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PRESCHOOL/EARLY INTERVENTION QUESTIONNAIRE
Child’s Name




         Child’s Date of Birth

Name/Address of Program

How often does your child attend?                    Days per week  


Hours per day

How long has your child attended this program?

Number of children in classroom



Staff ratio

Please Check Type of Program(s) Child Attends:

	Child Care Program
	Home Based Program

	Nursery School
	Center Based Early Intervention Program

	Special Education Preschool
	Other (if so, please explain)

	Integrated Preschool
	


Has this child been reviewed by Committee on Preschool Special Education (CPSE)?  YES/NO

If yes, when?


Was he/she classified?  YES/NO

Does this child currently have an IFSP?  YES/NO

Name of child’s home school district:

Does this child receive services (ie: physical therapy, music therapy, counseling)? YES/NO

If yes, please identify service(s) received and how often services are delivered?

	Service(s) Received
	Type of Service

Direct, Indirect and/or Consult

Individual or Group
	Frequency & Length

Of Service
per week/month
	Push-In or Pull-Out    

	Speech/Language Therapy
	
	
	

	Occupational Therapy
	
	
	

	Physical Therapy
	
	
	

	Special Education 
SEIT (Sp. Ed. Itinerant Teacher) 

Ages 3-5 yrs.  or

Sp. Instruction for ages Birth – 2 yrs. 
	
	
	


Any other services:
Does this child have a 12 month program or receive services during the summer?  YES/NO
Does this child have an instructional team with an assigned case manager? YES/NO    

PREVIOUS EVALUATIONS:      Please attach evaluations to this form
Psychological:  


Date(s)




Results

Educational:



Date(s)




Results

Speech/Language:


Date(s)




Results

Occupational Therapy:

Date(s)




Results

Physical Therapy:


Date(s)




Results

Other Evaluations:


Date(s)




Results

PLEASE COMMENT ON THE FOLLOWING AREAS (strengths, concerns, description of difficulties)
Vision/Hearing:
Verbal Expression/Ability to Communicate: (Note any strengths or problems such as vocabulary, organizing and expressing ideas, speech intelligibility)

Auditory Processing: (Note any strengths or problems such as following/understanding directions, understanding oral presentations)

Fine Motor, Eye Hand Coordination and Gross Motor Skills:
Organizational Skills: (Note keeping track of belongings/materials/finding toys/materials, etc.)
Home/Family Environment:

Separation from Parents or Adults:

Quality of Play: (Any repetitive play or restricted interests?)
Ability to Transition:
Social-Emotional Skills:

Peer Relationships:

Behavior: (Note if child exhibits symptoms of hyperactivity, impulsivity, distractibility, inattention, aggressive behavior, withdrawal, tantrums or other behavioral concerns) Please explain/describe:
· Has an FBA (Functional Behavioral Assessment) been completed?  YES/NO 
If yes, when?



Who completed the assessment?
· Has a BIP (Behavior Intervention Plan) been developed?  YES/NO
If yes, when



Who developed the BIP?
Describe how this child works and/or plays under the following specific conditions:
	Alone


	                 

	Small Group


	

	Large Group


	

	Quiet Environment
	

	Little Supervision


	

	Free Play Time


	


Instructional Strategies (Please indicate which procedures or methods you have found successful)
Ability to profit from current services/programs:

What are the greatest strengths of this child?

What are your main issues/concerns about this child?

Questions you would like addressed:

Name(s) of persons completing this questionnaire:

Title/Position







Date
Title/Position







Date


Please return completed questionnaire to:

Caryn Garriga, M.D.; 249 Clarkson Road, Suite 102; Ellisville, MO  63011

FAX: (636) 527-8912

Phone: (636) 527-8900
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