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65 Wehrle Drive Buffalo, NY 14225

716-833-2213 FAX 716-833-2244

Specialist in Autism, Child Development, Brain Injury and Stroke

Name Age

Date: /[

Last Name: Mi First name:
Date of Birth VA | Sex: M F
Address:
Home Phone (___) - Primary E-mail Address:
Primary language: Other language (s}
Caretaker 1:
Relationship:
Last Name: First Name:
Cell Phone: ( } - Work Phone: { ) -
Occupation: E-Mail Address
Caretaker 2:
Relationship:
Last Name: First Name:
Cell Phone: { } - Work Phone: (___) -
QOccupation: E-Mail Address
Who referred you to our medical office?
Primary Physician: Phone #
Other children in the Family:

Grade




Conception:

Was there anything unusual about the pregnancy or birth?

If yes, please describe:

Was the mother sick during the pregnancy?
if yes, please describe:

How many months was the pregnancy?
3

Did the child go home with his/her mother from the hospital? :.jYes Iz
if the child stayed in the hospital, please describe why and how long:

ginal or by caesarean section?
and general condition at birth?

Was the delivery va
What was the child’s weight

&

Medical Dlagosis (if applicable):

ur child had any of the following?

Has yo
7 Adenoidectomy : Encephalitis
Allergies Flu
i Breathing difficulties Head injury
High fevers

Colds . Measles
Ear infections | Meningitis i Tonsillitis
how often? Mumps Vision problems

i Ear tubes | Scarlet fever

If your child has allergies, please list:
Other serious injuries/surgeries:
s your child currently {or recent

If yes, why?

ly) under a physician’s care?

please list any medications your child takes regularly:




please state the approximate age you child achieved the following developmental milestones:

Grasped crayon/pencil

Rolling

Sat up alone Stopped using pacifier
Stood up self-fed with utensils
Crawled Said first words

Walked Spoke in short sentences
Babbled Toilet trained

Does your child...

Choke on food ot liquids?

Currently put toys/objects in his/her mouth?

| Brush his/her teeth and/or allow brushing?

s

Is there a language other than English spoken at home?

if yes, please specify:

Sommiey

{1 No

Does the child speak the language?

Does the child understand the language?

What language does the child prefer to speak at home?

Do you feel your child has a speech-language disorder?

If yes, please describe:

Do you feel your child has a hearing disorder?

If yes, please describe:

e

Has your child ever had a speech evaiuation/screening?
if yes, when and where?
What were you told?




Has your child ever had speech therapy? :
If yes, when and where?
What was he/she working onh?

Has your child received any other evaluation/therapy (e.g. physical therapy, occupational therapy,
T
f:':‘-,'i'}; NO

vision therapy)?
-

Is your child aware of, or frustrated by, any speech/language difficulties?

- -

What are your child’s preferred activities/toy(s)?

T
T T T

What are your primary concerns/goals?

Does your child...
£y

i.: Repeat sounds, words or phrases over and over?

Lol Understand what you are saying?

Retrieve/point to common objects upbn request (ball, cup, shoe)?
Follow directions (“Get your shoes” or “Bring the ball”)?

Respond correctly to yes/no guestions?

i1 Respond correctly to who/what/where/when/why questions?




Your child currently communicates using...

i Body language/gestures

! Sounds (vowels, grunting)
-1 Words sounds (vowels, grunting)
Two to four word sentences

"} sentences longer than four words

. Separation difficulties

.1 Easily frustrated/impulsive

1 Stubborn

i
i

Other _

i Augmentative and Alternative Communication (AAC) device

1 Restless

Poor eye contact
Easily distracted/short attention
Destructive/aggressive

Withdrawn

7 inappropriate behaviors

Self-abusive hehaviors

What does your child eat/drink for...

Breakfast

]

Drinks:

Dinner

-




herapies does your child currently receive?

What othert
/
/

ur primary concerns/goals?

What are yo

self-Help Skills:
T I S

Toileting

nal Behavior Characteristics:
I} Poor safety awareness

Social-Emotio
] Appropriate response to stimuli

Response to environment: ;

ppears aware of objects

independent play impulsive

Approach to task:
Disorganized

ays “I can’t’




| Follows verbal directions Eollows visual directions

Direction following:
. Follows physical directions Unable to follow directions

Follows 1 step directions Follows 2 step directions

Attention to task: 7 Distractible

_ i Not engaged by environment

Alertness:
nahle to transition easily

Transitions:

petitive behaviors consist of:

My child’s re

If your child is in school, please answer the following:
Name of the school and grade:

Teacher’'s name:

Has your child repeated a grade?

What is your child’s favorite subject?

Is your child having difficulty with any subjects?




lAutusm Svmptoms MarkO 10 \

iLangua@

T Socialization with peers

T Stimming Behaviors (hand flap
| walking)

ping/toe

| Hands Over Ears

| Feeding s sensitivities (texture) |

| Eye contact

| Reciprocal play

| Imaginative play

wlee|~]a| |

TSocialization with adults |




Autism Symptoms ’




Autism Symptoms Monitoring
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2. !aar.:i{ {}f back and forth communication ((m y Iy talks to get nm&df
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‘4| taekef interast in pthers

| tack of general awarcness of gurmundmgf
| Appetita; picky eater |
ifﬂﬂgwmg ﬂ;red‘fgmﬁ - )
1 | Pty Train ?ﬂ
4 | Doesn'tgreet others = Hi or fiye. }
10 | Doesn'tride a bike
11 | Echolalia |
17 | Inability io move on - - gets sirck on ane schivily
13 | Temper Tantrims
| whining/ Crying {not using words)
ToeWalking
| Doesi't use a Spoon oF fack
T poearitdress imset

“18 | Hard to motivate (not willng o try}




