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Parent and Child Intake & Assessment Form (Ages 2–6)
1. Child Information
Child’s Name: __________________________
Date of Birth: __________________________  Age: _______
Gender: __________________________
Address: ______ ____________________
Primary Language(s): __________________________
2. Parent/Guardian Information
Parent/Guardian Name(s): __________________________
Phone Number: __________________________
Email: __________________________
Emergency Contact: __________________________
3. Reason for Referral / Parent Concerns
What concerns do you have about your child’s development?

When did you first notice these concerns?

What are your goals for your child?

4. Developmental History
Pregnancy/Birth complications: ☐ Yes ☐ No
If yes, explain: __________________________
Did your child meet early milestones on time?
Crawling: ☐ Yes ☐ No ☐ Unsure   Walking: ☐ Yes ☐ No ☐ Unsure                                       First words: ☐ Yes ☐ No ☐ Unsure
Developmental Concerns (check all that apply):
☐ Speech/Language Delay   ☐ Social Skills  ☐ Behavior   ☐ Feeding Concerns
☐ Sensory Sensitivities         ☐ Attention/Focus
☐ Other: __________________
5. Medical & Diagnosis Information
Has your child been diagnosed with:
☐ Autism Spectrum Disorder
☐ Speech/Language Delay
☐ ADHD
☐ Other: __________________________
Pediatrician Name/Number  						
Current medications: __________________________			
Allergies: __________________________				
6. Communication Skills
How does your child communicate?
☐ Words   ☐ Phrases   ☐ Gestures   ☐ Pointing    ☐ Pulling/leading     ☐ Sounds only
Does your child:
Respond to name? ☐ Yes ☐ No    Make eye contact? ☐ Yes ☐ No                                             Use words consistently? ☐ Yes ☐ No
7. Social Skills
Does your child:
Play with others? ☐ Yes ☐ No   Show interest in other children? ☐ Yes ☐ No                        Take turns? ☐ Yes ☐ No    Engage in pretend play? ☐ Yes ☐ No                                            Have a fascination with water? ☐ Yes ☐ No
8. Sensory Processing
Is your child sensitive to:
☐ Loud noises     ☐ Bright lights    ☐ Textures (clothes/food)    ☐ Touch
Does your child seek:
☐ Movement (jumping, spinning)    ☐ Deep pressure (hugs, squeezing)
☐ Sensory toys
9. Behavior Profile 
A. General Behavior
How would you describe your child’s behavior overall?
☐ Easygoing       ☐ Active       ☐ Impulsive    ☐ Easily frustrated
☐ Other: __________________________
B. Challenging Behaviors Observed
(Check all that apply)
☐ Tantrums/meltdowns  ☐ Aggression (hitting, biting, kicking)    ☐ Self-injury (head banging, scratching)   ☐ Throwing objects   ☐ Difficulty with transitions    ☐ Short attention span          ☐ Elopement (running away)     ☐ Repetitive behaviors (rocking, flapping)


C. Triggers
What typically causes these behaviors?
☐ Transitions   ☐ Denied access   ☐ Communication frustration     ☐ Sensory overload             ☐ Changes in routine      ☐ Unknown
D. Frequency & Intensity
How often do behaviors occur?
☐ Daily ☐ Weekly ☐ Occasionally
How intense are the behaviors?
☐ Mild ☐ Moderate ☐ Severe
E. Calming Strategies 
What helps calm your child?
☐ Music    ☐ Deep pressure    ☐ Favorite toy    ☐ Quiet space      ☐ Being held
☐ Other: __________________________
10. Daily Living Skills
Feeding: ☐ Independent ☐ Needs help ☐ Picky eater
Toileting: ☐ Trained ☐ In progress ☐ Not yet
Sleep: ☐ Sleeps well ☐ Difficulty falling asleep ☐ Wakes frequently
11. Educational / Therapy History
Has your child received services? ☐ Speech Therapy
☐ Occupational Therapy  ☐ ABA Therapy  ☐ EarlySteps
Current services: __________________________

I certify that the above information is accurate to the best of my knowledge.
Parent/Guardian Signature: __________________________
Date: __________________________
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