151A   Con’t

Haod ,..,.,,na,c O R;ght O Left O Both O Unknown 

~ -------------------------------
Abii ty to use hands: D NOl able to u.se hand!; 

D Withnodi:fficutty 

D R;gh, only D Len only 

D With iimited movement/coordination 
Dex,ibe: ____________________________ _ 

Can piclc up and hold: D Cup D Spoon D Cookie- C:: Raisin 
Dex,ibe: ____________________________ _ 

C.1.n plaoe and let go without dropping: D Cup D Spoon D Cookie D ~sin 
Dex,ibe: ____________________________ _ 

Ca.n open and close: D Buttons D Zippers D Tie shoe{aces 

0e=cn·be: ____________________________ _ 

Can poim and press but"-ons of the size found on: D Pop machines D Elevators D Telephones 

Dexribe: ____________________________ _ 

Mem ber throws mings: 0 Not usualty O Somemles Q Often O Not at all 

Dexnbe.· ____________________________ _ 

Completes writing tasks with (check alJ that applyJ: n Unable lo write n Regular pen n Adapt-=<l pen 

D Keyboard D Otherwri.ting .lidecs (dragon): ________________ _ 

Dex,ibe: ____________________________ _ 

Uses other body p.artS to communicate: D He.id D E'.,'!?s D Leg o -
D Mouth slick D Head stick 

0 0the<c _________________ _ 

Dexribe.· ____________________________ _ 

Use5 switches to manipUa:e and ccntrol things: 0 Yes O No 

If ye.:; im.ica.te type:: of:;~. where they are ,Xaced and what acmritie:; they are u:;;ed for: 

Hearing is functional: 0 Yes O No 

Dexnbe.· ____________________________ _ 

Does the member use assistive hearing devices? Q Yes O No 

lfye;. whatdevice:;: __________________________ _ 

Is die member easily distractt>d by noisy envronments? 0 Yes O No 

lfye;. lidtheenvironmenf: ________________________ _ 

Vision is functi.on.al: D In bright lighl D 1n lowight D No functional vision 

Dexribe: ____________________________ _ 

Does th>: member wear eye-glasses? 0 Yes Q No 

ConvTJM~-----------------------------
tf die merri:ier is considered COl1ic.alty blind . describe the visual functicin : ____________ _ 

Can member see pictures. that are : D Color D Blae:klwtvte D Large D Small D Unknown 
0eocn·be: ____________________________ _ 

Can member follow movemenl wiUl: D Right eye- D l eft eye D Both eyes D Not at all D Unknown 

De=aibevkxlaltracmgab1ity: _______________________ _ 
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De-.scribe member's eye contact: 

How long can the- membermainuin the- ira.ttention? _________________ _ 

Is die member easily d istrao:ed by visual stimulation? 0 Yes O No 

De.oaibe: ____________________________ _ 

Is me m ember overly sensitive to: D Unfamilian'unexpect!:d touch 

D Odors D Noise 

D Touching items 

0 Lights 
0 Textures 

D Certain foods 

Dexribethe-typicalre-action: _______________________ _ 

Typical activity level: D Low/quiet D Average D Highlve!y actiYe 

Dex,ibe: ____________________________ _ 

Benaviots obse,rved: D Self-stimutation D Self-injury D Aggress.ion D Property de.struction 

Dexribe beh.wior, frequency .Md when it iippear:;.· 

Does this member cu-rendy have a "Behavior Support ?tan~? 0 Yes Q No 

Re.sponse to unfamif.iar peoplelplaoe.s: D No significant re-action D Withdrawal D Run away 

D Interested/engaged D Over-excitement 

Dexribereaction: __________________________ _ 

Motivators, re-inforcers, or rewards tha.1 'WCrk: D Attention/social praise D Tangib.les (e .g. tt:lf, edible) D Escape 

D = ----------------------
De.xn"be: ____________________________ _ 

Ability to follow Sfllple d-..ecr:ions: 0 Good O Far O Poor O Inconsistent 

Dexribe: ____________________________ _ 

Ability to follow m ul'l>--step ins.111Jctions: 0 Good O Fair Q Poor O Inconsistent 

De.=aibe: ____________________________ _ 

Prognosis fDl n.rlctional speechproduc:tionwi"thindlenext 12months· 0 Good O Fair O Poor 

&plain: _____________________________ _ 

Curre-.nt speech production: D Vocaliz.3tion.s 

D Sentences 

De.xribe indetail: 

Percentage ol intelligible speech for: 

D One 'Mlrd D Simple phrases 
D Conversational speech 

'% Fa.mi1ar listeners % Non-.famiha.r i steners 

Dexribe.· ____________________________ _ 

Ora!--motor structure.sand movements a.re functfonal for spe,ech produaion: 0 Ye:s O No 

If no, dexribe: 
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Swallowingi'feeding COf)Oefn5-: 0 Yes O No 

lfye:::, de::ctibe: 

Drnofingc Q Yes Q No 
If ye:::, de::cd>e: 

Re.-spiration'breathing concerns: 0 Yes O No 

lfye:::,. de::cribe-: 

Are the,re .l.ny other signific.l.nt issues in relation to the production ot speed\? Q Yes Q No 

lfye:::,. de::cribe-: 

Me,mbe< presently communie.ita using (cfleck all fha t applyJ: 

D Comple-te words D lnromplete woo:fs D Vocalizations 

LJ Eye gaze LJ Gestures LJ Facial expresSK:lns 

D Picture symbol board D Scripted D SpellinJ,1/wtwd board 
D Communication device D Other. 

D Echolalia 

LJ Sign language 

o -
----------------------

ln ni ate .s commi.r1ication: 0 Not at all O lnconsistem O Consistent 

De.xn"be: 

Re.spends to convnunication: 0 Not at all O lnconsistem O Consistent 
De=Sbe, 

Gains a~tion: 0 Not at al O lnconsistef'lt O Consistent 
De=Sbe, 

Expresses wants and needs: 0 Not at all O lnconststem O Consistent 
De.ocnbe: 

Makes choices: 0 Not a.t al O lnc:onsiste-nt O Consis-.e-nt 
De.ocnbe: 

Asks questions: Q Not at an O lnc:onsi.~ent O Consistent 
De=Sbe, 
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De.scribes a sequence of events: Q Not a1 alJ O Inconsistent Q Consistent 
De:x:,ibe: 

Expresses feelings and emotions: Q Not a.! a.lJ O Inconsistent O Consistent 
Dextibe: 

Usesrepairstra.:egia : 0 Not at all Q lnconsistem O Consistent 
Dexribe, 

Uses tum uking: Q Not at a.I Q lnoonsige,nt Q Consistent 

DexdJe: 

Fol.lows directions : 0 Not at a.I O lnoonsiSle,nt O Consistent 
[)exd,e_· 

Undersunds social routines and humor. 0 Not a t al O lnoonsisteflt O Consiste-nt 
[)exd,e_· 

Reo:>gnizes/disoiminates symbolslpict1.11es: 0 Not at al O lncon.sig@rn O Con.sis:e-nt 
De.acnbe_· 

Reads: 0 Not at O Inconsistent Q Consistent 
Dexribe, 

Spells: Q Not at alt Q Inconsistent Q Consistent 
Dexribe, 

IX®'i®i§,,i.j,§i@i?ii; 1lu/.lM,iJ,MM,itl 
Own n.Jme-: 0 Yes O No 
&plain: 

"Yes· : 0 Yes O No 
&plain: 



DDD-1151A   Con’t

"N o"c O Yes O No 
Explaill: 

Object identificaDOn: 0 Yes O No U=t:. _________________ _ 

Explain: 

Object function: Q Yes Q No 
Explain: 

1-step requests/directions: Q Yes O No 

Explain: 

2-step reque.stsld irections:: Q Yes O No 

Explain: 

Li± _________________ _ 

Mlffi.step requal:S/dl"ections: 0 Yes O No 
Explain: 

Bodypansc O Yes O No Li± _________________ _ 
Expfai'I: 

Prepositions: 0 Yes O No uoc _________________ _ 
Explain: 

Quantity: 0 Yes O No U ::t: _________________ _ 

Explain: 

Categories: Q Yes Q No U:::t: _________________ _ 
Explain: 

Sequencing, Q Yes Q No Li± _________________ _ 
Explain: 



Referral Process, con’t 

• The AAC Unit then reviews the referral packet for completion 
and eligibility. 

• All AAC Referral packets are reviewed within 24 hours by the 
AAC Unit.

• If approved, the AAC Evaluation Authorization is sent to the 
ACET Provider chosen by the member’s family and a copy is 
sent to the member’s Support Coordinator (SC).



AAC Evaluation Process

• The ACET team typically contacts the family within 2-5 business days to schedule 
the evaluation.

• The ACET team has 65 days to complete the evaluation and submit the evaluation 
report to the AAC Unit.

• The member’s family may determine where the AAC evaluation takes place.

• The member’s family also determines who they would like to have present at the 
evaluation.  It is recommended that the member’s SLP attends.

• Typical ACET providers completing the evaluation are a CCC/SLP and an OT.

• At least 3 unique device trials must be attempted during the evaluation.



AAC Evaluation Process, con’t

• The ACET team sends the evaluation report to the member’s physician 
and the AAC Unit.

• The AAC Unit reviews the evaluation, equipment quote page, and 
recommendations provided for medical necessity and cost effectiveness.

• The AAC Unit accepts evaluations for integrated and dedicated AAC 
devices.



AAC Evaluation Process, con’t

• What happens if a school system completes the AAC 
evaluation?

o The school system does not have to complete a referral packet, as 
they are familiar with the member and their skill levels.

o The school system submits the evaluation to the AAC Unit.

o The school system must also submit a quote page for the 
recommended equipment.  



AAC Device Prescription Process

• Who obtains the prescription for the AAC Device and equipment?

o SLP’s (ACET) are responsible for requesting the prescription for the AAC device 
and equipment from the member’s physician. If they are unable to obtain one, 
the AAC Unit requests assistance from the member’s SC and family.

o When the member has had an evaluation by a school system, the AAC Unit 
requests the prescription from the member’s SC and family.

o Once received, the AAC Unit reviews the prescription for completeness and places 
the device order within 48 hours.



AAC Device Ordering Process

• What steps are involved in the device ordering process?
o When the order is placed, the prescription and evaluation are sent to the 

device supplier and the SC is sent a copy of the email.

o Timeframes for delivery:

• iPads – approximately 90 days

• Accents/NovaChats (PRC) – approximately 30-45 days for members who don’t 
have private insurance; approximately 60-90 days for members who do have 
private insurance

• Tobii/DynaVox – approximately 1-2 weeks for members who don’t have private 
insurance; approximately 30 days for members who do have private insurance



AAC Device Ordering Process, con’t 

• If the member has private insurance they may be asked to complete an Assignment 
of Benefits Form.  Delayed submission of this form by the family is frequently the 
cause of device shipment delays.

• The AAC device and other equipment is shipped to the member’s SC.

• The SC delivers all AAC equipment to the member’s home.

• The SC has the family sign the Durable Medical Equipment (DME) form to verify 
receipt of the equipment.



AAC Training Process

• What does AAC device training look like?
o The AAC Unit authorizes 12 hours of training to the ACET provider within 48 hours after the DME 

form is received.

o The ACET team that completed the evaluation is responsible for the training.  

o The ACET team typically contacts the member within 1-2 weeks to schedule the initial installation 
of the device and mount along with beginning training.

o The AAC device training includes implementation of the device along with modification and 
programming of the device.

o The member must be present at all trainings.

o The member may choose where the trainings take place.

o The member may choose who is trained on the device.



AAC Training Process, con’t

• The member’s family is integral to the AAC device becoming a part of the 
member’s life.  The family needs to participate in the trainings to the fullest 
extent and have the device available for the member in all settings.  

• Additional training hours may be requested by an SLP from the AAC Unit.  The 
SLP must justify the medical necessity of the additional hours.

• AAC training MUST be provided by a DDD-contracted ACET provider.  The 
member’s ongoing SLP may not provide AAC training hours.

• If a school completes the evaluation, the member must choose from one of 
the ACET providers for AAC device training.



Additional Equipment and Device Repair

• What if my SLP determines the need for additional equipment?
o The SLP writes a letter of medical necessity (justification) for the additional 

equipment and submits it, along with a quote page, to the AAC Unit.

• What if the device breaks?
o The member must contact the SC for an AAC device repair.

o The SC will contact the AAC Unit and follow appropriate procedures.

o The repair should NEVER go through the member’s SLP.



Questions?

• • 


