
ABA Child Intake Form
This form is to be completed by the Parent/Guardian of the client prior to the initial consultation visit.

Medical Information

Name of Physician:

Physician's Address:

Physician's Phone Number:

Does your child have any current health condition?

[  ]  Yes   [  ]  No

List any medications your child is currently taking, including the dosage, frequency, and any side 
effects experienced.

Does your child currently have any diagnoses?

[  ]  Yes   [  ]  No

Educational Information

Does your child attend school?

[  ]  Yes   [  ]  No

Name of School:

Classroom Type:

Teacher/Grade:

Address:

School Phone Number:



Current/Previous Therapy Provider Information

Behavioral Therapy

Provider Name:

Contact Name:

Phone Number:

Dates of Service:

Please state the therapy outcome with the behavioral therapy provider.

Speech Therapy

Provider Name:

Contact Name:

Phone Number:

Dates of Service:

Please state the therapy outcome with the speech therapy provider.

Occupational Therapy

Provider Name:

Contact Name:

Phone Number:

Dates of Service:

Please state the therapy outcome with the occupational therapy provider.

Other Therapy

Provider Name:

Contact Name:

Phone Number:

Dates of Services:



Please state the therapy outcome with the other therapy provider.

Child’s Current Behaviors and Expected Outcomes

Please provide detail regarding the concerns of your child’s development (if any).

Please describe any problem behaviors or interfering behaviors of concern.

Please state the expectations/goals that you have for your child while engaging in a behavioral 
program.

Please list any other information that may be helpful while assessing and/or conducting therapy with 
your child.

Referred by:


	Name of Physician: Dr. Sarah Wilson
	Physician  s AddressRow1: 123 Main St, Anytown CA 12345
	Physician  s Phone Number: (555) 234-5678
	List any medications your child is currently taking including the dosage frequency and any side effects experiencedRow1: Adderall XR 20mg once daily for ADHD - side effects include decreased appetite and difficulty sleeping
Melatonin 3mg at bedtime as needed for sleep
	Name of School: Sunny Valley Elementary
	Classroom Type: Special Education
	TeacherGrade:  Mrs. Roberts, 3rd Grade
	AddressRow1: 456 School Road, Anytown CA 12345
	School Phone Number: (555) 987-6543
	Provider Name: ABC Behavior Clinic
	Contact Name: Jessica Lee
	Phone Number: (555) 246-8135
	Dates of Service: September 2021 - May 2022
	Please state the therapy outcome with the behavioral therapy providerRow1: Some improvement in following instructions but still struggles with tantrums.
	Provider Name_2: Speech Pathways
	Contact Name_2: Michael Harris
	Phone Number_2: (555) 193-4726
	Dates of Service_2: August 2020 - Present
	Please state the therapy outcome with the speech therapy providerRow1: Steady progress in expanding vocabulary and improving articulation.
	Provider Name_3: Kidz Occupational Therapy
	Contact Name_3: Amy Thompson
	Phone Number_3: (555) 284-9162
	Dates of Service_3: January 2022 - Present
	Please state the therapy outcome with the occupational therapy providerRow1: Improving fine motor skills but still has difficulties with sensory processing.
	Provider Name_4: 
	Contact Name_4: 
	Phone Number_4: 
	Dates of Services: 
	Please state the therapy outcome with the other therapy providerRow1: 
	Please provide detail regarding the concerns of your childs development if anyRow1: Main concerns are tantrums, not following instructions, sensory issues, and social skills deficits.
	Please describe any problem behaviors or interfering behaviors of concernRow1: Frequent tantrum behaviors including screaming, crying, dropping to the floor when given an instruction he doesn't want to follow. Sensory sensitivities to loud noises and food textures.
	Please state the expectationsgoals that you have for your child while engaging in a behavioral programRow1: To reduce tantrum behaviors and increase compliance with instructions. To improve his ability to tolerate noise/textures and expand the range of foods he'll eat. To develop basic social skills like turn-taking and greetings.
	Please list any other information that may be helpful while assessing andor conducting therapy with your childRow1: He is highly motivated by tablet/screen time and physical play like chase games. Visual supports are very helpful for him. Transitions between activities are very difficult.
	Referred by: Dr. Wilson, pediatrician
	Group1: Choice1
	Group2: Choice3
	Group3: Choice5


