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          FACE AUTISM, INC. 
4801 Benchmark Court 

Sarasota, Fl. 34238 

Email: peggyfreeman76@yahoo.com 

Intake Form 
(Please Print) 
 

Child’s Name: _______________________________________ DOB: ______________ 

               

Address: __________________________________________________ 

 

City:   ___________________________    State:  _____________ Zip Code__________  
 

County: __________________________ Parent/Guardian: ________________________ 

 

 Phone: ___________________________ Cell Phone: ____________________________ 
                                      

 

E-mail: ___________________________ Referred by: ___________________________ 

 

Reason for concern:  ____________________________________________ 

_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________ 
 

Language/Communication 
 

Does your child look at you with appropriate eye gaze?       Yes     No      

Does your child respond to his name?       Yes     No      

Does your child gesture to you?          Yes     No      

Is your child vocal?          Yes     No                     

Age started babbling?  _____________________________________________________                     

Use words?        Yes     No     Use words to get needs met?         Yes     No      

If your child is using words, is he/she using sentences?  Yes     No      

If yes, please give exact examples of sentences he/she says 

__________________________________________________________________ 

__________________________________________________________________ 

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________ 
 

If your child is using words, is he/she using sentences?  If yes, please give examples.__________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 

 

 



2 

 

Sounds 

How does your child respond to sounds in general?_____________________________ 
_____________________________________________________________ 
__________________________________________________________________

__________________________________________________________________

__________________________________________________________________ 
 

Movement 
What kind of movement and touch does your child like? 

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________ 
 

What kind does he/she dislike?   

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________ 
 

Play 
Favorite thing/person/activity to play with?  

__________________________________________________________________ 

__________________________________________________________________

__________________________________________________________________ 
 

Medical 
Child’s overall health? ___________________________________________________________ 

 

Current Medications and reason for taking them? ______________________________________ 

__________________________________________________________________

__________________________________________________________________ 

__________________________________________________________________

__________________________________________________________________ 

__________________________________________________________________

__________________________________________________________________ 
 

Picky eater?         Yes     No     Dietary Concerns: __________________________________ 

__________________________________________________________________

__________________________________________________________________ 

__________________________________________________________________

__________________________________________________________________ 
 

Other Medical Concerns? ________________________________________________________ 

__________________________________________________________________

__________________________________________________________________ 
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__________________________________________________________________

__________________________________________________________________

__________________________________________________________________ 

 

Educational Information 
 

Is your child in a Special Educational Program (ESE)?   Yes     No      

What program(s) is your child currently enrolled in?  ___________________________________ 

__________________________________________________________________

__________________________________________________________________ 

Name of School: _________________________________  County:  Sarasota    Manatee    

Zip:  ______________________ 
 

Age when first enrolled in preschool/school? ________________________________________  
 

Total number of hours your child spends in the Special Education Program per week, if 

applicable_____________________________________________________________________

__________________________________________________________________ 
 

Therapies/Interventions – (Please complete the following chart) 

Therapy/Intervention Agency Start Date Frequency Session Length 

     

     

     

     

 

Goals you want to see for your child and you? ___________________________ 

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________ 

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________ 

 
www.face-autism.org 

 
NON-PROFIT ORGANIZATION, 501(c)(3) A COPY OF THE OFFICIAL REGISTRATION AND FINANCIAL INFORMATION MAY BE OBTAINED FROM THE DIVISION OF CONSUMER 
SERVICES BY CALLING TOLL FREE WITHIN THE STATE 1-800-HELP-FLA.  REGISTRATION DOES NOT IMPLY ENDORSEMENT, APPROVAL, OR RECOMMENDATION BY THE 
STATE. 


