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Questionnaire for children with Autism & Related Developmental and/or Attention Problems

Note: In this questionnaire “you” is used as if the child were answering questions, avoiding
repetition of him/her

Date:
First Name: Middle: Last Name:
Birthdate (mm/ddlyy): Place of Birth (City, Country):

/ /
[ Male []Female Eye Color: Hair Color:
. OdaAds[AaB[]O Allergy to medication: Hair Texture:
Blood Type: Rh +D = D
Height: Weight: (Ibs)
Address ]
Street: City
Prov: Postal Code:
] ~ Referred by: — T

Home Telephone: ( )
Mother's Occupation: Work Phone:
Name:
Father's Name: Qccupation: Work Phone:
Person(s) filling out this questionnaire: Date:

Emergency Contact Information:

Who can we contact in an emergency situation?

How are you related to this person? (i.e. Mother/Father, Wife/Husband)
Home Telephone: Work:







