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  Client Intake Form

Additional pages may be attached if more space is required for any section.

Client Basic Information
	
First and Last Name:_________________________________________________________

Date of Birth:______________________________     Gender:__  PMI: ________________

Insurance Name: _________________________  Social Security#: ____________________

Policy # (if different from MA):  ________________________

Primary Address:____________________________________________________________

                            ____________________________________________________________

Client Lives With:____________________________________________________________

Language(s):_______________________________________________________________ 

Family/Cultural/Religious Considerations:_________________________________________

__________________________________________________________________________

__________________________________________________________________________

Parent/Legal Guardian Name:_________________________________________

Phone Number:____________________________________________________

Email:____________________________________________________________

Preferred Language: ________________________________________________
Preferred Contact Method(s): ❏Call  ❏Email  
-----------------------------------------------------------------------------------------------------------------------------------

Parent/Legal Guardian Name:_________________________________________

Phone Number:____________________________________________________

Email:____________________________________________________________

Preferred Language: ________________________________________________
Preferred Contact Method(s): ❏Call  ❏Email  




Individual Completing This Form
	First and Last Name:_________________________________________________________

Relationship to Client: ❏Parent   ❏Legal Guardian  ❏Other:__________________________

Contact Information if Not Above: _______________________________________________



Medical Information
	List the individual’s diagnoses with diagnosis dates (approximations are ok):

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

Describe any major medical history (hospitalizations, surgeries, seizure activity, etc.):

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

List the individual's current and previous prescription medications with dosages:

Current:___________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

Previous:___________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

List the individual's current and previous therapies with weekly hours and approximate dates:

Current:___________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

Previous:___________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

List the individual’s allergies or sensitivities to foods or other substances:

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________



Diet
	Describe the individual’s eating habits in terms of variety, amount, and mealtime information:

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________



Sleep
	Describe the individual’s sleeping habits, including where and with whom they sleep, time sleeping at night, whether they nap, sleep disruptions, and other sleep-routine information:

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________



Toileting
	Is the individual fully toilet-trained? ❏Yes  ❏No
Are they independent with toileting routines? ❏Yes  ❏No
Do they wear diapers, pull-ups, or training pants? ❏Yes  ❏No
Do they indicate when they need to use the bathroom or be changed? ❏Yes  ❏No

Describe relevant toileting information below, including which parts of the process the individual can do on their own and what types of assistance they require:
__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________



Education
	Does the individual attend school?  ❏Yes   ❏No - did previously   ❏No - did not previously
List the individual’s current school name, type of classroom, and grade:

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

Does the individual have any of the following?
❏IFSP - Individualized Family Service Plan   ❏IEP - Individualized Education Program   ❏504 Plan

Describe the services and/or accommodations and other details from this plan:  

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

Describe any other relevant school information (current or previous):

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________


Preferences
	What are some of the individual’s preferred activities, toys, foods, and other items?

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

Are there activities, items, sounds, etc. that the individual does not like and/or avoids?

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________





Strengths and Deficits
	What are some of the individual’s strengths? What do they do well?

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

What are areas where the individual shows deficits? With which types of skills and activities does the individual have difficulty?
__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________




Current Skill Repertoire
	How does the individual communicate? (check all that apply)
❏Vocal   ❏Sign Language   ❏Electronic Communication Device   ❏Pictures/Images
❏Pointing/Gesturing   ❏Physically Leading Others to Desired Items/Activities 
❏Single Words   ❏Phrases with 2-3 Words  ❏Full Sentences 

❏Other:____________________________   ❏Other:____________________________

Describe the individual’s primary methods of communication:

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

Does the individual approach both adults and peers to initiate social interactions? How?

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

What types of social interactions does the individual prefer?

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________




Challenging Behaviors
	Does the individual engage in any unsafe or inappropriate behaviors? (check all that apply)
❏Aggression toward others   ❏Aggression toward animals   ❏Self-injury   ❏Elopement  ❏Property Damage   ❏Noncompliance regarding safety instructions   

❏Other:____________________________   ❏Other:____________________________

Describe the behaviors, including how often they occur and in which situations:

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

How do family members and others respond to the individual’s challenging behaviors?

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________



Client/Family Program Goals
	What are 2-4 goals you would like to have addressed over the next 6 months?

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

What are 2-4 goals you would like the individual to meet within the next 5-10 years?

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

What are 1-2 family/caregiver goals you would like to address over the next 6 months?

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________



Coordination of Care
	Primary Care Provider

Name:_____________________________________________________________________

Clinic:_____________________________________________________________________

Contact Information:__________________________________________________________



Occupational Therapist

Name:_____________________________________________________________________

Clinic:_____________________________________________________________________

Contact Information:__________________________________________________________

Speech Therapist

Name:_____________________________________________________________________

Clinic:_____________________________________________________________________

Contact Information:__________________________________________________________

Other Specialist - Type: _________________________

Name:_____________________________________________________________________

Clinic:_____________________________________________________________________

Contact Information:__________________________________________________________

Teacher - Grade/Class: _________________________

Name:_____________________________________________________________________

School:____________________________________________________________________

Contact Information:__________________________________________________________

Other School Professional - Type: _________________________

Name:_____________________________________________________________________

Contact Information:__________________________________________________________





Availability

	Indicate when the individual is available to receive services by filling in the hours of availability each day or by checking None if they are not available on a given day:

	Day
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday
	Sunday

	Times

	❏None
	❏None
	❏None
	❏None
	❏None
	❏None
	❏None
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