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· Please attach all copies of evaluations or reports from other professionals involved with your child. 
· [image: image21.emf] 

Please include a recent video/DVD of your child in his or her natural environment and in situations that cause problem behaviors. This will assist us in the preliminary assessment of your child.
[image: image2.emf] 


INITIAL INTAKE FORM








Personal Background Information





Child’s full name (please include first, middle, and last names): _______________________________





Date of birth:  ________________________      Child’s age at time of application:     ___ years





Mother’s name: _______________________      Father’s name: ________________________________





Address of residency: _________________________________________ Postal code: _____________





Contact numbers:    Home phone:    ________________________


                                     Cell phone:   1) _________________________        2) ______________________


                                     Work:            1) _________________________        2) ______________________


		         Fax:                   _________________________


                                      Email:           1) __________________________      2) ______________________      





  *** Email is the preferred form of communication and most convenient, so information in this section would be greatly appreciated.











Medical Information





Primary Diagnosis  ________________________________ (e.g. Autism Spectrum Disorder)





Secondary Diagnosis ______________________________  (e.g. Attention Deficit Hyperactivity  


 								              Disorder)    


Other medical issues/concerns __________________________





Child’s age at diagnosis ____________


 


Location of where the diagnosis was made (clinic, hospital)    _______________________________  





Name of practitioner who diagnosed your child                        _______________________________





Is your child on any medications?  Yes  __  No __                     If yes, please indicate name of medication (s) and for 


 						                       what medical reason it was prescribed  		       


                                                                                                  ____________________________________________


                                                                                                  ____________________________________________ 





Does your child have any allergies? Yes __  No __                 Please describe _________________________________





Alternative Interventions





Please indicate what other alternative interventions that you are currently using with your child:





      


          Gluten and/or casein free diet





          Chelation therapy


   


   �    Mercury detoxification





   �    Neurofeedback





   �     Vitamin supplement therapy (Orthomolecular Nutritional therapy -Vitamin B6 and magnesium 


            intake) 





   �     Relationship Development Index (RDI)





   �    Other     Please describe _______________________________________________________________














   











 Please indicate any other services involved in your child’s intervention:





 � Speech and language pathologist (SLP)   Name: _____________________ Agency: ___________________





 �  Occupational therapist (OT)                      Name: _____________________ Agency: ___________________





 �  Current ABA Consultant                            Name: ______________________Agency: __________________





Impression of your current ABA Program ________________________________________________________


                           


Number of therapy hours your                     __________


child is receiving





�  Previous ABA Consultant                            Name: _____________________ Agency: __________________





Impression of your previous ABA Program _______________________________________________________


                                                               


�  Preschool/Daycare/School                         Name: ______________________________________ 


                                                                              Number of days attending per week ____________


                                                                              Any special needs support in place?  Yes ___   No ___


                                                                              Describe ___________________________ (e.g. SEA, aide,                    


                                                                                                                                                       ABA support worker)


Other services. Please describe. ____________________________________________________________


                                                                





                                                                                                                                                                                            














Other Services Involved





Information About Your Child








Self-Help Skills








 Please indicate your child’s primary form of communication:


 �   Sign language





 �   Picture Exchange





 �   Vocal           How many words is your child using? _____________________________________________





Non-vocal





Describe your child imitation skills:





Gross Motor (e.g. Will he/she clap hands, tap thighs, jump when you perform that action first?)


Yes __   No __


Give examples: ________________________________________________________________________________________________________________________________________________________________________________





Vocal Imitation (e.g. Will your child repeat or echo sounds, words, or sentences you make/from a   


                                     video?)


Yes __   No __


Give examples: ________________________________________________________________________________________________________________________________________________________________________________





Receptive Language (e.g. Will you child follow receptive instructions such as  “come here,” “get book,” “show me the red block,” “give me ____,” “point to ______,” “wash your hands,” etc).


Yes __   No __


Give examples: ________________________________________________________________________________________________________________________________________________________________________________





   �   Labelling Skills (Does your child name or label objects or pictures in the environment? E.g. will  


                                       he/she point or identify certain items on request in a book?)


Yes __   No __


Give examples: ________________________________________________________________________________________________________________________________________________________________________________





Social skills





Does your child have eye contact?             Yes ___  No ___





Does your child play with other children? Yes ___  No ___ 





Does your child talk or interact with other children during play? Yes ___  No ___


Briefly describe your child’s social skills___________________________________________________________


___________________________________________________________________________________________








                                                                                                                                                                                            














POTTY TRAINING:





 �   Is your child fully potty trained? Yes ___  No ___


 �   Is your child trained on a regular schedule?  e.g. every half hour?  Yes ___  No ___





 Please describe any issues you are having with potty training: ________________________________________________________________________________________________________





SLEEPING:





 �   Does your child have any sleeping issues?  Yes ___ No ___





 If yes, please describe ________________________________________________________________________________________________________





EATING:





Does your child have any eating issues?  Yes ___  No ___





If yes, please describe


________________________________________________________________________________________________________








                                                                                                                                                                                            























Please list the goals you want your child to achieve: (e.g. to communicate with peers and adults, to be potty trained).





___________________________________________


___________________________________________


___________________________________________


___________________________________________


___________________________________________





Parent Goals








Behavior Concerns








Please indicate any problem behaviors your child engages in and what situations trigger these behaviors: (e.g. when favorite activities or toys are taken away, when he/she is told to stop doing something, when you tell him/her “no,” in public places, etc).





�   Temper tantrums                                                In what situation(s) is this most likely to occur?


                                                                                     _______________________________________________


	                                                                         _______________________________________________





Aggression to self                                              In what situation(s) is this most likely to occur?


(e.g. head banging)                                             ________________________________________________                                                  						  ________________________________________________


  


�  Aggression to others                                           In what situation(s) is this most likely to occur?


                                                                                      _________________________________________________


	                                                                          _________________________________________________





�   Repetitive vocal or motor behavior                 In what situation(s) is this most likely to occur?


       (e.g. rocking, hand flapping, echolalia,               ________________________________________________


        Repeating scripts from T.V.                                 ________________________________________________





�  Other                                                                       In what situation(s) is this most likely to occur?


                                                                                       _________________________________________________


	                                                                          _________________________________________________
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