
Student Name 

Date Disorder/Difference (Ex.:) 
AAC 
Auditory Processing 
Autism 
Cleft/Craniofacial Anomalies 
Feeding/Swallowing 

Population 
Adult 
Pediatric 

Session 
Type 
Assessment 
Therapy 

Time 
Duration 
(hours) 

Clinician Name ASHA # Clinician Signature 

Fluency 
Hearing Aids/Cochlear Implants 
Hearing Assessment 
Hearing Loss/Aural Rehab 
Language 
Motor Speech 
Speech Sound 
Tinnitus 
Vestibular 
Voice 

Total Hours: 



Student Name 

Date Disorder/Difference (Ex.:) 
AAC 
Auditory Processing 
Autism 
Cleft/Craniofacial Anomalies 
Feeding/Swallowing 

Population 
Adult 
Pediatric 

Session 
Type 
Assessment 
Therapy 

Time 
Duration 
(hours) 

Clinician Name ASHA # Clinician Signature 

Fluency 
Hearing Aids/Cochlear Implants 
Hearing Assessment 
Hearing Loss/Aural Rehab 
Language 
Motor Speech 
Speech Sound 
Tinnitus 
Vestibular 
Voice 

Total Hours: 



Student Name 

Date Disorder/Difference (Ex.:) 
AAC 
Auditory Processing 
Autism 
Cleft/Craniofacial Anomalies 
Feeding/Swallowing 

Population 
Adult 
Pediatric 

Session 
Type 
Assessment 
Therapy 

Time 
Duration 
(hours) 

Clinician Name ASHA # Clinician Signature 

Fluency 
Hearing Aids/Cochlear Implants 
Hearing Assessment 
Hearing Loss/Aural Rehab 
Language 
Motor Speech 
Speech Sound 
Tinnitus 
Vestibular 
Voice 

Total Hours: 


