Home-Based Behavioral Intervention
Application
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Date of birth: Behavioral Interventions for Young Children

Parents’ name(s):
Address:

Home phone number:
Work phone number:
Email address:

Child’s primary diagnosis:
Secondary diagnosis:

Family History
Occupations:
Mother:
Employer:
Father:
Employer:
Siblings:
Brother(s): Age(s):
Sister(s): Age(s):
Do you have any concerns regarding your child’s siblings? If so, please explain.

Medical History/Sensory Deficits
Complications during pregnancy:

Childhood illnesses:

Current medications:

Is your child on a special diet? If so, please describe:

Allergies:

Do you suspect any of the following?
Hearing difficulties:
Visual difficulties:
High/low pain tolerance:

Fears/sensitivities:




Developmental History

When did your child:
Walk:
Sit up:
Sleep through the night:

Has your child lost skills/regressed in any area? If so, explain:

Social and Play Skills
Please describe your child’s play:

What toys/activities does your child particularly enjoy?

Does your child show interest in other children?

Does your child visually reference you during play?

Communication Skills
How does your child communicate wants/needs? (crying/yelling, gestures, words, signs, pictures, etc.)

Does your child respond to simple directions? If so, how consistently?

Does your child say any recognizable words? How many? When?

Self-help Skills
Please describe the following self-help skills:
Toilet training:

Dressing:

Feeding:

Inappropriate Behaviors
Describe any inappropriate behaviors that are of concern:

Describe any repetitive or ritualistic behaviors:

Other Services
Describe any other services you child is currently receiving or has received in the past:

Does your child currently attend school? If so, please describe:

Other Comments/Concerns




