
Initial Intake Application
Today’s Date: 

Client Details

	Childs Surname:
	Childs Forename:

	Childs Date of Birth:
	Childs Age:

	Mothers Surname (or N/A):
	Mothers Forename (or N/A):

	Fathers Surname (or N/A):
	Fathers Forename (or N/A):

	Any Siblings?
	

	Name:
	Age:

	Name:
	Age:

	Name:
	Age:

	Name: 
	Age:

	Home Address: 

Postal Address (If necessary):

	Home Number:


	Fax Number:
	Mothers Mobile (or N/A):



	
	
	Fathers Mobile (or N/A):

	Mothers Email Address (or N/A)

Fathers Email Address (or N/A)


Assessment, Diagnosis and Intervention Details

	Diagnosis: 
	At Age: 

	Date Diagnosis from DSC: 
	

	Diagnosed By: 
	Paedeatrician

	Speech Pathologist

	Clinical Psychologist

	Referred to AES by: 
	

	Therapy Received to Date: 

(or N/A)
	Age Commenced:
	How Intensive:

	Allergies or other Health Issues?

(or N/A)
	


School/Kindergarten/Day Care Details

	Address:
	Telephone Number:

	Principals Name:
	Teachers Name:

	Education Assistants Name:
	Education Assistants Hours:

	
	


General Comments
	


