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Planning and providing quality supports to Deaf/Hard of Hearing individuals which ensure full communication access and appreciation of Deaf culture can be challenging. Sometimes, it can be hard to assess how well an individual’s current home and work environment support communication access and promote and understanding of Deaf culture. In order to help us look at current supports, the Western Massachusetts Coalition for Deaf/Hard of Hearing Individuals with Intellectual Disabilities, in conjunction with Carol Zurek, have developed a tool to collect information about an individual’s current home and work environment. We encourage all staff working with Deaf/Hard of Hearing individuals to utilize the attached tool for the following purposes:
· To assist service coordinators and others in reviewing the appropriateness and quality of supports provided to Deaf, Hard of Hearing and Deaf/Blind individuals

· To ensure that Deaf/Hard of Hearing individuals have communication access in all environments

· To plan, maintain, or enhance essential supports
It is important to recognize that this tool is not a substitute for assessment by wualified Dead professionals, but can provide an excellent inventory of an individual’s current supports. Please keep the following in mind when using the checklist:
1. Most importantly, keep the needs of the Deaf/Hard of Hearing individual as the primary focus. 

2. The checklist should be filled out by interacting with the Deaf/Hard of Hearing individual in his/her everyday environment. Speaking with family, staff, or other persons significant to the individual may also be helpful. The checklist is not meant to involve extensive review of records and clinical material. 

3. Use the checklist as a proactive step to improve the quality of supports, not to reflect negatively on the current services.

4. Use the checklist to assist with the ISP or other planning activities that the individual is engaged in.

5. Consider participating in training in Deaf culture prior to or in conjunction with using this tool.

6. Carol Zurek is available to train persons in the use of the tool to assist staff in using it. Staff is encouraged to contact her for assistance. 
If you have any questions in utilizing this checklist, please contact Carol Zurek in Central Office by email or by VP at (867) 366-4179.
Thank you for your commitment to offering the highest quality supports and opportunities for Deaf/Hard of Hearing individuals.



CHECKLIST FOR DEAF AND HARD OF HEARING INDIVIDUALS

NAME: __________________________________________________________
DOB: ___________________				AGE: ___________
ADDRESS: _________________________________ 
CITY: ____________ STATE: ____ ZIP: _________
[bookmark: Check1][bookmark: Check2][bookmark: Check3]LIVES: 	|_|Independently	|_|With Family	|_|Supervised Living (24 hours)
[bookmark: Check4][bookmark: Check5]		|_|Supervised Living (<24 hours)		|_|Other: _______________________

WORKS OR ATTENDS SCHOOL AT: ____________________________________________
[bookmark: Check6][bookmark: Check7]GUARDIAN: 	|_|Yes |_|No		If Yes, Name of Person: ____________________________
[bookmark: Check8][bookmark: Check9]FAMILY:		|_|Uses Sign Language	|_|Does Not Use Sign Language

HISTORY
[bookmark: Check10][bookmark: Check11][bookmark: Check12][bookmark: Check13]STATUS: 	|_|Deaf (Profound)	|_|Hard of Hearing 	        |_|Hears Noises Only	 |_|Deaf/Blind
(Can understand speech 
with or without amplification) 

[bookmark: Check14][bookmark: Check15]ONSET: 	|_|Deaf (0-3 years)	|_|Late Onset (4 years or later)	If yes, approximate age ____

[bookmark: Check16][bookmark: Check17][bookmark: Check18][bookmark: Check19][bookmark: Check20]HEARING AID: 	|_|Uses 	|_|Uses 	|_|Has but does not use     |_|None  	|_|Unclear
Regularly	Occasionally		

									
[bookmark: Check21][bookmark: Check22]UPDATED HEARING ASSESSMENT:		|_|Needed		|_|Not Needed




Residential and School Placement History:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________













DEAF CULTURE								 CIRCLE ONE

Individual has other deaf individuals/friends/advocates involved?			YES		NO
If yes, what capacity?
__________________________________________________________
__________________________________________________________

Individual has regular exposure to American Sign Language (ASL) in 		YES		NO
situations with other Deaf individuals? If yes, in what situations?			
__________________________________________________________
__________________________________________________________

Individual participates in activities with other Deaf persons?			YES		NO
If yes, what types of activities and how often?
__________________________________________________________
__________________________________________________________

What are the barriers to his/her participation (e.g. transportation, cost, staff,	
unaware of events, staffing resources, etc.)?
__________________________________________________________
__________________________________________________________

Individual uses agencies specially designed to support Deaf and			YES		NO
Hard of Hearing individuals (e.g., DEAF, Inc., Mass. Commission 
For the Deaf and Hard of Hearing (MCDHH), Stavros, Mass. State
Association of the Deaf (MSAD), Mass. Commission for the Blind (MCB),
Hearing Loss Association of America, etc.?) If yes, list out names:
__________________________________________________________
__________________________________________________________

Individual has access to Deaf publications (newspapers, newsletters, 		YES		NO
Magazines, email, vlogs?) If yes, list:
__________________________________________________________
__________________________________________________________

Individual is aware of “Deaf events?” 						YES		NO
If yes, which events and how did the person learn of them:
__________________________________________________________
__________________________________________________________
Staff who assist the individual are knowledgeable about agencies that		YES		NO
Assist the Deaf, “Deaf events”, and “Deaf publications”? Explain
__________________________________________________________
__________________________________________________________


HOME

Individual lives with other Deaf persons?						YES		NO
Explain specifics of living situation:
__________________________________________________________
__________________________________________________________

Family/staff/others that assist the individual are Deaf or Hard of Hearing?		YES		NO
If yes, explain specifics:
__________________________________________________________
__________________________________________________________

Home situation is a signing environment (family/staff/others are fluent		YES		NO
In ASL and use it consistently)?

Home situation is a highly visual environment (e.g. family/staff/others 		YES		NO
Use gestures, pictures, pointing, communication devices, manual signs,
Written materials, etc.)?

Family/staff/others are knowledgeable and respectful of Deaf culture?		YES		NO

Family/staff/others are knowledge about “Deaf” events and publications?		YES		NO


HOME HAS:

Video Phone		  -------------------------------------	YES		NO
Captioned TV		  -------------------------------------	YES		NO
Flashing Doorbells	  -------------------------------------	YES 		NO
Bed Shaker Alarm        -------------------------------------	YES		NO
Visual Phone Signaler	        -------------------------------------	      YES	      NO
  Phone Amplification	        -------------------------------------         YES	      NO
          Personal Vibrator (for Deaf/blind individuals)        -------------------------------------         YES	      NO           	Other_______________________________	        -------------------------------------	      YES	      NO


							




WORK

Individual works with other Deaf individuals?					YES		NO

Staff at work is fluent in ASL?							YES		NO	

Environment at work is a highly visual environment (e.g. staff uses 		YES		NO
pictures, gestures, pointing, communication devices, manual signs,
written material, etc.)? 

Work staff are knowledge and respectful of Deaf culture?				YES		NO

WORK HAS:

         Video Phone	  -------------------------------------	YES		NO
        Flashing Fire Alarms   	  -------------------------------------	YES 		NO
Visual Phone Signaler	        -------------------------------------	      YES	      NO
  Phone Amplification	        -------------------------------------         YES	      NO
          Personal Vibrator (for Deaf/blind individuals)        -------------------------------------         YES	      NO           	Other_______________________________	        -------------------------------------	      YES	      NO

Individual could be more independent at work with the help 			YES		NO
Technological devices (e.g. could call in sick independently
If workplace had video phone, etc.)? Explain:
_________________________________________________________
_________________________________________________________











CURRENT COMMUNICATION STYLE (Please check all that apply)

To understand information (receptive language), individual uses:
[bookmark: Check23]		|_|	ASL
[bookmark: Check24]		|_|	Speech
[bookmark: Check25]		|_|	Pictures, graphics
[bookmark: Check26]		|_|	Manual Signs
[bookmark: Check27]		|_|	Home signs
[bookmark: Check28]		|_|	Gestures		PRIMARY MODE: ________________
[bookmark: Check29]		|_|	Objects
[bookmark: Check30]		|_|	Pointing
[bookmark: Check31]		|_|	Written material
[bookmark: Check32]		|_|	Lip reading
[bookmark: Check33]		|_|	Communication device
[bookmark: Check34]		|_|	Tactile (used by Deaf/blind individuals)
[bookmark: Check35]		|_|	Other: ______________________________________

To provide information (expressive language), the individual uses:
		|_|	ASL
		|_|	Speech
		|_|	Pictures, graphics
		|_|	Manual Signs
		|_|	Home signs
		|_|	Gestures		PRIMARY MODE: ________________
		|_|	Objects
		|_|	Pointing
		|_|	Written material
		|_|	Lip reading
		|_|	Communication device
		|_|	Tactile (used by Deaf/blind individuals)
		|_|	Other: ______________________________________

[bookmark: Check36][bookmark: Check37]Individual can read?		|_|Yes			|_|No
If yes, at what capacity: _________________________________________________
How do residential and work environments support and enhance communication style?
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
INTERPRETERS
[bookmark: Check38][bookmark: Check39]Individual uses or has used an interpreter?				|_|Yes		|_|No
[bookmark: Check40][bookmark: Check41][bookmark: Check42]In what settings does the individual use an interpreter?	|_|at home	|_|at work	|_|in social situations
[bookmark: Check43][bookmark: Check44][bookmark: Check45]								|_|medical appointments |_|meetings |_|others
If yes, in what specific circumstances: ____________________________________________________________________________________________________________________________________________________________________________________

[bookmark: Check46][bookmark: Check47]Individual has knowledge of the role of an interpreter? 		|_|Yes		|_|No
[bookmark: Check48][bookmark: Check49]Individual has received training in the use of an interpreter?		|_|Yes		|_|No
[bookmark: Check50][bookmark: Check51]Individual uses a Certified Deaf Interpreter (CDI)?			|_|Yes		|_|No
If no why?__________________________________

[bookmark: Check52][bookmark: Check53]Individual knows how to request an interpreter?			|_|Yes		|_|No
[bookmark: Check54][bookmark: Check55]Staff knows how to request an interpreter?				|_|Yes		|_|No
[bookmark: Check56][bookmark: Check57]Individual prefers not to use an interpreter?				|_|Yes		|_|No
[bookmark: Check58][bookmark: Check59]Individual uses other methods or devices to aid 			|_|Yes		|_|No
understanding (e.g. sits close to the speaker, FM system,
CART services, etc.)?
If yes, explain: _________________________________


GENERAL COMMENTS

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Form Completed By: ___________________________________		Date: ________________________

