Dear Caregiver,

We are happy to confirm that we have received a referral from your child's primary care provider for
services at the Siskin Center for Developmental Pediatrics. Thank you for choosing us to be a partner in
your child's care. Our team is committed to providing high-quality care in a family-centered environment
to ensure you and your child are comfortable and enjoy your visit(s). Enclosed you will find our new Patient
Packet and instructions to complete the next steps in the registration process.

Please complete the packet, so that we can prepare for your child's evaluation. A pre-stamped return
envelope has been provided for your convenience. The packet must be completed before an appointment
can be scheduled. If you would like assistance in completing the forms, we will be happy to help you.

Please call Lisa Spurlock (423) 648-1740 or Wendy Bennett (423) 648-1704.

Once we receive your packet, the next step will be scheduling an appointment. Please feel free to contact
us with any additional questions you may have.

We look forward to serving your family!

APOINTMENT REMINDERS

« First appointment may take up to 2 hours. This gives our team the opportunity to understand your
concerns, your child’s developmental history, and evaluate your child. Please consider making
alternative arrangements for siblings if possible.

- Please bring hearing and vision screening evaluations, educational/school testing, and other
relevant testing results.

« Please bring a copy of IEP, IFSP or other therapy notes (OT, PT, and Speech) and a list of all
medications (prescriptions, over-the-counter, and supplements).

IMPORTANT APPOINTMENT INFO

1. You must check-in with the main lobby receptionist in order to be seen.

2. If you are more than 15 Minutes late, we might have to reschedule.

3. If you have not heard from anyone within 15 minutes of checking in,
',’/ please speak to the receptionist.

CHATTANOOGA NASHVILLE

[ ] [ ]
1101 CARTER STREET, CHATTANOOGA 37402 2201 MURPHY AVE. SUITE 306, NASHVILLE 37203
PHONE: 423.490.7710 FAX: 423.490.7750 PHONE: 615.730.8095 FAX: 615.730.9135

HOURS: MONDAY — FRIDAY 8AM-5PM eoee children’s institute HOURS: MONDAY-THURSDAY 8AM-6PM
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1. IDENTIFYING INFORMATION DATE COMPLETED

Child’s Name: Birth Date: Sex:

Name of person completing this form:

You are: [ Biological Parent ~ [] Adoptive Parent (] Foster Parent  Other:

Do you have legal guardianship? Yes: [1 No: [J If No, who does?

Primary language at home: English: 1  Spanish: [ Other: [
Email: Primary
2. CAREGIVER INFORMATION Phome -
Caregiver 1 Caregiver 2 (if applicable)
Name: Name:
Birth Date: Birth Date:
Employer & Occupation: Employer & Occupation:
Highest School Grade Completed: Highest School Grade Completed:
Marital Status: Marital Status:

3. PARENTAL CONCERNS

Describe what concerns you have about your child’s development, learning, and/ or behavior? (Please indicate the age these concerns were
first noticed)

Has your child had previous evaluations for these concerns? No: [ Yes: [ If so, where:

What are your goals for this visit?

Describe your child’s
Strengths:

Challenges:

4. THERAPY SERVICES

Has your child ever been recommended for or received therapy outside of school? No: [ Yes: [
If Yes, select from the following:

Therapy Current Location Dates
Speech and Language Therapy (ST) O No OvYes
Occupational Therapy (OT) [0 No [OYes
Physical Therapy (PT) [0 No [OYes
Behavior Therapy/ Counseling [ No CYes
Early Intervention (TEIS, BCW) [ No [Yes
Other (e.g. ABA) J No [Yes



5. DEVELOPMENTAL MILESTONES

To the best of your abilities, please write at what age did your child meet these milestones? Indicate age in months. (If milestone has not
been met, mark N/A.)

Motor Language

Rolled Over: Babble:

Sit without support: Say Mama/Dada:
Crawl: Say another word:
Stood without support: Point with index finger:
Walk Alone: Wave:

Run: Follow a command:

Points to body parts:
Use 2-word phrases:
Use 3-word phrases:

6. CURRENT DEVELOPMENT

A.) Motor Skills
1. Do you have any concerns about your child’s gross motor skills? (i.e. running, climbing, jumping) ? No: [ Yes: [J

2. Do you have any concerns about your child’s fine motor skills? (i.e. using their hands, holding utensils, etc.) No: [ Yes: [J

3. Any history of regression in motor skills? (Lost skills, stopped doing things he/she was doing?) No: (1 Yes: [

SKILL YES

Does your child have problems with balance/coordination?

Can your child use a spoon to eat?

Can your child use a fork to eat?

Can your child drink from an open cup?

Can your child scribble with a pen/crayon?

Is your child toilet/potty trained? At what age?

Can your child undress self?

oooooooaals
ooooooogo

Can your child dress self?

B.) Speech & Language
Expressive Language

1. Do you have any concerns about your child’s communication skills? [J No [ Yes, explain:

2. Currently, is your child?  Non-verbal [ Babbling [J Using: Single words [0 Phrases [0  Full sentences [J

How many words is your child saying spontaneously? (not repeating after others)

P

Any history of language regression? (was saying words and then stopped) No: [1 Yes: [

v

How does your child ask for help? (please check all that apply)
BEHAVIOR PLEASE CHECK

Sign Language

Crying

Grunting

Non-specific gesturing

Pointing with index finger

Using your hand to obtain desired objects
Giving objects to others

Using words/language

Oooooooooad

Does not ask for help




Receptive Lanquage

1. Canyour child follow directions? No [ Only a few familiar/routine [J One step [ Multiple Steps [J

Repetitive Language

6. Does your child use language in a repetitive way?

7. Does your child repeat words just spoken by others? (i.e.: repeating a question or the last word of the question instead of answering
ity No:[ Yes:[ Ifyes, how often?

8. Does your child repeat phrases/words from movies or TV shows? (not songs) If yes, how often and in what context (please explain)

No: [ Yes: [

C.) Social Development
When answering these questions, please note that YES means that your child does these behaviors MOST of the time, and not only
occasionally/rarely.

Does your child exhibit any of the following behaviors?

SKILL NO YES
Looks at you when you call his/her name O O
Typically looks at others when he/she is talking/saying words O O
Makes eye contact with others when he/she is talked to? O O
Smiles back in response to other’s smile? O O
Shares enjoyment with others? (Looks for others to interact?) O O
Shows objects to others and make eye contact? O O
Points at objects with index finger to draw your attention (not to request) O O
Points at objects with index finger to request? O O
Gives things to others to share? (not to request) O O
Gives things to others to request? O O
Shows interest in other children? O O
Appears withdrawn/in their own world? O O
Plays interactively with others? (such as back-and-forth play) O O
At home, does your child prefer playing alone? O O
Looks for others to play with him/her (not just for help) O O
Uses gestures? (waves bye-bye, nods, shakes head, etc.) O O
Uses others’ people’s hands and move them towards objects? O O

D.) Play Skills
1. Describe your child’s play, favorite toys, etc.:

2. Does your child engage in pretend play? (Feeding pretend food to baby dolls, stuffed animals, play pretend kitchen, play doctor, etc.)
If so, how often (rarely, occasionally, often)

3. Does your child play with the toys the way they are intended to be used? (i.e.: he/she will roll cars, make train noises, use a bottle to
feed a baby doll, etc.)

4. Are there certain objects that your child prefers to play with instead of toys? (i.e. strings, clothing hangers, cords, straws, etc.)



E.) Repetitive Behaviors
Does your child exhibit any of the following behaviors?

BEHAVIOR NO YES
Lines up objects O O
Spins objects O O
Flaps hands when upset or excited O O
Walks on tiptoes O O
Gets upset with changes in routines O O
Has difficulty with transitions O O
Is very rigid with how things need to be done/routines O O
Gets fixated on specific topics, toys, objects, TV shows O O
F.) Sensory
Does your child exhibit any of the following behaviors?
BEHAVIOR NO YES
Brings toys close to his/her eyes? Or inspects things from different angles O O
Seeks to touch or rub certain textures O O
Dislikes certain texture with food or touch O O
Has issues with loud noises? O O
Has problems with clothing, socks O O
Has a fascination with observing movements of things? (i.e. fans, wheels) O O
Smells objects/food O O
Do you think your child has autism/is autistic? No: (] Yes: I don’t know []
BEHAVIOR
1. Do you have any concerns about your child’s behaviors? No: O Yes:O
2. Does your child exhibit any of these behaviors? (please check all that apply)
e Self-injury O
e  Aggression towards others O
e  Destruction of property O
e  Elopement O
e  Severe disruptive behavior |
3. Areyou concerned for your child’s or others’ safety? No: O Yes: [
4. Does your child’s behavior significantly interferes with home or community activities? No: O Yes: I
5. If temper tantrums are occurring, where are they happening? (i.e. school, home, daycare, etc.)
FEEDING/ NUTRITION
1. Does your child eat a limited variety of foods compared to peers? Yes: [
2. Isyour child very rigid with what he/she eats and only eats certain foods? Yes: [
3. Does your child cough and/or choke while eating and/or drinking Yes: [



9. SLEEP

Does your child currently have sleep problems?  No: (1 Yes: [1 Explain:
Does your child: [ISnore [ITake a long time to fall asleep [J Has pauses while breathing during sleep

1. What time is your child: In bed: Asleep: AM wake up:
2. Does your child wake up in the middle of the night? No:[J Yes: [J

o How many times?

o  How long does he/she stay awake?

3. Does your child take any medication for sleep? No: [ Yes: [1 If yes, which one and dose:

10. SCHOOL INFORMATION

1. Current school /preschool/daycare: Grade:
2. Are you satisfied with your child’s performance at school? No: [1 Yes: [ If No, why?
3. Does your child have an IEP (Individualized Education Plan)? No: [J Yes: [ or a 504 plan? No: [ Yes: [

4. s your child receiving additional services through the school? No: [0 Yes: [1  If Yes, select from the following:

[JSelf- Contained Special Education [JOccupational Therapy (OT)
[JResource Room [(IPhysical Therapy (PT)
[IClassroom Modifications CTutoring
[JSpeech/Language Therapy (ST) CJOther

11. MEDICAL HISTORY

A.) Pregnancy History

Did the birth mother: No: Yes: What month(s) of Complications and or/ medications?
pregnancy?

Receive prenatal care? O O

Have illness or medical problems? O O

Take prescription medications? O O

Smoke?

(indicate how much) o o

Drink alcoholic beverages? O O

(indicate how much)

Use illicit drugs/ substances O O

(type and amount, if known)

B.) Birth History:

Length of pregnancy? Birth weight?

Was labor induced & why? Did the baby need medical assistance in starting to breathe?
No: [ Yes: [

Age of mother at delivery? Was the baby admitted to the NICU?  No: [J  Yes: [J
If yes, for how long?

Labor/Delivery complications? How long did the baby stay in the hospital after birth?

Birth was
[Jvaginal [JC-Section
OOBreech [ Twins or more



C.) Past Medical History:

List past medical problems, including other specialty providers caring for your child:

1. Medications
Is your child allergic to any medications? No: [J Yes: [ If Yes, to what?

List all medicines, vitamins, or supplements your child currently takes (including for behavior or sleep)

Name Dosage Dates Taken Reason/Response

2. Hospitalizations/ Surgeries

Has your child ever been hospitalized (including psychiatric hospitalization), had surgery, and/or had a major injury? No: [1 Yes: [

Reason Date Hospital
3. Immunizationsare: [JUptodate [dlIncomplete [J Unknown status
4. Date of last Vision Test and results? Date of last Hearing Test and results?

5. Previous Medical Testing
Test Result Date
[JGenetic Testing
LICT Scans
LIMRI Scans
[ISleep Study
CIAllergy Testing
[ISwallowing Studies

Cother:



D.) Social History
A. Please list all persons living in the child’s home below:

Name: Age: Relationship to Child: Health:

B. Parents: [] Married [ Divorced [ Separated [J Other
C. |If separated or divorced, is there shared custody? No: [J Yes: [

Arrangements:

D. Who else cares for the child?

E. If applicable, was the child adopted? No: [J Yes: [1 If Yes, at what age?

Circumstances of adoption:

If applicable, has the child been in foster care? No: [J Yes: [

Circumstances:

Total number of foster placements:

F.  Has your child ever experienced the following:

Yes No Unsure
Alcohol or drug abuse by a family member? O O O
Seeing parents hitting/ hurting each other? O O O
Witnessing violence (robbery, shooting, etc.)? O O O
Physical abuse? O O O
Sexual abuse? O O O
E.) Family History
No known family health problems? [J Unknown, child was adopted: [] Unknown for another reason: [

Please indicate if any of the child’s relatives have had any of the following (i.e.: parent, sibling, grandparent, aunts/uncles, cousins, etc.)

CONDITION FAMILY MEMBER CONDITION FAMILY MEMBER
O ADHD/ Attention Problems SDyf;I’(;e;/ﬂ':’gurette

[ Autism Spectrum Disorder OThyroid Disorder

[ Behavior problems [0 Sleep Disorder

[ Birth defects Slnwd?g;Zarkinson-White

[ Congenital Heart Disease OMental lliness:

[ Cerebral Palsy OAnxiety

[0 Convulsions/ Seizures [OBipolar Disorder

[1 Developmental Delay [Depression

[ Early or Sudden Death, if so cause: BlObsessiveCompulsive

Disorder (OCD)
[ Genetic Disorder [OSchizophrenia
[ Hearing problems/ Vision problems U Long QT Syndrome

[0 Language/ Speech

O Hypertrophic Cardiomyopathy problems

[ Intellectual Disability [ Learning Problems



Please note any other relatives with conditions not listed above in the space below:

12. REVIEW OF SYSTEMS: Has your child ever had any of the following?

System Age Details System Age Details
[J Head Injuries [J Repeated exposure to
Head Lungs tobacco smoke
[ Hydrocephalus [ Asthma
[ Vision Problems [ Pneumonia
Eyes [ Glasses [ Height/
Endo Growth Problem
[ Hearing Problems [ Diabetes
Ears [ Recurrent Ear Infections [ soiling Day/ Night
[J Hearing Aids Gl [J Stomachache
[J Nosebleeds [J Weight Problem
Nose - - ;
[ Recurrent Sinus Infections [ Clumsiness
[J Teeth Grinding MS [J Weakness
Teeth —
U] Cavities [ Broken Bones
Throat | [ Recurrent Strep [ Meningitis
Allergy ] Seasonal [ Headache
U Food Neuro | [ Dizziness
Skin [J Dermatitis/ Eczema [ Seizures
[ Birthmarks [ Tics
[J Lead Poisoning [] Depression
Blood/ - -
Lymp O Anem.|a O AnX|ety.
(] Bleeding [ Aggression
Heart | [ Heart Defects Psych | [ Disruptive Behavior
[ Suicide/Homicidal
Ideation
[Hallucinations

Please use the area below for any other information you feel will be helpful to use in evaluating your child

REVIEW & SIGN:

By providing my signature below, | affirm that | have truthfully answered the questions within this document to the best of my ability.
| understand that | have an affirmative responsibility to disclose any changes to this information to the provider as they may occur.

PRINT NAME: DATE:

SIGNATURE:
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A pediatric practice affiliated with The University of Tennessee College of Medicine Fig UNIVERSITY of 5
Chattanooga, Department of Pediatrics and with Children's Hospital at Erlanger. M chﬂdre

Dear Caregiver,

At the Center for Developmental Pediatrics at Siskin Children’s Institute we care about the children and
families we serve across our region. We are here to effectively work together in a collaborative manner to
achieve the best developmental outcomes for your child. Due to the high volume of patients needing our
specialized services, please be advised of the following attendance policy. Your signature is acknowledgement
of the following practices.

e All patients must be brought to our center by the parent or legal guardian. We must have written legal
documentation to support the legal guardian’s right to seek care for the patient.

e In an effort to decrease the spread of illness, if your child is sick with fever, vomiting/diarrhea,
respiratory problems, infection, or other communicable condition (e.g., lice, pink eye, ringworm,

chicken pox, etc.) within 24 hours of the appointment we ask that you reschedule the visit.

¢ Initial medical appointment: Please arrive 30 minutes before your appointment to allow the check-in
process to go smoothly and complete the appropriate paperwork.

e Late arrival for appointment: If you arrive 15 minutes after your scheduled appointment, we will do
our best to accommodate you. However, it may be necessary to reschedule your appointment for

another day.

e Cancellations: Please notify our center of cancellations at least 48 hours before the scheduled
appointment time. This allows the office to schedule another patient in need of an appointment.

e |[f patient misses 3 medical appointments within 12 months, you may be asked to find another
provider for services.
If you have questions, please feel free to ask a member of our staff by calling 423-490-7710
We appreciate your cooperation and we look forward to serving your family.

| understand the above statements:

Signature Date

Print Name Child’s Name / DOB

SERVING CHILDREN WITH SPECIAL NEEDS AND THEIR FAMILIES SINCE 1950
1101 Carter Street | Chattanooga, Tennessee | Phone: 423.490.7710 | Fax: 423.490.7750 | siskin.org
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A pediatric practice affiliated with The University of Tennessee College of Medicine
Chattanooga, Department of Pediatrics and with Children's Hospital at Erlanger.

THE UNIVERSITY of
‘TENNESSEE ur

children’s

AUTHORIZATION TO OBTAIN INFORMATION - MEDICAL RECORD REQUEST

Patient’s Name:

Patient’s Address:

City/State/ZIP:

Information is being requested by:

Parent/Legal Guardian

Therapist:

Provider/Nurse:

Date of Birth:

Medical Record #:

Other:

| authorize Siskin Center for Developmental Pediatrics to OBTAIN information from

Name:

Address:

City: State: Zip:
Phone: Fax:

Informat

ion to be OBTAINED:

Clinic/Office Visits

Dates of Treatment:

Dates of Treatment:

Psychological Records

OT Therapy Records

Dates of Treatment:

Dates of Treatment:

ST Therapy Records

authorization.

Other (specify):

Purpose of Obtaining Record
Continuation of care

Billing/Insurance Authorization

I understand I have the right to revoke this authorization by
written notification to the Medical Records, except to the
extent it has acted in reliance thereon before notice of
revocation. | understand that any disclosure of information
carrier with it the potential for an unauthorized re-disclosure
which may not be protected by federal confidentiality rules. |
understand that | may request a copy of this authorization. |
understand that | can refuse to sign this authorization. |
understand that treatment, payment, enroliment, or eligibility
for benefits may not be a condition to obtain this

IEP
School Year:
Other (specify)
Dates of Treatment:
This authorization is for year / or expires (date)

Note: This form will automatically expire in 365 from signature date below.

Signature of parent or legal guardian

Print Name/Relationship

Date

SERVING CHILDREN WITH SPECIAL NEEDS AND THEIR FAMILIES SINCE 1950
1101 Carter Street | Chattanooga, Tennessee | Phone: 423.490.7710 | Fax: 423.490.7750 | siskin.org
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A pediatric practice affiliated with The University of Tennessee College of Medicine
Chattanooga, Department of Pediatrics and with Children's Hospital at Erlanger.

THE UNIVERSITY of
‘TENNESSEE ur

children’s

AUTHORIZATION TO OBTAIN INFORMATION - MEDICAL RECORD REQUEST

Patient’s Name:

Patient’s Address:

City/State/ZIP:

Information is being requested by:

Parent/Legal Guardian

Therapist:

Provider/Nurse:

Date of Birth:

Medical Record #:

Other:

| authorize Siskin Center for Developmental Pediatrics to OBTAIN information from

Name:

Address:

City: State: Zip:
Phone: Fax:

Informat

ion to be OBTAINED:

Clinic/Office Visits

Dates of Treatment:

Dates of Treatment:

Psychological Records

OT Therapy Records

Dates of Treatment:

Dates of Treatment:

ST Therapy Records

authorization.

Other (specify):

Purpose of Obtaining Record
Continuation of care

Billing/Insurance Authorization

I understand I have the right to revoke this authorization by
written notification to the Medical Records, except to the
extent it has acted in reliance thereon before notice of
revocation. | understand that any disclosure of information
carrier with it the potential for an unauthorized re-disclosure
which may not be protected by federal confidentiality rules. |
understand that | may request a copy of this authorization. |
understand that | can refuse to sign this authorization. |
understand that treatment, payment, enroliment, or eligibility
for benefits may not be a condition to obtain this

IEP
School Year:
Other (specify)
Dates of Treatment:
This authorization is for year / or expires (date)

Note: This form will automatically expire in 365 from signature date below.

Signature of parent or legal guardian

Print Name/Relationship

Date

SERVING CHILDREN WITH SPECIAL NEEDS AND THEIR FAMILIES SINCE 1950
1101 Carter Street | Chattanooga, Tennessee | Phone: 423.490.7710 | Fax: 423.490.7750 | siskin.org
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A pediatric practice affiliated with The University of Tennessee College of Medicine
Chattanooga, Department of Pediatrics and with Children's Hospital at Erlanger.
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AUTHORIZATION TO OBTAIN INFORMATION - MEDICAL RECORD REQUEST

Patient’s Name:

Patient’s Address:

City/State/ZIP:

Information is being requested by:

Parent/Legal Guardian

Therapist:

Provider/Nurse:

Date of Birth:

Medical Record #:

Other:

| authorize Siskin Center for Developmental Pediatrics to OBTAIN information from

Name:

Address:

City: State: Zip:
Phone: Fax:

Informat

ion to be OBTAINED:

Clinic/Office Visits

Dates of Treatment:

Dates of Treatment:

Psychological Records

OT Therapy Records

Dates of Treatment:

Dates of Treatment:

ST Therapy Records

authorization.

Other (specify):

Purpose of Obtaining Record
Continuation of care

Billing/Insurance Authorization

I understand I have the right to revoke this authorization by
written notification to the Medical Records, except to the
extent it has acted in reliance thereon before notice of
revocation. | understand that any disclosure of information
carrier with it the potential for an unauthorized re-disclosure
which may not be protected by federal confidentiality rules. |
understand that | may request a copy of this authorization. |
understand that | can refuse to sign this authorization. |
understand that treatment, payment, enroliment, or eligibility
for benefits may not be a condition to obtain this

IEP
School Year:
Other (specify)
Dates of Treatment:
This authorization is for year / or expires (date)

Note: This form will automatically expire in 365 from signature date below.

Signature of parent or legal guardian

Print Name/Relationship

Date

SERVING CHILDREN WITH SPECIAL NEEDS AND THEIR FAMILIES SINCE 1950
1101 Carter Street | Chattanooga, Tennessee | Phone: 423.490.7710 | Fax: 423.490.7750 | siskin.org
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A pediatric practice affiliated with The University of Tennessee College of Medicine g UNIVERSITY o
Chattanooga, Department of Pediatrics and with Children's Hospital at Erlanger. ’w chlldre

Dear Teacher,

Thank you for the time and energy you spend caring for children every day. The caregivers of one of your
students are seeking to have their child evaluated by our office for a developmental behavioral concern.
As part of our evaluation process, we ask that the child’s teacher complete a set of questions and a
behavioral rating scale (NICHQ Vanderbilt Teacher). This information is very important for the diagnosis
and treatment of your student.

Please fill out the forms as completely as possible. If you do not know the answer to a question, please write,
“Don’t know or N/A” so that we can be sure the item was not simply overlooked. Some of the questions in the
rating scales may seem redundant. This is necessary to ensure that we obtain accurate diagnostic information.
Please write comments about the student’s performance.

The school report and other forms (e.g. IEP, developmental testing) can be returned whichever way
is most convenient for you:

1. Give to the family to send with the Parent Packet that they are returning.

2. Faxed to 423-490-7750.

Your time and cooperation in this matter is greatly appreciated.

Best regards,

Center for Developmental Pediatrics at Siskin Children’s Institute

SERVING CHILDREN WITH SPECIAL NEEDS AND THEIR FAMILIES SINCE 1950
1101 Carter Street | Chattanooga, Tennessee | Phone: 423.490.7710 | Fax: 423.490.7750 | siskin.org
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GENERAL INFORMATION

Date Completed:

Child’s Name: Date of Birth:
Form completed by: Position:
School: Current grade:

School Phone Number:

SCHOOL PERFORMANCE
List this child’s strengths:

Can child complete grade level work? If not, what grade level does the child work at?

*Grades- please enclose a report card

Attendance: [ Excellent [J Average L[] Poor Number of missed school days:

Reason for poor attendance (*if applicable):

PROGRAMMING INFORMATION
(Please enclose a copy of the child’s IEP, and/or therapy reports when applicable)

Describe the typical current school day for this child:
[J Regular Classroom [ Special Education [ Resource Classroom [ Inclusion

[] Individual Education Program (IEP) - Educational diagnosis:

[] 504 modifications:

[] Response to Intervention [RTI]/ Tier 1 or 2:

Receiving tutoring?
1 Reading [ Spelling [ Math [ Other:

Receiving therapy?
[J Speech Therapy [ Occupational Therapy [ Physical Therapy
Testing?

Previous psychoeducational testing completed: (1 No [l Yes If so, when:
Currently scheduled to have psychoeducational testing completed? 1 No [ Yes
If so, when: *Please provide a copy*

If not, is testing planned? 1 No [ Yes If so, when?




SCHOOL BEHAVIOR AND ADJUSTMENT:

Area Yes No Comments

Peers do not seem to accept child

Appears to be a follower/ easily led by peers

Loner/ always wants to play and be alone

Ridiculed by peers

Aggressive toward self (please describe)

Intrusive/ lacks boundary awareness

Interferes with other activities

Needs same routine/ has difficulty with change or transitions
Emotional/ tantrums/ meltdowns

Avoids eye contact

Unusual mannerisms/ tic/ vocalizations (please describe)
Does not engage appropriately with other children
Atypical play skills

Atypical behavior

List this child’s most impairing challenges:

List techniques that have been used to control or change the problems noted above:

1. Successful: [J Yes [ No
2. Successful: [J Yes [ No
3. Successful: [J Yes [ No

Please share any additional comments that may be helpful as we assess this child:




CLEAR FORM
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CLINICIAN TOOLS =

A
Vanderbilt Assessment Scale: o
ADHD Toolkit Teacher-Informant Form t

Child’s name: Teacher’s name:

Today’s date: School: Gr: Teacher’s fax number:

Time of day you work with child:

Directions: Each rating should be considered in the context of what is appropriate for the age of the child you are rating and
should reflect that child’s behaviors of the school year. Please indicate the number of weeks or months you have been
able to evaluate the behaviors:

This evaluation is based on a time when your child: [0 Was on medication [ Was not on medication [J Not sure

Behavior Never (0) | Occasionally (1) | Often (2) Very Often (3)

1. Does not give attention to details or makes mistakes that seem
careless in schoolwork

2. Has difficulty sustaining attention on tasks or activities

3. Does not seem to listen when spoken to directly

4. Does not follow through on instructions and does not finish
schoolwork (not because of refusal or lack of comprehension)

5. Has difficulty organizing tasks and activities

6. Avoids, dislikes, or does not want to start tasks that require sustained
mental effort

7. Loses things necessary for tasks or activities (eg, school assignments,
pencils, books)

N T

Oobooooood oo 0o odbodn
1 O I [
oooooaoood oo o odobodn

8. Is easily distracted by extraneous stimuli For Office
Use Only

9. Is forgetful in daily activities 2s83s_0 /9
10. Fidgets with hands or feet or squirms in seat
11. Leaves seat when remaining seated is expected
12. Runs about or climbs too much when remaining seated is expected
13. Has difficulty playing or beginning quiet games
14. Is on the go or often acts as if “driven by a motor”
15. Talks excessively
16. Blurts out answers before questions have been completed

g . . For Office
17. Has difficulty waiting his or her turn Use Only
18. Interrupts or intrudes on others’ conversations or activities 2s&3s 0 /9
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Vanderbilt Assessment Scale: ADHD Toolkit Teacher-Informant Form t m
Child’s name: Today’s date:
Behavior Never (0) Occasionally (1) Often (2) Very Often (3)

19. Loses temper

00

20. Actively defies or refuses to adhere to adult’s requests or rules

L] [ ]
L] L] ]
21. Is angry or resentful I:I I:I I:l I:l
22. Is spiteful and vindictive I:I I:l I:l I:l
23. Bullies, threatens, or intimidates others I:I I:l I:l I:l
24. Initiates physical fights l:l I:I I:l I:l
25. Lies to get out of trouble or to avoid obligations (ie, cons others) I:I I:l I:l I:l
26. Is physically cruel to people ] ] ] ]
27. Has stolen things of nontrivial value I:I |:| |:| |:| EZL%TI;G
28. Deliberately destroys others’ property |:| |:| |:| |:| 2s83s 0 /10
29. Is fearful, anxious, or worried ] ] ] ]
30. Is self-conscious or easily embarrassed |:| |:| |:| |:|
31. Is afraid to try new things for fear of making mistakes I:I I:I I:l I:l
32. Feels worthless or inferior ] ] ] [l
33. Blames self for problems or feels guilty | | ] ]
34. Feels lonely, ted, loved; oft that |
hieri (s)r(;r;er y, unwanted, or unloved; often says that no one loves I:I I:I I:l I:l Sep.
Use Only
35. Is sad, unhappy, or depressed ] ] ] ] 2s83s 0 /7
Somewhat of a
Academic and Social Performance Excellent (1) | Above Average (2) | Average (3) Problem (4) Problematic (5)
36. Reading O O O O ]
37. Writing ] ] ] ] O
38. Mathematics I:l I:l I:l I:l I:l
39. Relationship with peers I:l I:l I:l I:l I:l For O
or Utfice
40. Following directions ] ] ] O J Use Only
41. Disrupting class |:| I:l I:l I:l |:| 450;/8
42. Assignment completion |:| I:l I:l I:l |:| EZL%TI;E
43. Organizational skills |:| I:l I:l I:l I:l 55 0 /8
Comments:
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Vanderbilt Assessment Scale: ADHD Toolkit Teacher-Informant Form t m

Child’s name: Today’s date:

Tic behaviors: To the best of your knowledge, please indicate if your child displays the following behaviors:

1. Motor tics: Rapid, repetitive movements such as eye blinking, grimacing, nose twitching, head jerks, shoulder shrugs,
arm jerks, body jerks, and rapid kicks.

1 No tics present.
[ Yes, they occur nearly every day but go unnoticed by most people.
1 Yes, noticeable tics occur nearly every day.

2. Phonic (vocal) tics: Repetitive noises including, but not limited to, throat clearing, coughing, whistling, sniffing, snorting,
screeching, barking, grunting, and repetition of words or short phrases.

1 No tics present.
[0 Yes, they occur nearly every day but go unnoticed by most people.
[ Yes, noticeable tics occur nearly every day.

3. IFYES to 1 or 2, do these tics interfere with your child’s activities (eg, reading, writing, walking, talking, eating)?
0 No [J Yes

Previous diagnosis and treatment: Please answer the following questions to the best of your knowledge:

1. Has your child been diagnosed as having ADHD or ADD?
0 No O Yes

2. Is he or she on medication for ADHD or ADD?
O No O Yes

3. Has your child been diagnosed as having a tic disorder or Tourette syndrome?
0 No O Yes

4. |s he or she on medication for a tic disorder or Tourette disorder?
O No O Yes

Adapted from the Vanderbilt rating scales developed by Mark L. Wolraich, MD.
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Vanderbilt Assessment Scale: ADHD Toolkit Teacher-Informant Form t m
Child’s name: Today’s date:

For Office Use Only

Total number of questions scored 2 or 3 in questions 1-9: 0

Total number of questions scored 2 or 3 in questions 10-18: 0

Total number of questions scored 2 or 3 in questions 19-28: 0

Total number of questions scored 2 or 3 in questions 29-35: 0

Total number of questions scored 4 in questions 36-43: 0

Total number of questions scored 5 in questions 36-43: 0

The recommendations in this resource do not indicate an exclusive course of treatment or serve as a standard of
medical care. Variations, taking into account individual circumstances, may be appropriate. Original resource included
as part of Caring for Children With ADHD: A Practical Resource Toolkit for Clinicians, 3rd Edition.

Inclusion in this resource does not imply an endorsement by the American Academy of Pediatrics (AAP). The AAP
is not responsible for the content of the resources mentioned in this resource. Website addresses are as

current as possible but may change at any time.

The American Academy of Pediatrics (AAP) does not review or endorse any modifications

made to this resource and in no event shall the AAP be liable for any such changes.

© 2020 American Academy of Pediatrics. All rights reserved.

American Academy of Pediatrics

DEDICATED TO THE HEALTH OF ALL CHILDREN®

AAP | CARING FOR CHILDREN WITH ADHD: A PRACTICAL RESOURCE TOOLKIT FOR CLINICIANS, 3RD EDITION | http://toolkits.aap.org PAGE 4 of 4

Downloaded From: http://toolkits.solutions.aap.org/ on 06/01/2021 Terms of Use: https://solutions.aap.or g/ss'ter ms.aspx



	CHATT Welcome Letter, Parent Form, Medical Attendance Policy 5.4.2023
	Welcome Letter, Parent Form, Medical Attendance Policy 5.3.2023
	Welcome Letter English FINAL
	blank doc
	Welcome Letter, Parent Form, Medical Attendance Policy 4.6.2023
	new
	updatedSCI-Patient-Intake-Form-2



	PDF Medical Attendance Policy 3.1.2023

	ROI Medical Record OBTAIN 5.3.2023
	ROI Medical Record OBTAIN 5.3.2023
	ROI Medical Record OBTAIN 5.3.2023
	School Report & Vanderbilt Teacher Assessment Scale 3rd Edition 3.1.2023
	Siskin School Report
	CDP Teacher 2021 (cover letter)
	School Report 2021
	SCI School Assessmet Form 2019 PDF


	Vanderbilt Teacher Assessment Scale 3rd edition
	04d-iii Vanderbilt Teacher Diagnostic Scale_FILLABLE.pdf



	DATE COMPLETED: 
	Birth Date: 
	Sex: 
	Name of person completing this form: 
	Biological Parent: Off
	Adoptive Parent: Off
	Foster Parent: Off
	Other Guardian: 
	Legal Guardianship Yes: Off
	Legal Guardianship No: Off
	If no, who does: 
	English: Off
	Spanish: Off
	Other_2: Off
	Other Language: 
	Name_2: 
	Birth Date_2: 
	Birth Date_3: 
	Employer Occupation: 
	Employer  Occupation_2: 
	Highest School Grade Completed: 
	Highest School Grade Completed_2: 
	Marital Status: 
	Marital Status_2: 
	first noticed 1: 
	first noticed 2: 
	Previous Eval No: Off
	Previous Eval Yes: Off
	Evaluations: 
	What are your goals for this visit 1: 
	What are your goals for this visit 2: 
	Strengths: 
	Challenges: 
	Therapy No: Off
	Therapy Yes: Off
	LocationNo Yes: 
	DatesNo Yes: 
	LocationNo Yes_2: 
	DatesNo Yes_2: 
	LocationNo Yes_3: 
	DatesNo Yes_3: 
	LocationNo Yes_4: 
	DatesNo Yes_4: 
	LocationNo Yes_5: 
	DatesNo Yes_5: 
	LocationNo Yes_6: 
	DatesNo Yes_6: 
	Speech and Language Therapy (ST) No: Off
	Physical Therapy (PT) Yes: Off
	Behavior Therapy/ Counseling Yes: Off
	Early Intervention (TEIS, BCW) No: Off
	Other (e: 
	g: 
	 ABA) Yes: Off
	 ABA) No: Off


	Occupational Therapy (OT) No: Off
	Speech and Language Therapy (ST)  Yes: Off
	Occupational Therapy (OT) Yes: Off
	Physical Therapy (PT)  No: Off
	Behavior Therapy/ Counseling  No: Off
	Early Intervention (TEIS, BCW) Yes: Off
	Email:: 
	Phone #: 
	Rolled Over: 
	Babble: 
	Sit without support: 
	Say MamaDada: 
	Crawl: 
	Say another word: 
	Stood without support: 
	Point with index finger: 
	Walk Alone: 
	Wave: 
	Follow a command: 
	RunRow1: 
	Points to body parts: 
	RunRow2: 
	Use 2word phrases: 
	RunRow3: 
	Use 3word phrases: 
	Do you have any concerns about your childs gross motor skills ie running climbing jumping No: Off
	Do you have any concerns about your child’s gross motor skills? (i: 
	e: 
	 running, climbing, jumping) Yes: Off


	Do you have any concerns about your childs fine motor skills ie using their hands holding utensils etc No: Off
	Yes_10: Off
	Is your child toiletpotty trained At what age: 
	Do you have any concerns about your childs communication skills No: Off
	Do you have any concerns about your child’s communication skills? Yes: Off
	Yes explain: 
	Nonverbal: Off
	Babbling: Off
	Single words: Off
	Phrases: Off
	Full sentences: Off
	How many words is your child saying spontaneously not repeating after others: 
	Any history of language regression was saying words and then stopped No: Off
	Any history of language regression? (was saying words and then stopped) Yes: Off
	RunRow4: 
	Sign Language: Off
	Grunting: Off
	Non-specific gesturing: Off
	Pointing with index finger: Off
	Using your hand to obtain desired objects: Off
	Giving objects to others: Off
	Using words/language: Off
	Does not ask for help: Off
	Crying: Off
	Any history of regression in motor skills? No: Off
	Any history of regression in motor skills? Yes: Off
	Does your child have problems with balance/coordination? No: Off
	Does your child have problems with balance/coordination? Yes: Off
	Can your child use a spoon to eat? No: Off
	Can your child use a spoon to eat? Yes: Off
	Can your child drink from an open cup? Yes: Off
	Can your child drink from an open cup? No: Off
	Can your child use a fork to eat? No: Off
	Can your child use a fork to eat? Yes: Off
	Can your child undress self? Yes: Off
	Can your child undress self? No: Off
	Can your child dress self? No: Off
	Can your child dress self? Yes: Off
	Is your child toilet/potty trained? No: Off
	Can your child scribble with a pen/crayon? No: Off
	Can your child scribble with a pen/crayon? Yes: Off
	Is your child toilet/potty trained? Yes: Off
	Can your child follow directions No: Off
	Only a few familiar routine: Off
	One step: Off
	Multiple Steps: Off
	Does your child use language in a repetitive way: 
	Does your child repeat words just spoken by others  ie repeating a question or the last word of the question instead of answering: 
	Does your child repeat phraseswords from movies or TV shows not songs If yes how often and in what context please explain: 
	Describe your child's play: 
	Describe your childs play favorite toys etc: 
	Does your child engage in pretend play Feeding pretend food to baby dolls stuffed animals play pretend kitchen play doctor etc: 
	If so how often rarely occasionally often: 
	Does your child play with the toys the way they are intended to be used ie heshe will roll cars make train noises use a bottle to: 
	feed a baby doll etc: 
	Are there certain objects that your child prefers to play with instead of toys ie strings clothing hangers cords straws etc: 
	Does your child repeat words just spoken by others? No: Off
	Does your child repeat words just spoken by others? Yes: Off
	Does your child repeat phrases/words from movies or TV shows? No: Off
	Does your child repeat phrases/words from movies or TV shows? Yes: Off
	Looks at you when you call his/her name No: Off
	Looks at you when you call his/her name Yes: Off
	Typically looks at others when he/she is talking/saying words No: Off
	Typically looks at others when he/she is talking/saying words Yes: Off
	Makes eye contact with others when he/she is talked to? No: Off
	Smiles back in response to other’s smile? No: Off
	Makes eye contact with others when he/she is talked to? Yes: Off
	Smiles back in response to other’s smile? Yes: Off
	Shares enjoyment with others? (Looks for others to interact?) No: Off
	Shares enjoyment with others? (Looks for others to interact?) Yes: Off
	Points at objects with index finger to draw your attention (not to request) No: Off
	Shows objects to others and make eye contact? Yes: Off
	Points at objects with index finger to draw your attention (not to request) Yes: Off
	Points at objects with index finger to request? No: Off
	Points at objects with index finger to request? Yes: Off
	Shows objects to others and make eye contact? No: Off
	Gives things to others to request? No: Off
	Gives things to others to request? Yes: Off
	Shows interest in other children? No: Off
	Shows interest in other children? Yes: Off
	Gives things to others to share? (not to request) Yes: Off
	Gives things to others to share? (not to request) No: Off
	At home, does your child prefer playing alone? Yes: Off
	Looks for others to play with him/her (not just for help) Yes: Off
	Uses gestures? (waves bye-bye, nods, shakes head, etc: 
	) Yes: Off
	) No: Off

	At home, does your child prefer playing alone? No: Off
	Plays interactively with others? (such as back-and-forth play) No: Off
	Plays interactively with others? (such as back-and-forth play) Yes: Off
	Looks for others to play with him/her (not just for help) No: Off
	Appears withdrawn/in their own world? Yes: Off
	Appears withdrawn/in their own world? No: Off
	Uses others’ people’s hands and move them towards objects? Yes: Off
	Do you think your child has autismis autistic No: Off
	Do you think your child has autism/is autistic? - Yes: Off
	Do you think your child has autism/is autistic? - I don't know: Off
	If temper tantrums are occurring, where are they happening? (i: 
	e: 
	 school, home, daycare, etc: 
	): 



	Lines up objects No: Off
	Lines up objects Yes: Off
	Spins objects No: Off
	Spins objects Yes: Off
	Flaps hands when upset or excited Yes: Off
	Uses others’ people’s hands and move them towards objects? No: Off
	Walks on tiptoes No: Off
	Walks on tiptoes Yes: Off
	Gets upset with changes in routines Yes: Off
	Gets upset with changes in routines No: Off
	Has difficulty with transitions No: Off
	Has difficulty with transitions Yes: Off
	Is very rigid with how things need to be done/routines Yes: Off
	Is very rigid with how things need to be done/routines No: Off
	Gets fixated on specific topics, toys, objects, TV shows No: Off
	Gets fixated on specific topics, toys, objects, TV shows Yes: Off
	Brings toys close to his/her eyes? Or inspects things from different angles No: Off
	Seeks to touch or rub certain textures No: Off
	Dislikes certain texture with food or touch No: Off
	Has issues with loud noises? No: Off
	Has problems with clothing, socks No: Off
	Has a fascination with observing movements of things? (i: 
	e: 
	 fans, wheels) No: Off
	 fans, wheels) Yes: Off


	Smells objects/food No: Off
	Brings toys close to his/her eyes? Or inspects things from different angles Yes: Off
	Seeks to touch or rub certain textures Yes: Off
	Dislikes certain texture with food or touch Yes: Off
	Has issues with loud noises? Yes: Off
	Has problems with clothing, socks Yes: Off
	Smells objects/food Yes: Off
	Self-injury: Off
	Aggression towards others: Off
	Destruction of property: Off
	Elopement: Off
	Severe disruptive behavior: Off
	3: 
		Are you concerned for your child’s or others’ safety? No: Off
		Are you concerned for your child’s or others’ safety? Yes: Off

	4: 
		Does your child’s behavior significantly interferes with home or community activities? No: Off
		Does your child’s behavior significantly interferes with home or community activities? Yes: Off

	2: 
		Is your child very rigid with what he/she eats and only eats certain foods? No: Off
		Is your child very rigid with what he/she eats and only eats certain foods? Yes: Off

	Does your child cough and/or choke while eating and/or drinking No: Off
	Does your child cough and/or choke while eating and/or drinking Yes: Off
	1: 
		Does your child eat a limited variety of foods compared to peers? No: Off
		Does your child eat a limited variety of foods compared to peers? Yes: Off

	Do you have any concerns about your child’s behaviors? No: Off
	Do you have any concerns about your child’s behaviors? Yes: Off
	Does your child currently have sleep problems?  No: Off
	Does your child currently have sleep problems? Yes: Off
	Snore: Off
	Take a long time to fall asleep: Off
	Has pauses while breathing during sleep: Off
	In bed: 
	Asleep: 
	AM wake up: 
	Dos your child wake up in the middle of the night No: Off
	Dos your child wake up in the middle of the night  Yes: Off
	How many times: 
	How long does heshe stay awake: 
	Does your child take any medication for sleep? No: Off
	Does your child take any medication for sleep?  Yes: Off
	If yes which one and dose: 
	Current school preschooldaycare: 
	Grade: 
	Are you satisfied with your child’s performance at school?   No: Off
	Are you satisfied with your child’s performance at school?   Yes: Off
	If No why: 
	Does your child have an IEP (Individualized Education Plan)? No: Off
	Does your child have an IEP (Individualized Education Plan)? Yes: Off
	504 plan No: Off
	504 plan Yes: Off
	Is your child receiving additional services through the school?  No: Off
	Is your child receiving additional services through the school?  Yes: Off
	SelfContained Special Education: Off
	Resource Room: Off
	Classroom Modifications: Off
	SpeechLanguage Therapy ST: Off
	Occupational Therapy OT_2: Off
	Physical Therapy PT_2: Off
	Tutoring: Off
	Other_3: Off
	Length of pregnancy: 
	Birth weight: 
	Was labor induced  why: 
	Did the baby need medical assistance in starting to breathe?  Yes: Off
	Did the baby need medical assistance in starting to breathe? No: Off
	Age of mother at delivery: 
	Was the baby admitted to the NICU? No: Off
	Was the baby admitted to the NICU?  Yes: Off
	LaborDelivery complications: 
	Vaginal: Off
	Breech: Off
	CSection: Off
	Twins or more: Off
	Have illness or medical problems? No: Off
	Take prescription medications? No: Off
	Smoke No: Off
	Smoke? Yes: Off
	Drink alcoholic beverages? No: Off
	Drink alcoholic beverages?  Yes: Off
	Use illicit drugs/ substances No: Off
	Use illicit drugs/ substances  Yes: Off
	Receive prenatal care?  Yes: Off
	Receive prenatal care?  No: Off
	Have illness or medical problems?  Yes: Off
	Take prescription medications? Yes: Off
	What month of pregnancy? 1: 
	What month of pregnancy? 2: 
	What month of pregnancy? 3: 
	What month of pregnancy? 4: 
	What month of pregnancy? 5: 
	What month of pregnancy? 6: 
	Complications and/or medications? 1: 
	Complications and/or medications? 3: 
	Complications and/or medications? 2: 
	Complications and/or medications? 4: 
	Complications and/or medications? 5: 
	Complications and/or medications? 6: 
	How long in NICU?: 
	How long did baby stay in hospital?: 
	Does your child currently have sleep problems? Explain: 
	List past medical problems including other specialty providers caring for your child: 
	Is your child allergic to any medications?  No: Off
	Is your child allergic to any medications?  Yes: Off
	If Yes to what: 
	NameRow1: 
	DosageRow1: 
	Dates TakenRow1: 
	ReasonResponseRow1: 
	NameRow2: 
	DosageRow2: 
	Dates TakenRow2: 
	ReasonResponseRow2: 
	Has your child ever been hospitalized (including psychiatric hospitalization), had surgery, and/or had a major injury? No: Off
	Has your child ever been hospitalized (including psychiatric hospitalization), had surgery, and/or had a major injury?  Yes: Off
	ReasonRow1: 
	DateRow1: 
	HospitalRow1: 
	ReasonRow2: 
	DateRow2: 
	HospitalRow2: 
	Up to date: Off
	Incomplete: Off
	Unknown status: Off
	Date of last Vision Test and results?: 
	Date of last Hearing Test and results: 
	Genetic Testing: Off
	ResultGenetic Testing: 
	DateGenetic Testing: 
	CT Scans: Off
	ResultCT Scans: 
	DateCT Scans: 
	MRI Scans: Off
	ResultMRI Scans: 
	DateMRI Scans: 
	Sleep Study: Off
	ResultSleep Study: 
	DateSleep Study: 
	Allergy Testing: Off
	ResultAllergy Testing: 
	DateAllergy Testing: 
	Swallowing Studies: Off
	ResultSwallowing Studies: 
	DateSwallowing Studies: 
	Other_4: Off
	ResultOther: 
	DateOther: 
	NameRow1_2: 
	AgeRow1: 
	Relationship to ChildRow1: 
	HealthRow1: 
	NameRow2_2: 
	AgeRow2: 
	Relationship to ChildRow2: 
	HealthRow2: 
	NameRow3: 
	AgeRow3: 
	Relationship to ChildRow3: 
	HealthRow3: 
	NameRow4: 
	AgeRow4: 
	Relationship to ChildRow4: 
	HealthRow4: 
	Married: Off
	Divorced: Off
	Separated: Off
	Other_5: Off
	If separated or divorced, is there shared custody?   No: Off
	If separated or divorced, is there shared custody? Yes: Off
	Arrangements: 
	Who else cares for the child: 
	If applicable, was the child adopted?  No: Off
	If applicable, was the child adopted? Yes: Off
	Circumstances of adoption: 
	Foster care? No: Off
	Foster care? Yes: Off
	Circumstances: 
	Total number of foster placements: 
	No known family health problems: Off
	Unknown child was adopted: Off
	Unknown for another reason: Off
	Tics Tourette: Off
	ADHD Attention Problems: Off
	ADHD Attention Problems_2: 
	Tics Tourette Syndrome: 
	Autism Spectrum Disorder: Off
	Autism Spectrum Disorder_2: 
	Thyroid Disorder: Off
	Thyroid Disorder_2: 
	Behavior problems: Off
	Behavior problems_2: 
	Sleep Disorder: Off
	Sleep Disorder_2: 
	WolffParkinsonWhite: Off
	Birth defects: Off
	Birth defects_2: 
	WolffParkinsonWhite syndrome: 
	Congenital Heart Disease: Off
	Congenital Heart Disease_2: 
	Mental Illness: Off
	Mental Illness_2: 
	Cerebral Palsy: Off
	Cerebral Palsy_2: 
	Anxiety: Off
	Anxiety_2: 
	Convulsions Seizures: Off
	Convulsions Seizures_2: 
	Bipolar Disorder: Off
	Bipolar Disorder_2: 
	Developmental Delay: Off
	Developmental Delay_2: 
	Depression: Off
	Depression_2: 
	Obsessive Compulsive: Off
	Early or Sudden Death if so cause: Off
	Early or Sudden Death if so cause_2: 
	Obsessive Compulsive Disorder OCD: 
	Genetic Disorder: Off
	Genetic Disorder_2: 
	Schizophrenia: Off
	Schizophrenia_2: 
	Long QT Syndrome: Off
	Hearing problems Vision problems: Off
	Hearing problems Vision problems_2: 
	Long QT Syndrome_2: 
	Language Speech: Off
	Hypertrophic Cardiomyopathy: Off
	Hypertrophic Cardiomyopathy_2: 
	Language Speech problems: 
	Intellectual Disability: Off
	Intellectual Disability_2: 
	Learning Problems: Off
	Learning Problems_2: 
	If Yes, what age?: 
	Alcohol or drug abuse by a family member?  Unsure: Off
	Seeing parents hitting/ hurting each other? No: Off
	Witnessing violence (robbery, shooting, etc: 
	)? Yes: Off
	)? Unsure: Off
	)?  No: Off

	Sexual abuse? Yes: Off
	Sexual abuse? No: Off
	Physical abuse? Unsure: Off
	Alcohol or drug abuse by a family member? No: Off
	Alcohol or drug abuse by a family member? Yes: Off
	Seeing parents hitting/ hurting each other? Yes: Off
	Seeing parents hitting/ hurting each other?  Unsure: Off
	Physical abuse? Yes: Off
	Physical abuse?  No: Off
	Sexual abuse? Unsure: Off
	Please note any other relatives with conditions not listed above in the space below: 
	Head Injuries: Off
	Repeated exposure to: Off
	AgeHead Injuries: 
	DetailsHead Injuries: 
	Hydrocephalus: Off
	AgeHydrocephalus: 
	DetailsHydrocephalus: 
	Asthma: Off
	Vision Problems: Off
	AgeVision Problems: 
	DetailsVision Problems: 
	AgeRepeated exposure to tobacco smoke: 
	DetailsRepeated exposure to tobacco smoke: 
	AgeAsthma: 
	DetailsAsthma: 
	Pneumonia: Off
	AgePneumonia: 
	DetailsPneumonia: 
	Glasses: Off
	AgeGlasses: 
	DetailsGlasses: 
	Height: Off
	Hearing Problems: Off
	AgeHearing Problems: 
	DetailsHearing Problems: 
	AgeHeight Growth Problem: 
	DetailsHeight Growth Problem: 
	Diabetes: Off
	AgeDiabetes: 
	DetailsDiabetes: 
	Recurrent Ear Infections: Off
	AgeRecurrent Ear Infections: 
	DetailsRecurrent Ear Infections: 
	Soiling Day Night: Off
	Hearing Aids: Off
	AgeHearing Aids: 
	DetailsHearing Aids: 
	Stomachache: Off
	Nosebleeds: Off
	AgeNosebleeds: 
	DetailsNosebleeds: 
	AgeSoiling Day Night: 
	DetailsSoiling Day Night: 
	AgeStomachache: 
	DetailsStomachache: 
	Weight Problem: Off
	AgeWeight Problem: 
	DetailsWeight Problem: 
	Recurrent Sinus Infections: Off
	AgeRecurrent Sinus Infections: 
	DetailsRecurrent Sinus Infections: 
	Clumsiness: Off
	AgeClumsiness: 
	DetailsClumsiness: 
	Teeth Grinding: Off
	AgeTeeth Grinding: 
	DetailsTeeth Grinding: 
	Weakness: Off
	AgeWeakness: 
	DetailsWeakness: 
	Cavities: Off
	AgeCavities: 
	DetailsCavities: 
	Broken Bones: Off
	AgeBroken Bones: 
	DetailsBroken Bones: 
	Recurrent Strep: Off
	AgeRecurrent Strep: 
	DetailsRecurrent Strep: 
	Meningitis: Off
	AgeMeningitis: 
	DetailsMeningitis: 
	Seasonal: Off
	AgeSeasonal: 
	DetailsSeasonal: 
	Headache: Off
	AgeHeadache: 
	DetailsHeadache: 
	Food: Off
	AgeFood: 
	DetailsFood: 
	Dizziness: Off
	AgeDizziness: 
	DetailsDizziness: 
	Dermatitis Eczema: Off
	AgeDermatitis Eczema: 
	DetailsDermatitis Eczema: 
	Seizures: Off
	AgeSeizures: 
	DetailsSeizures: 
	Birthmarks: Off
	AgeBirthmarks: 
	DetailsBirthmarks: 
	Tics: Off
	AgeTics: 
	DetailsTics: 
	Lead Poisoning: Off
	AgeLead Poisoning: 
	DetailsLead Poisoning: 
	Depression_3: Off
	AgeDepression: 
	DetailsDepression: 
	Anemia: Off
	AgeAnemia: 
	DetailsAnemia: 
	Anxiety_3: Off
	AgeAnxiety: 
	DetailsAnxiety: 
	Bleeding: Off
	AgeBleeding: 
	DetailsBleeding: 
	Aggression: Off
	AgeAggression: 
	DetailsAggression: 
	Heart Defects: Off
	AgeHeart Defects: 
	DetailsHeart Defects: 
	Disruptive Behavior: Off
	AgeDisruptive Behavior: 
	DetailsDisruptive Behavior: 
	HeartRow1: 
	SuicideHomicidal: Off
	Heart DefectsRow1: 
	AgeRow21: 
	DetailsRow21: 
	AgeSuicideHomicidal Ideation: 
	DetailsSuicideHomicidal Ideation: 
	HeartRow2: 
	Heart DefectsRow2: 
	AgeRow22: 
	DetailsRow22: 
	Hallucinations: Off
	AgeHallucinations: 
	DetailsHallucinations: 
	Please use the area below for any other information you feel will be helpful to use in evaluating your child: 
	PRINT NAME: 
	DATE: 
	Text2: 
	Print Name: 
	Childs Name  DOB: 
	Text1: 
	Name: 
	Date: 
	Patients Name: 
	Date of Birth: 
	Patients Address: 
	Phone: 
	CityStateZIP: 
	Medical Record: 
	Therapist: 
	ProviderNurse: 
	Other: 
	Address: 
	City: 
	State: 
	Zip: 
	Phone_2: 
	Fax: 
	Other specify: 
	Dates of Treatment: 
	Dates of Treatment_2: 
	Dates of Treatment_3: 
	Dates of Treatment_4: 
	School Year: 
	Other specify_2: 
	Dates of Treatment_5: 
	This authorization is for year: 
	undefined: 
	or expires: 
	Print NameRelationship: 
	Check Box2: Off
	Check Box3: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Text18: 
	Date Completed: 
	Childs Name: 
	Form completed by: 
	Position: 
	School: 
	Current grade: 
	School Phone Number: 
	List this childs strengths: 
	Gradesplease enclose a report card: 
	Excellent: Off
	Average: Off
	Poor: Off
	Number of missed school days: 
	Reason for poor attendance if applicable: 
	Regular Classroom: Off
	undefined_2: Off
	Receiving tutoring: Off
	Special Education: Off
	Resource Classroom: Off
	Inclusion: Off
	Individual Education Program IEP Educational diagnosis: 
	504 modifications: 
	Response to Intervention RTI Tier 1 or 2: 
	Reading: Off
	Spelling: Off
	Math: Off
	undefined_3: Off
	Speech Therapy: Off
	Occupational Therapy: Off
	Physical Therapy: Off
	Yes If so when: 
	No: Off
	Currently scheduled to have psychoeducational testing completed: Off
	undefined_4: Off
	If so when: 
	No_3: Off
	undefined_5: Off
	Yes If so when_2: 
	YesPeers do not seem to accept child: 
	NoPeers do not seem to accept child: 
	CommentsPeers do not seem to accept child: 
	YesAppears to be a follower easily led by peers: 
	NoAppears to be a follower easily led by peers: 
	CommentsAppears to be a follower easily led by peers: 
	YesLoner always wants to play and be alone: 
	NoLoner always wants to play and be alone: 
	CommentsLoner always wants to play and be alone: 
	YesRidiculed by peers: 
	NoRidiculed by peers: 
	CommentsRidiculed by peers: 
	YesAggressive toward self please describe: 
	NoAggressive toward self please describe: 
	CommentsAggressive toward self please describe: 
	YesIntrusive lacks boundary awareness: 
	NoIntrusive lacks boundary awareness: 
	CommentsIntrusive lacks boundary awareness: 
	YesInterferes with other activities: 
	NoInterferes with other activities: 
	CommentsInterferes with other activities: 
	YesNeeds same routine has difficulty with change or transitions: 
	NoNeeds same routine has difficulty with change or transitions: 
	CommentsNeeds same routine has difficulty with change or transitions: 
	YesEmotional tantrums meltdowns: 
	NoEmotional tantrums meltdowns: 
	CommentsEmotional tantrums meltdowns: 
	YesAvoids eye contact: 
	NoAvoids eye contact: 
	CommentsAvoids eye contact: 
	YesUnusual mannerisms tic vocalizations please describe: 
	NoUnusual mannerisms tic vocalizations please describe: 
	CommentsUnusual mannerisms tic vocalizations please describe: 
	YesDoes not engage appropriately with other children: 
	NoDoes not engage appropriately with other children: 
	CommentsDoes not engage appropriately with other children: 
	YesAtypical play skills: 
	NoAtypical play skills: 
	CommentsAtypical play skills: 
	YesAtypical behavior: 
	NoAtypical behavior: 
	CommentsAtypical behavior: 
	List this childs most impairing challenges: 
	Successful: Off
	Successful_2: Off
	Successful_3: Off
	No_4: Off
	Please share any additional comments that may be helpful as we assess this child: 
	TEACHER NAME: 
	SCHOOL: 
	GRADE: 
	TEACHER FAX: 
	TIME YOU WORK WITH CHILD: 
	WEEKS: 
	radio1: Off
	radio2: Off
	radio3: Off
	radio4: Off
	radio5: Off
	radio6: Off
	radio7: Off
	radio8: Off
	radio9: Off
	txt9: 0
	CLEAR FORM: 
	radio10: Off
	radio11: Off
	radio12: Off
	radio13: Off
	radio14: Off
	radio15: Off
	radio16: Off
	radio17: Off
	radio18: Off
	txt10: 0
	MedicationQs: Off
	radio19: Off
	radio20: Off
	radio21: Off
	radio22: Off
	radio23: Off
	radio24: Off
	radio25: Off
	radio26: Off
	radio27: Off
	radio28: Off
	txt11: 0
	CHILD NAME: 
	TODAY'S DATE: 
	radio30: Off
	radio31: Off
	radio32: Off
	radio33: Off
	radio34: Off
	radio35: Off
	radio29: Off
	txt12: 0
	radio36: Off
	radio37: Off
	radio38: Off
	radio39: Off
	radio40: Off
	radio41: Off
	radio42: Off
	radio43: Off
	txt15: 0
	txt16: 0
	Comments: 
	Motor Tics: Off
	Phonic Tics: Off
	Q3 Tics: Off
	Prev Diag and Tx: Off
	Prev Diag and Tx2: Off
	Prev Diag and Tx3: Off
	Prev Diag and Tx4: Off
	txt20: 0
	txt21: 0
	txt22: 0
	txt23: 0
	txt24: 0
	txt25: 0


