Child’s NAME

DOB: xx/xx/19xx


Lives with parents (___________and ___________) and sibling(s) (xth grade at school, sibling’s name).

Pets: 



Health issues: 

· Things to watch for: 

· Wears glasses, etc.?



Diet: list any food restrictions/aversions


Strengths:

· Past year has been overcoming....

· Wants to... 

· Likes to ... 

· Excellent memory for....

· Learns through …..


Challenges and things [Name] is working on:

· Some learning requires...

· One of the things we are focusing on....


In the community: (list camps, church, outings, volunteering, sports, movies, museums, zoo, music, activities, etc)


Therapies outside school: (list current and recent therapies: Yoga, PT, ABA, Tutoring, OT, vision therapy, Speech/Language, hippotherapy, social groups, etc.)


Things [Name] likes and is motivated by: (activities, social, play, media, etc)


Things that help if [Name] is upset:

· When asked to work on a challenging task: 

· Sensory input: 

· Self-talk: 

· Foods / oral stimulation: (crunchy, chewy, sour, etc or massaging jaw hinge, etc.)


Goals for 2010-2011 school year:
Classroom: (academic, social, technology, transitions, communication, autonomy, etc.)

PT/OT: (self care, skill development, fine motor, motor planning, etc.)


Speech/Language Development: (language understanding, conversation skills, following sets of directions, etc.)


To contact Mom: (list preferred email and phone contact info)

