
Information about My Child

Monarch Center for Autism

22001 Fairmount Boulevard, Shaker Heights, Ohio 44118  *  (216) 320-8945  *  Fax (216) 932-6076

www.monarchcenterforautism.org   www.facebook.com/monarchcenterforautism   www.twitter.com/monarchohio 

1. My Child’s Name: ____________________________________________________________

2. My primary contact phone number: ______________________________________________

3. My primary contact email address: ______________________________________________

4. Child’s Toileting Needs: _______________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

5. Child’s Food / Feeding / Allergies: _______________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

6. Child’s Temperament (i.e., How does child handle transitions and new faces? What calms the 

child? What are the child’s favorite toys/characters?) ________________________________

_____________________________________________________________________________

_____________________________________________________________________________

7. Child’s fears: ________________________________________________________________

_____________________________________________________________________________



Information about My Child (cont.)

Monarch Center for Autism

22001 Fairmount Boulevard, Shaker Heights, Ohio 44118  *  (216) 320-8945  *  Fax (216) 932-6076

www.monarchcenterforautism.org   www.facebook.com/monarchcenterforautism   www.twitter.com/monarchohio 

8. Typical morning routine at home: ________________________________________________

_____________________________________________________________________________

9. Typical evening routine at home: ________________________________________________

_____________________________________________________________________________

10.Typical sleep patterns: ________________________________________________________

_____________________________________________________________________________

11.Effective sensory strategies at home: ____________________________________________

_____________________________________________________________________________

12.Effective behavior strategies at home: ____________________________________________

_____________________________________________________________________________

13.Effective reinforcers (e.g., food, electronics): _______________________________________

_____________________________________________________________________________

14.Current communication level of the child (i.e., does the child use a form of Augmentative and 

Alternative Communication?) ___________________________________________________

_____________________________________________________________________________


