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	Child’s Name:
	Parents or Guardian:

	ECI #:
	Birthday:
	Age:
	Service Provider:

	Medicaid #:
	Is this an
(Initial
(Annual


Transition Plan (required by 24 months) Due By:














	RBI (first visit) Interview Date:
	Date of Arena Assessment :
	Integrated Summary Date: 
	Date of IFSP:

	Physical Exam
( Yes

Date:















(Pending
	28 day intervention visit due:


Services Cannot Start Until The Physical Exam is Received
	Eligibility:

(Medical Diagnosis 






(Developmental Delay 






(Atypical 
	6MR Due By:
	Annual Due By:


The following information was collected during the intake process through the Routines Based Interview, the Family Needs Assessment, medical records, screenings and other assessments. 
	Natural Environments ~ Include where & who 

	Weekdays:  Who are the people that are in your child’s daily life?  Where does your child spend his/her day?








( Assistive Technology

	

	

	

	

	

	Weekends:  Who are the people that are in your child’s daily life?  Where does your child spend his/her day?








( Assistive Technology

	

	

	

	

	General Physical Health:  What important medical information do we need to know about your child?  Does your child see any specialists?  What important medications is your child currently taking or has he/she taken?  Has child’s hearing and/or vision been checked?  Are there concerns?  Instructions?

	

	

	

	

	

	

	

	

	


	Waking:  What time does your child wake up?  How does your child wake up?  What mood is your child in when he/she wakes up?  Where is your child when he/she wakes up? 
(Communication   (Cognitive   (Fine Motor   (Gross Motor   (Social Emotional   (Nutrition   (Vision   (Hearing   ( Assistive Technology   (Self Help

	

	

	

	

	Sleeping:

How does your child get ready for sleep?  How does your child sleep?  Where does your child sleep?  Are there any complications during nap/bed time?  Does your child sleep for other caregivers?  How does that go?

(Communication   (Cognitive   (Fine Motor   (Gross Motor   (Social Emotional   (Nutrition   (Vision   (Hearing   ( Assistive Technology   (Self Help

	Nap:

	

	

	

	Bedtime:

	

	

	

	Feeding/Meals: Who is there? Where does the child/parent eat?  What does your child eat?  Does your child make a choice about his/her meals? 
(Communication   (Cognitive   (Fine Motor   (Gross Motor   (Social Emotional   (Nutrition   (Vision   (Hearing   ( Assistive Technology   (Self Help

	Breakfast:

	

	

	

	Lunch:

	

	

	

	Dinner:

	

	

	

	Snack:

	

	


	Diapering/Dressing:  What kind of communication goes on during dressing?  Who is doing the talking?  Does your child help with dressing?

(Communication   (Cognitive   (Fine Motor   (Gross Motor   (Social Emotional   (Nutrition   (Vision   (Hearing   ( Assistive Technology   (Self Help

	

	

	

	

	

	Getting Ready to Go/Traveling:  How does your child ride in his/her car seat?  How do things go when you are getting ready to go somewhere with your child?  Who usually helps your child get ready?  Does your child like outings?  How do you know?  Is this a stressful activity?  What would make this time easier for you?   What are drop off and pick up time like for your child? Do you or other caregivers have any concerns?
(Communication   (Cognitive   (Fine Motor   (Gross Motor   (Social Emotional   (Nutrition   (Vision   (Hearing   ( Assistive Technology   (Self Help

	

	

	

	

	

	

	

	Down Time/Family Time/Play Time:  What does your family do when relaxing at home?  How is your child involved in this activity?  Is there anything you would like to do in the evening but can not?
(Communication   (Cognitive   (Fine Motor   (Gross Motor   (Social Emotional   (Nutrition   (Vision   (Hearing   ( Assistive Technology   (Self Help

	

	

	

	

	

	

	Bath Time:  Does your child enjoy bath time?  How much does your child do on his/her own?  Who bathes your child and do they talk with your child?  Are there any complications during bath time?

(Communication   (Cognitive   (Fine Motor   (Gross Motor   (Social Emotional   (Nutrition   (Vision   (Hearing   ( Assistive Technology   (Self Help

	

	

	

	

	

	

	


	Shopping:  Does your child enjoy riding in his/her stroller/shopping cart?  Does your child like being at the store?  How is your child involved in shopping?  Is there anything that would make shopping with your child easier?

(Communication   (Cognitive   (Fine Motor   (Gross Motor   (Social Emotional   (Nutrition   (Vision   (Hearing   ( Assistive Technology   (Self Help

	

	

	

	

	

	

	Outdoors:  Who does your child play with outside?  What does your child like to do outside?  In what kinds of outdoor activities does your child like to participate?  How much assistance does your child need?  How does your child interact with other children?

(Communication   (Cognitive   (Fine Motor   (Gross Motor   (Social Emotional   (Nutrition   (Vision   (Hearing   ( Assistive Technology   (Self Help

	

	

	

	

	

	

	

	

	

	My Child’s Strengths
	My Child’s Needs
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