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Child’s Name: 





Date of Birth: 



Parent’s Name: 





Language: 




Phone: 


   Address: 




   City: 



Has your child been assessed and received a diagnosis?
□ yes

□ no

If yes, what is diagnosis? 










Who completed assessment? 










How does your child communicate? 









What are your child’s strengths and interests? 








Are there any health concerns, medication, special adaptations or equipment your child

will need?  












What services does the child receive from other agencies (include name of agency and contact person)? 

Are there any concerns you have regarding your child’s placement into the program? 

Is there anything else you would like to share with us regarding your child? 



Staff completing form: 






Date: 



Obtain signed ROI listing agencies from above & Parents Rights and Due Process forms.
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