First Step Behavioral Services: 	Application for Services

First Step Behavioral Services: 	Application for Services
Return to: cwilliams@firststepbehavior.com or Fax: 919-924-0299
Please complete all sections. If an item does not apply, please mark NA
	Contact Information

	Client Name:  
	Age: Click or tap here to enter text.

	DOB: Click or tap to enter a date.
	Grade/Employment: Click or tap here to enter text.

	Date Form Completed: Click or tap to enter a date.
	Gender Identity (client):                      ☐  Male  	☐ Female 
                              ☐ Something else   ☐ Decline to Answer

	Languages Spoken in the home: Click or tap here to enter text.

	Address: Click or tap here to enter text.

	Email Address: Click or tap here to enter text.

	Preferred Telephone: Click or tap here to enter text.
	
	Other Telephone: Click or tap here to enter text.

	
	
	

	Spouse/Partner Name: Click or tap here to enter text.

	Address: Click or tap here to enter text.

	Email Address: Click or tap here to enter text.

	Preferred Telephone: Click or tap here to enter text.
	
	Other Telephone: Click or tap here to enter text.

	Marital Status ☐Married  ☐Never Married   ☐Divorced/Separated  ☐Widowed
Family Composition: Siblings (with ages) and others in the home:


	Legal concerns?		☐ Yes		☐ No
Cultural concerns if any:
Click or tap here to enter text.

	Emergency Contact: 

	Name: Click or tap here to enter text.
Relationship to the client: Click or tap here to enter text.
Phone Number: Click or tap here to enter text.

	Primary Care Physician (PCP) and Insurance Information

	PCP: Click or tap here to enter text.
	PCP Address: Click or tap here to enter text.

	PCP Phone: Click or tap here to enter text.
	PCP Fax: Click or tap here to enter text.

	Insurance Provider: Click or tap here to enter text.
	Insurance ID: Click or tap here to enter text.

	Group Number: Click or tap here to enter text.
	Membership Number: Click or tap here to enter text.
	

	Reason for Referral

	Why are you pursuing services? Click or tap here to enter text.
. 

	Language / languages spoken in home.   Click or tap here to enter text.

	Client’s availability for services:
Please check all available times.
	Time 			Mon 	Tues 	Wed 	Thur     Fri    Sat
8:00-12:00am 		☐      	☐	☐	☐	☐     ☐
10:00-2:00pm		☐      	☐	☐	☐	☐     ☐
12:00-4:00pm		☐      	☐	☐	☐	☐     ☐
2:00-6:00pm		☐      	☐	☐	☐	☐     ☐
3:00-7:00pm		☐      	☐	☐	☐	☐     ☐	        	

	
	

	
	

	Client Developmental History
	Yes
	No
	Comments / Describe:

	Pregnancy / Prenatal Complications?
Please include birth weight / any complications
	☐	☐	Click or tap here to enter text.
	Postnatal Concerns?
	☐	☐	Click or tap here to enter text.
	Exposure to drugs or toxins in utero?
	☐	☐	Click or tap here to enter text.
	Motor Development: (e.g., met milestones such as siting by 6 month, crawling by 8 months and walking by 12 months)
	☐	☐	Click or tap here to enter text.
	Problems with mobility or coordination?
(e.g., ride a bike, catch a ball)
	☐	☐	Click or tap here to enter text.
	Language Development:
(e.g., single words by 12 months, two-word phrases by 24 moths, sentences by 36 months)
	☐	☐	Click or tap here to enter text.
	Does the client have difficulty following directions?
	☐	☐	Click or tap here to enter text.
	Does the client have articulation or intelligibility issues?
	☐	☐	Click or tap here to enter text.
	Does the client have difficulty within the social domain?
	☐	☐	Click or tap here to enter text.
	Does the client have difficulty with play or leisure skills?
	☐	☐	Click or tap here to enter text.
	Did the client struggle with early academic skills (e.g., learning colors, the alphabet, counting)
	☐	☐	Click or tap here to enter text.
	Does the client struggle with employment matters
	☐	☐	Click or tap here to enter text.



	Does the client struggle with adult social interactions
	☐	☐	Click or tap here to enter text.



	Previous Evaluations and Treatments 

	DATE
	AGE
	Professional, Discipline, & Agency
(please provide copies of reports)


	Early Intervention Evaluation?
	Click or tap to enter a date.	Enter here	Click or tap here to enter text.


	Speech & Language Evaluation?
	Click or tap to enter a date.	Enter here	Click or tap here to enter text.


	Occupational Therapy Evaluation?
	Click or tap to enter a date.	Enter here	Click or tap here to enter text.



	Physical Therapy?
	Click or tap to enter a date.	Enter here	Click or tap here to enter text.



	School Based Testing?
	Click or tap to enter a date.	Enter here	Click or tap here to enter text.



	Other specialists: Neurologists,
Developmental Pediatrics, etc.
	Click or tap to enter a date.	Enter here	Click or tap here to enter text.



	Specialty Services?
	Click or tap to enter a date.	Enter here	Click or tap here to enter text.


	Behavior Management or Support Plan (BSP)?

	Click or tap to enter a date.	Enter here	Click or tap here to enter text.


	Please describe any other current services including school and all private therapies.


	Click or tap to enter a date.	Enter here	Click or tap here to enter text.


	Does/did the client have an IEP/504 plan?


	Click or tap to enter a date.	Enter here	

	Community resources (support groups, social services, school-based services) being utilized:


	Click or tap to enter a date.	Enter here	Click or tap here to enter text.


	Current Functioning 

	Language & Communication Domain

	Primary mode of communication:
	☐ signs/gestures		☐ single words
☐ picture supports (PECS)		☐ phrase speech
☐ device / iPad		☐ fluent language

	Please describe the client’s language and communication strengths.
	Click to enter text.
	Please describe concerns relative to speech, language, and communication.
	Click to enter text.
	Socialization Domain

	Please describe the client’s strengths within the interpersonal and socialization domain.
	
Click to enter text.




	Please describe your concerns in the socialization domain.
	Click to enter text.




	Play/Leisure Skills

	Please describe current leisure preferences.
	




	
	Yes
	No
	Comments / Describe:

	Does the client engage in leisure activities independently?

	☐	☐	Click to enter text.
	Does the client interact in leisure with others?
	☐	☐	Click to enter text.
	Any family history of learning challenges (i.e., reading, writing, math)?
	☐	☐	Click to enter text.
	Any family of history of developmental delays (i.e., Autism, intellectual developmental disorder)?

	☐	☐	

	Any family history of problems with the regulation of attention or behavior?

	☐	☐	Click to enter text.
	Medical History
	Yes
	No
	Comments / Describe:

	Full physical exam (medical)
	Click or tap to enter a date.	Age: Enter here
	Click or tap here to enter text.
Click or tap here to enter text.

	Problems with vision?
	☐	☐	Glasses? ☐Yes  ☐ No


	Concerns about hearing?
	☐	☐	Date of last hearing test: Click or tap to enter a date.
Click to enter text.


	Allergies?
	☐	☐	Click to enter text.



	Reflux, constipation, or other gastrointestinal issues?
	☐	☐	Click to enter text.



	Problems with feeding (i.e., chewing, swallowing, history of chocking) or restricted diet (including pick eater)?
	☐	☐	Click to enter text.
	Seizures, convulsions, staring spells?
	☐	☐	Click to enter text.
	Heart defects?
	☐	☐	Click to enter text.
	Serious injury (i.e., stitches / broken bones)?
	☐	☐	.
	History of serious medical illness? Or strep infections?
	☐	☐	Click to enter text.
	Surgeries?
	☐	☐	Click to enter text.
	Head injury or loss of consciousness?
	☐	☐	Click to enter text.
	Problems with sleep (i.e., bed routine, sleep onset, night waking, night terrors?)
	☐	☐	Click to enter text.
	Any potential barriers to treatment?
	☐	☐	Click to enter text.



	Diagnostic Information

	Diagnosis		Diagnosing Clinician		Practice	Date of Assessment	ICD10 Code
Click to enter text.	Click to enter text.		Click to enter text.        date		Click to enter text. 
Click to enter text.           Click to enter text.                         Click to enter text.       date                      Click to enter text.
Click to enter text.           Click to enter text.                         Click to enter text.       date                      Click to enter text.
Click to enter text.           Click to enter text.                         Click to enter text.       date                      Click to enter text.

	Genetic or Chronic Medical Conditions? 		☐Yes		          ☐No
Diagnosis		Diagnosing Clinician		Practice	           Date of Assessment
Click to enter text.           Click to enter text.                         Click to enter text.       date
Click to enter text.           Click to enter text.                         Click to enter text.       date
Click to enter text.           Click to enter text.                         Click to enter text.       date

	Neurologic or Genetic Conditions within the Extended Family?	☐Yes		☐No
Describe:
Click to enter text.           Click to enter text.                         Click to enter text.       date
Click to enter text.           Click to enter text.                         Click to enter text.       date
Click to enter text.           Click to enter text.                         Click to enter text.       date

	Family History of Psychiatric Conditions: 
☐ADHD		☐Anxiety 		☐Panic Attacks 	☐Skin Picking or Hair Pulling
☐Motor Tics 		☐PICA (ingesting nonfood items) 		☐Reactive Attachment Disorder
☐Disruptive, Impulse-control, or Conduct Disorder			☐Obsessive Compulsive Disorder 
☐Mood, Depressive, or Bipolar Disorders 	☐PTSD	☐Schizophrenia/ other Psychotic Disorder 	
☐Suicidal ideations / attempts                            ☐Violations of others /others rights or injurious aggression

	Please list current medications:  					☐None
Name of Medication 		Prescribed for				 Prescribing Doctor
Click to enter text.                         Click to enter text.                                        Click to enter text.               
Click to enter text.                         Click to enter text.                                        Click to enter text.               
Click to enter text.                         Click to enter text.                                        Click to enter text.               
Click to enter text.                         Click to enter text.                                        Click to enter text.               

	Please list past medications:  						☐None
Name of Medication 		Prescribed for				 Prescribing Doctor
NONE                         Click to enter text.                                        Click to enter text.               
Click to enter text.                         Click to enter text.                                        Click to enter text.               
Click to enter text.                         Click to enter text.                                        Click to enter text.               

	Previous Psychological Evaluation
(Please provide report)
	☐	☐	Date: Click or tap to enter a date.
Clinician: Click to enter text.                                                 
Practice:  Click to enter text.

	Psychiatric Evaluation
(Please provide report)
	☐	☐	Date: Click or tap to enter a date.
Clinician: Click to enter text.
Practice: Click to enter text.



Name of person completing the form:				Relationship to client:
Click to enter text.							Click to enter text.

Date: date

Preferred contact (email, phone, etc.):  Click to enter text.
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