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Fluency Progress Check Form

Name: __________________________________ DOB: _____________ Age:________ Dates:___________, __________, __________, _________
	Description of Dysfluencies

(More than one may be indicated)
	Frequency

(How often does the stuttering occur?)
	Secondary Characteristics
	Educational Impact

	Repeating sounds or words

(C-c-can I go? Or Can-Can I go?)
	   Daily

   Occasionally

   Not very noticeable
	Head nodding
	Does the student avoid speaking in certain situations?

□ No

□Yes
If yes please describe: _________________________

_________________________

_________________________

_________________________

_________________________

_________________________

	Prolonging sounds

(LLLLLLLook)
	Only when anxious / nervous or very excited
	Rapid eye blinking
	

	Using Filler words

(“Um” “Uh” “Like” “and” “You know”)
	Only when talking to peers
	Avoiding eye contact
	

	Appears to want to speak (i.e. mouth is open) but no sound is coming out
	Only when talking to adults
	Other:

_________________________

_________________________

_________________________

_________________________

	Are other students teasing the child?
□ No
□Yes



	No dysfluencies noted
	Across all settings
	None 
	


Complete Fluency Grid initially and every 2 weeks after beginning interventions using different color highlighters.  
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