client information Questionnatre

Geweral nformation

CUENT
Name of Child: Date of Blirvth:
O Male O Femanle Current Age:
Current Dlagnosis: Date of Blagnosis:
Dilagnosed by: Age at Dlagnosis:
Af{LLLthow:
Pr’wmmg Address: Seaowda@ Address:
(Lf amg)
PARENTS AND/OR GUARDIANS
Mother’'s Nawe: Fother's Nawme:
Soctal S@cwitg #: Soctal Secwi’c@ #:
Oceupation: Oceupation:
EV@L%@V Nawme: EV@L%@V Nawme:
Home Phone Number: Home Phowne Number:
Mobile Phone Number: Mobile Phone Number:
worlk Phone Number: Worlke Phone Number:
Best Number to Reach: Howne Mobtle Work Best Number to Reach: Howne Mobile work
email Address: email Address:
Are parents marvieol divorced separated? If divoreed, who has custody of minor?
SBULNGS
Sibling Nawme: Date of Birvth:
Sibling Nawme: Date of Birvth:
Sibling Nawme: Date of Birvth:
Sibling Nawme: Date of Birvth:
ScHOOL AND REGIONAL CENTER
School Dlstrict: Reglonal Center:
School Name: case Worker:
case Worker Phowne
School Phowne Number: Nunber:
School Address: Branch Address:
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Too{mg 's Date: client Name:

Medical nformation

PREGNANCY, PELIVERY AND FIRST YEAR

Were there any complications with your pregnancy or delivery? If so, please explain.

Did your child experience any illnesses during his or her first year? if so, please List the illnesses and how each was trented.

MEDICATIONS

Plense list any medieations thot your child has previoustg taken:

Medication Name Dosage Length of Thme Taken

Please List any medications that your child is currently taking:

Medication Name Dosage Start pate

Please List any supplements, vitaming, ete. that your chitld s cwrethg taking:

Medication Name Dosage Start pate

MEDICAL TESTING
Plense List any medical testing that your child has completed:

Test Name Mowth/Year Results
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Too{mg’s Date:

client Name:

Medical information (continued)

CURRENT MEDICAL CONDITIONS

Please List any curvent allergies that your child may have:

Please list any infectious, contagious or communicable conditions:

Please List any spectal nutritional needs:

O 1 have attached a CopY of my child’s limumunization recoras.

CURRENT TREATING PHYSICIANS

Doctor’s Nanie:
Sp@cLaLtg:
Address:

Phone Number:

INSURANCE INFORMATION

Noame of nsurance:

Doctor’s Nanie:

SpecLﬂLtgz

Address:

Phone Nunber:

Group Number:

Certificate Number:
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Tod@j’s Date:

client Name:

Skills Assessment
LANGUAGE
Does Your child...
Comments

Mateh objects or pictures? O yes O wo

mitate actions of others? O yes O wo

Follow divections without visual cues? O yes O wo

Indicate his/her needs or wants? (@) Yes O wo Clrcle one:  words  pletures gestures
mlitate sounds or woros when modeleot? O yes O wo

Use words to ask for things? O yes O wo

Label ttems he or she sees or hears? O yes O wo

Answer questions? O yes O wo

Speak in semtences? (if no, skip remaining questions) O yes O wo if yes, average lengthe =2 5 g+ words
Porticipate in conversations? O yes O wo

Wwhat are Your principal concerns regarding your child’s language?
PLAY SKILLS

Does Your child...

Comments

Look at books? O yes O wo

Play with cause/effect toys (i.e.: Jack tn the Box)? O yes O wo

Complete task completion toys (i.e.: puzzles, beads)? O yes O wo

Play with toys by using them like real items (i.e. uses a

play spoon to pretend to eat)? O yes O wo

Play simple games Like “ring around the rosy”? O yes O wo

Construct ttems using blocks, Legos, or other ltems? O yes O wo

Play games with vules (i.e; memory)? O yes O wo

eEngage in dress up or role play (L.e.; pretending to be a

barber? O yes O wo

Png mppropr'mtdg ow his or her own for up to 5 mlnutes? O Yes O wno I wno, how long?

What ave your principal concerns regarding Your child’s play skills?
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Tod%’s Date:

client Name:

Skills Assessment (continued)

SOCIAL SKILLS

Does Your child...

Conmvments
Respond to his or her name by Looking at you? O yes O wo
Make eye contact when speaking to yYou? O yes O wo
Greet You whew You arrive home? O yes O wo
Respond to others” emotions? O yes O wo
Attempt to nvolve You in something that he/she is doing
to shave tnterest (not b/c e or she needs your help)? (6] yes O wo
Oloserve other children playing? O yes O wo
ol bn with other children when they are playing? O yes O wo
Take turns bn games? O yes O wo
Verbally interact with peers? O yes O wo
What ave your principal concerns regarding your child’s social skills?
SELF HELP SKILLS
Does Your child...
Covmvments
Sleep through the night? O yes O wo
Sleep tn his/her own bed without supervision? O yes O wo
Drink from a cup? O yes O wo
Eat a variety of foods (Le. frults, vegoies, meats, grains)? O pyes O wo
use a spoon and a fork to feeot himself or herself? O yes O o
Remove pull-down garments independently? O yes O wo
Remove socks and shoes independentlyy? O yes O wo
Remove shivts independently? O yes O wo
Put on pull-up garments tndependently? O yes O wo
Put on socks and shoes ndependently? O yes O wo
Put on shirts ndependently? O yes O wo
Use the tollet independently? O yes O wo

what ave your jperchpaL concerns regarding your chilol’s self help sketlls?

Autism Behavior intervention, lne,



Tod@j’s Date:

client Name:

Skills Assessment (continued)

FINE MOTOR

Does Your child...

Comments
UAWYOp presents? O yes O wo
Pour water or sand from one Dbj@ct to awnother? O yes O wo
Turn doorknobs to open doors? O yes O wo
Use one hand conststently? (e yes 0O wo clrcle one:  right hand Left hand
Use a crayon with hand NOT fisted? O yes O wo
Copy lines and stmple shapes? O yes O wo
write his or her owwn name? O yes O wo
ASE SeLssors? O yes O wo
What are your principal concerns regarding your child’s fine motor skills?
GrOSS MoTor
Does Your ehitld...
Comments
walk up and down stalrs with alternating feet? O yes O wo
walk aroundl or step over ttems that ave on the floor? O yes O wo
Jump off the ground with both feet? O yes O o
Kick o pLagg\mww{ ball to you? O yes O wno
Throw a playground ball to you? O yes O wo
cateh a ball whew thrown? O yes O wo
Show interest tn sports? O yes O wo
What ave your principal concerns regarding Your child’s gross motor skills?
ACADEMIC SKILLS
Does Your ehild...
Comments

(dentify shapes, colors, mumbers and Letters?

dentify Locations, occupations, ano functions of objects
(Le; the refrigerator keeps things cold)

Use pronouns, plurals and prepositions appropnatag?
(dentify cause/effect relationships?

What ave your principal concerns regarding Your child’s academdic skills?

O yes

O yes
O yes
O yes

o O

nwo

no
no

no
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To()mg 'S Date: client Name:

Behaviors
CHALLENGING BEHAVIORS

Plense List any challenging behaviors that your child may exhibit and complete the table accordingly.

What typleally How many thmes per day or week What typleally
Type of Behavior Please describe happens does this behavior occur? if the happens after the
the behavior. tmmediately before, behavior lasts for more than 10 behavior, or,
or “trigoers” the seconds, List the average duration of | what do you do when
behavior? the behavior as well. this behavior occurs?

Tantrums

Failing to Follow
Instructions

Aggresston

Running
Away/Eloping

Self mijous
Behaviors

Eating Inedible
Objects (Pica)

Other:

Other:
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client Name:

Too{mg’s Date:

Behaviors

SELF STIMULATORY BEHAVIORS
Please list any self sthmulatory / vepetitive behaviors that your ehilo may exhibit and complete the table accordingly).

what typleally happens How many thmes per day What typleally
or week oloes this behavior happens after the

Type of Behavior Please describe tmmediately before, or
the behavior. “triggers” the behavior? occur? Hf the behavior Lasts behavior, or,
for more thaw 10 seconds, what do you do
when this behavior

list the average duration of

the behavior as well. 0CCUYS?

voeal (repeating
vocalizations,
worols or phrases)

Pveoccupatwws with
Ltems, toples, ete.

Repetitive motor
mannertsms (hand
flapping, splnning
ttems, lining up
objects, ete.)

Routine behaviors
(Insisting on the
Same cUp, same
route tw the car)

Other:

Other:

Other:
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Too{mg’s Date:

client Name:

Treatment H’Lstorg

Plense List any treatments that Your child has veceived in the past ano complete the table accordingly.

Type of Senvice Provider or Clinician How many hours per Pates of pid you feel that this
Treatment Awnd Contact Information week was this Treatment treatment was benefieial?
treatment provideo? Please explain.
Spectal Start date:
Education
classroom End Date:
Start Date:
Speeah
Themw End Date:
Occupational Start date:
Therap Y
End Date:
Start Date:
Ph 55Lcm
Themw End Date:
Other ABA Start date:
Program
End Date:
Other: Start date:
End Date:
Other: Start date:
End Date:
Other: Start date:
End Date:
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Toomg 's Date: client Name:

Current Treatment and Schedule

Plense List any treatments that your child is currently receiving and complete the table accordingly).

Type of Service Provider or Clinician How many hours Start pate of Do You feel that this
Treatment And Contact nformation per week is this Treatment treatwent s beneficial?
treatment provideo? Please explain.
rRegular Start Date:
Education
classroom
Clrele one:
Spectal Education Mixed Special Ed. Start date:
Placement Autlsm Classroom

Partial ncluston

Speech Start Date:
Themw
Occupational Start date:
Themw
PMgchmL Start pate:
Themw
Other ABA Start Date:
Program
Other: Start Date:
Other: Start Date:

Plense complete the schedule to indicate your child’s availability beginning tn 4 weeks.

Mow Tues wed Thru Fri sat Sun
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