


RUBI PT INTAKE FORM

	


Family Information

	Today’s Date
	

	Clinician(s) present:
	

	Start Time
	
	End Time
	

	Family Members Present:
	



	Best Way to
 Contact Family:
	

	Caregiver 1 Information

	First Name: 
	
	Last Name
	

	Caregiver 2 Information

	First Name: 
	
	Last Name
	

	Child’s Information

	First Name: 
	
	Last Name
	

	Date of Birth (YYYY-MM-DD)
	
	Age
	

	MRN
	

	Ethnicity: 
	|_|  Hispanic or Latino  |_|  Non-Hispanic or Latino

	Race: 
	|_|  American Indian or Alaska Native  |_|  Asian  |_|  Black or African American  
|_|  Native Hawaiian or Other Pacific Islander  |_|  White  |_|  Other_____________

	Other Children in Family

	Names and Ages 
	





	Other Family Information

	What is the primary language spoken in the home?

	

	Are there any other languages spoken in the home?

	If yes, please list:

	NOTE whether interpreter services will be needed when working with the family

	|_| Yes   |_| No





	


School Information

	School Name
	
	School District:
	

	Grade
	
	Teacher’s Name
	

	Classroom Placement
	
	IEP/504?
	

	Services Child Receives in School (e.g. speech, OT)
	Service/ Intensity (hours/week)

	
	

	Does challenging behavior occur at school?                   

	Yes |_|    No |_|    Not Sure |_|  If yes, LIST BEHAVIOR TOPOGRAPY, ANTECEDENTS, CONSEQUENCES:





	Are there any interventions that the school has tried or is currently using to decrease challenging behaviors?

	Yes    |_|    No   |_|    Don’t Know   |_|    If yes, DESCRIBE INTERVENTION STRATEGIES:





	


Medical/Psychological Information

	Does your child have any current medical/psychological diagnosis?
	Yes    |_|    No   |_|

	Diagnosis
	Date Received
	Who provided this diagnosis? 
	Where was the diagnostic report completed?

	
	
	
	

	
	
	
	

	
	
	
	

	If the diagnosis was provided outside of the Center, please ask for a copy of the report 

	Does your child currently take any medications?

	Yes    |_|    No   |_|

	If yes, please list the medication, type, dose, and benefits/negative effects of the medication you have noticed.

	Medication Type
	Dose
	What benefits/negative effects have you noticed?

	
	
	

	
	
	

	
	
	

	
	
	

	Please list any other medical problems we should be aware of:

	

	



Other Treatment Information

	Are there any other therapists the child currently sees outside of school?  Yes   |_|    No   |_|    Don’t Know   |_|

	If yes, please DESCRIBE (provider name, type of service (e.g. OT, PT, speech), target of service, intensity)

	

	

	


 Behavioral Services

	Are there any providers or therapists the family has seen or currently sees to address challenging behaviors?

	Yes    |_|    No   |_|    Don’t Know   |_|

	If yes, please DESCRIBE (provider name, length of service, target behaviors in treatment, intensity)

	

	

	Did the therapy help with the behaviors?
	Yes    |_|    No   |_|    Don’t Know   |_|



	

Adaptive Behavior

	How does your child communicate? 

	|_|
	Speaks in sentences
	|_|
	Uses single words
	|_|
	Makes sounds

	|X|
	Sign Language
	|_|
	Gestures (e.g., points or leads you by the hand)

	|_|
	Picture System
	|_|
	Augmentive Communication Device (e.g., Dynavox or Ipad)

	|_|
	Additional description of language skills: 



	Does your child: Make sure to clarify if the child “CAN’T” do it vs. “WON’T” do it

	Understand simple instructions/commands (e.g., come here, put on your shoes)?
	Yes    |_|    No   |_|

	Put on and take off clothes and shoes independently?
Describe any “compliance” challenges here.





	Yes    |_|    No   |_|

	Have difficulty seeing (i.e., visually impaired)?
	Yes    |_|    No   |_|

	Have difficulty hearing (i.e., hearing impaired)?
	Yes    |_|    No   |_|

	Have difficulties eating/drinking (e.g., child is selective or refuses to eat/drink?
If yes, GET DESCRIPTION OF FEEDING ISSUES:






	Yes    |_|    No   |_|

	Have difficulties going or staying asleep at night?
If yes, GET DESCRIPTION OF SLEEP ISSUES:






	Yes    |_|    No   |_|

	Toilet trained during waking hours?
	Yes    |_|    No   |_|

	Toilet trained during sleeping hours?
	Yes    |_|    No   |_|

	If yes to either, GET DESCRIPTION OF TOILETING ISSUES:





	Target Behaviors

	Which behaviors are of concern for you and/or your child:

	Check if behavior is of concern
	Behavior

	|_| Hurts Others
	|_| Hits      |_| Pushes         |_| Scratches       |_| Pinches         |_| Kicks               |_| Bites    |_| Pulls hair     |_| Slaps              |_| Punches        |_| Hits with items

	
|_| Hurts Self
	|_| Scratches     |_| Pinches    |_|  Bites    |_| Slaps    |_| Pulls hair    |_| Hits head
|_|  Pokes Eye  |_| Other ____________________________________________  

	|_| Inappropriate
Language
	|_|  Curses          |_| Name Calls          |_| Threatens          |_| Teases 
|_| Other _________________________________________________________

	|_| Inappropriate Sexual Behaviors
	|_| Exposing self in public  |_| Removes clothes in inappropriate places  
|_| Masturbating in public places  |_| Touching others in inappropriate places

	|_| Destructive Behaviors
	|_| Throws     |_| Slams      |_| Hits      |_| Kicks      |_| Breaks      |_| Tears/Rips
|_| Toys        |_| Furniture        |_| Walls         |_| Doors       |_| Clothing  
|_| Other item(s) in such a way that you are concerned the item will be damaged. 

	|_| Has Meltdowns
	If yes, please describe (i.e., how long, occurs with other problem behavior, etc.)?




	|_| Has difficulties following instructions (describe)
	|_| Has difficulties with transitions (describe)




	|_| Plays with feces
	|_| Eats non-food items

	|_| Runs away in the community
	

	|_| Other (please explain):
	



	Of the problems you listed above, which are the MOST concerning for you?

	1.
	

	2.
	

	3.
	

	4.
	

	5.
	


	BEHAVIOR DESCRIPTION

	BEHAVIOR
	FREQUENCY/
DURATION
	ANTECEDENTS
	CONSEQUENCES

	








	
	
	

	








	
	
	

	








	
	
	

	








	
	
	

	How has it impacted your family, your routines (e.g., running errands, going to family gatherings)
With whom does this problem behavior occur (sibling, parent, teacher, peers)









	Information on Family Values, Beliefs, Culture

	(Follow up from RUBI Policies and Procedures) We understand that all families hold unique values and beliefs that inform their family structure and approach to parenting. For example, a family may hold the value of being a “no screens” home. They may report on challenges around extended family or community support in relation to understanding their child’s diagnosis or challenging behaviors. One family may embrace co-sleeping while another may choose to target having their child sleep in their own bed. Our goal in RUBI is to be responsive to and respectful toward your own family’s unique make up, and to ensure your values are represented and incorporated into our intervention plan. With that in mind, we would love to hear from you anything that would be helpful to inform how we support and better understand you, your family, and your child as we work together in the RUBI program.













	Anything else would you like for us to know?

	






	BEHAVIOR OBSERVATION NOTES

	








	RECORD REVIEW NOTES

	Date:
	
	Time Start
	
	Time End
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