     
FAMILY FOCUS INTERVIEW

This questionnaire is intended to help plan assessments and services that are responsive to your concerns and priorities.  It can be completed by a parent, grandparent, guardian, etc.

	Child’s Name:
	     
	Date:
	     

	Sex:
	     
	DOB:
	     
	SSN#:
	     

	Address:
	     
	Phone:
	     

	
	     
	

	Preschool/Daycare/School Child Attends:
	     

	Respondent’s Name:
	     
	Relationship to the child:
	     

	Who does the child live with?
	 FORMCHECKBOX 

Parent(s)
	 FORMCHECKBOX 

Other Relative(s)
	 FORMCHECKBOX 

Custodian

	
	 FORMCHECKBOX 

Guardian
	 FORMCHECKBOX 

Other
	

	Birth History (Explain any illnesses/injuries/complications during pregnancy):
	     

	     

	Was the child born prematurely?   FORMCHECKBOX 

Yes      FORMCHECKBOX 

No  If yes, how many weeks/months early?
	     

	Were there any problems after the birth?  FORMCHECKBOX 

Yes      FORMCHECKBOX 

No  If yes, please explain.
	     

	     

	How long was the child in the hospital after birth?
	     

	What is your child’s major means of communication?
	     

	 FORMCHECKBOX 

Speech
	 FORMCHECKBOX 

Signing
	 FORMCHECKBOX 

Communication Device

	 FORMCHECKBOX 

Gestures
	 FORMCHECKBOX 

Vocalizations
	 FORMCHECKBOX 

Combination of Modes

	 FORMCHECKBOX 

Other (Specify)
	     

	What are some of your child’s likes/interests?
	     

	

	Are there any foods your child cannot eat (include allergies)? 
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No  If yes, list foods:

	     

	Are there any foods your child does not eat?  



 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No  If yes, list foods:

	     

	Does your child currently take any medication? 


 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No  If yes, explain.

	     

	Has your child been evaluated and/or received any special services?
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	If yes, please explain:
	     

	     

	List any recent progress or changes you have seen in your child.
	     

	     


Please check all areas that apply to your child:

	Socialization:

	 FORMCHECKBOX 

Plays well with other children
	 FORMCHECKBOX 

Works in a group

	 FORMCHECKBOX 

Separates easily from parent
	 FORMCHECKBOX 

Prefers to play alone

	 FORMCHECKBOX 

Included by peers in activities
	


	Speech/Language:

	 FORMCHECKBOX 

Speech is unclear and garbled
	 FORMCHECKBOX 

Expresses wants and needs

	 FORMCHECKBOX 

Uses incomplete language structures
	 FORMCHECKBOX 

Needs instructions repeated often


	Self-Help:

	 FORMCHECKBOX 

Has no toileting difficulties
	 FORMCHECKBOX 

Needs assistance with toileting

	 FORMCHECKBOX 

Feeds self independently
	 FORMCHECKBOX 

Needs assistance with feeding

	 FORMCHECKBOX 

Dresses self independently
	 FORMCHECKBOX 

Needs assistance with dressing


	Attention:

	 FORMCHECKBOX 

Easily distracted
	 FORMCHECKBOX 

Has appropriate attention span

	 FORMCHECKBOX 

Stays with task until completed
	 FORMCHECKBOX 

Makes eye contact


	Motor:

	 FORMCHECKBOX 

Has appropriate control of body movements
	 FORMCHECKBOX 

Has difficulty using cutting or writing tools

	 FORMCHECKBOX 

Has appropriate hand/eye coordination
	 FORMCHECKBOX 

Is clumsy


	Behavior:

	 FORMCHECKBOX 

Has tantrums
	 FORMCHECKBOX 

Unable to accept limits
	 FORMCHECKBOX 

Hits or hurts others

	 FORMCHECKBOX 

Excitable
	 FORMCHECKBOX 

Disinterested in people
	 FORMCHECKBOX 

Unaware of danger

	 FORMCHECKBOX 

Overactive
	 FORMCHECKBOX 

Interacts well with peers
	 FORMCHECKBOX 

Quiet/withdrawn

	 FORMCHECKBOX 

Follows requests
	 FORMCHECKBOX 

Obeys rules or complies with requests

	 FORMCHECKBOX 

Fearful of (list fears)
	


	Check the following items your child uses at home:

	 FORMCHECKBOX 

Crayons
	 FORMCHECKBOX 

Scissors
	 FORMCHECKBOX 

Pencil

	 FORMCHECKBOX 

Paste/glue
	 FORMCHECKBOX 

Finger paint
	 FORMCHECKBOX 

Play dough

	 FORMCHECKBOX 

Paper
	 FORMCHECKBOX 

Blocks
	 FORMCHECKBOX 

Bicycles/tricycles


Home and Family History   (Optional)

	Mother:
	     
	Age:
	     

	Occupation:
	     
	Work Phone:
	     


	Father:
	     
	Age:
	     

	Occupation:
	     
	Work Phone:
	     


	Parents:

	 FORMCHECKBOX 

Married
	 FORMCHECKBOX 

Divorced
	 FORMCHECKBOX 

Separated

	 FORMCHECKBOX 

Single
	 FORMCHECKBOX 

Deceased
	


	Other children in household:


	Name
	
	Sex
	
	Age
	
	Relationship

	     
	
	 FORMDROPDOWN 

	
	     
	
	     

	     
	
	 FORMDROPDOWN 

	
	     
	
	     

	     
	
	 FORMDROPDOWN 

	
	     
	
	     

	     
	
	 FORMDROPDOWN 

	
	     
	
	     

	     
	
	 FORMDROPDOWN 

	
	     
	
	     


	Emergency Contact Name (other than Parent/Guardian):
	     

	Emergency Contact Phone Number:
	     


	Are there any other known or suspected disabilities in the family?
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No  If yes, explain.

	     


	Child’s Doctor:
	     
	Date of last exam:
	     

	Address:
	     
	Phone:
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