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McLaren Flint - Neurological Rehabilitation Institute 
Speech-Language Pathology 

Outpatient Bedside Swallow Evaluation 
 

Date:_______    
Name:______________________________ DOB:_________Age:_________ 
Date of Onset:_____________ 
Medical Diagnosis_____________________ Communicative Diagnosis:__________________________ 
Clinician:___________________________ 
History:______________________________________________________________________________
____________________________________________________________________________________ 
Hearing Screening: � WFL �  Other:_______________________________________________________     
Current Diet: � General texture, thin liquids.   � Other:_______________ 

NG-tube � Yes � No     PEG-tube � Yes � No      
Recent weight loss: �  Yes  �  No     Hx of Aspiration: �  Yes  �  No     
  
MOTOR SPEECH EXAMINATION: 
DDK (norm): Puh (28/5)                    Tuh (28/5)                 Kuh (25/5)                 All (8-10/5) 
Cranial Nerves Assessment: 
 
Phonation duration (16-20sec) 
 

Lips(ROM/Strength/Coordination) 

Tongue (ROM/Strenth/Coordination) Palate(symmetry) 
 

Sensation: 
 

Mandible: 

 
Trial foods/liquids used for clinical swallow evaluation: � thin � nectar thick � honey thick  
� puree � mechanical soft-ground � mechanical soft-chopped � solid  
 
Oral Phase: cup use: ____ WFL _____Not Safe  Straw: ____WFL _____Not Safe 

  Dentition  � Natural � Edentulous � Upper/Lower dentures � Partial dentures 
  Oral Hygiene � Good � Fair � Poor 
 Mastication:    � WFL  � Impaired ______________ 
  Bolus formation:  � WFL  � Impaired ______________ 
  Pocketing:    � NO  � YES 
  Needs Diet Modifications: � NO  � YES 
  Needs Physical Assist:  � NO  � YES 
  Oral Residual/Pocketing � NO  � YES__________  
 Pharyngeal Phase: 
  Delayed swallow Reflex:  � NO � YES, suspect a delay upon palpation 
  Double swallow as needed:   � WFL             � NO 
  Piecemeal swallow:  � NO  � YES 
 Laryngeal Function: 

Laryngeal Elevation:  � WFL  � decreased  � weak 
  Change in vocal quality: � NO � YES     Voice: � WNL � breathy � hoarse � wet  
  Reflex cough:  � NO  � YES (immediate after po ____ or delayed po ____) 

Volitional cough:  � WNL  � weak 
  Reflex throat clearing:  � NO  � YES 
 Esophageal Phase:    � No Clinical Reflux signs observed � Clinical Reflux signs observed 

� hoarse voice � excessive phlegm � foamy saliva � effortful initiation of swallow   
� loss of appetite � repeated reflexive throat clearing before, during or after clinical swallow 
assessment 
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Impressions:  � WFL  � mild  � moderate  � severe  � profound 
Diagnosis ____________________________________________________________________ 
� Dysphagia  Code ICD-9 78720  � ______________________________ 
At risk for aspiration: � No � Yes ____neuromuscular swallow impairment   
___ due to symptoms consistent with reflux  
At risk for pneumonia due to poor dentition/poor oral care:  � NO � YES 
At risk for meeting nutritional needs/poor intake:    � NO � YES  
At risk for dehydration:       � NO � YES 
 
Recommendations: 
1. Diet/Liquids:  � Regular diet � Dyphagia Diet: ___________ � Reflux diet (provided handout)  
� NPO � Tx. Feedings with SLP  � Thin liquids    � Liquids thickened to _______ 
consistency from spoon/cup/straw 
 
2. Precautions/Strategies: � Chin Tuck � Head turn L/R � Alternate sips and bites � Double 
swallows � Put utensil down b/w bites � 1:1 feed � Intermittent Supervision � Aggressive Oral 
Hygiene � Follow Reflux precautions � Oral Motor exercises � Check for Pocketing 
� Monitor caloric/fluid intake  � Sit at 90 Degree angle for 30 minutes post PO intake 
� Provided Swallow Precautions handout and dysphagia education 
 
3. MBS recommended: to further analyze oral and pharyngeal phases of swallow:  
� YES  �  NO 
 
4. Swallowing therapy: � N/A � with speech pathologist � Report swallowing problems to SLP 
� Client to f/u with SLP in ____ days w/ office visit to ensure toleration of modified diet 
 
5. Medications:  � Mix with applesauce � Crush in applesauce (with physician approval) 
 
 
 
 
 
 
 
 
Long-term goal: � Client will tolerate least restrictive diet without s/s aspiration. 
________________________________________________________________________ 
________________________________________________________________________ 
Short-term goals: _________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 
Family Education:   
_________________________________________________________________________ 
 
Additional Comments:_______________________________________________________ 
_________________________________________________________________________ 

  
 Thank you for this referral. If you have any questions regarding this evaluation and/or plan of  
 treatment please contact me at _____________. 
  
 ______________________________________ ____________   

Speech-Language Pathologist    Date 

Outcome Tool Used: Asha Noms Score:   Disability:
	 Functional Set	    G-Code	       Severity Modifier
Current Status
Goal Status
D/C Status


