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Parent/Student Questionnaire
Student Name: _______________________		Date of Birth: _____________
Previous School: ______________________	Grade Level: _____________
Can you please tell us who lives with your child (e.q., both parents, grandparents, siblings, etc. ______________________________________________________________________________________________________________________________________________________________________________________________________
What are your child’s favorite colors, movies, hobbies, toys, food, and things to do? ______________________________________________________________ ____________________________________________________________________________________________________________________________________
When your child is sad or happy, what helps her smile, and how can we help her when sad or angry? ____________________________________________________________________________________________________________________________________
What are his strengths, needs, abilities, and preference (SNAP) that you can share? ____________________________________________________________________________________________________________________________________
Are there any medical concerns (e.q., diagnosis, allergies, prescribed medications) you would like us to know to ensure her/his health and safety? ____________________________________________________________________________________________________________________________________
 
How does your child interact with his/her peers? Is she shy, easy to meet or talk to others?_________________________________________________________________________________________________________________________________________________________________________________________________
 Is there anything else that you would like us to know about him/her?
______________________________________________________________________________________________________________________________________________________________________________________________________
What behaviors do you notice and want help that can be useful to teach your child to self-advocate, so that her/his needs are being met? Please check all the behaviors that apply: 
Behavior/Mental Health/Temperament	
Please circle which one applies to your child	
Yes   No   Shoplifting/Stealing			Yes  No   Absconding
Yes   No  Verbal Aggression    			Yes   No  Running Away
Yes   No   Physical Aggression                                   Yes  No  Problems with Authority
Yes   No   Property Destruction                                   Yes  No  Pervasive Lying	
Yes   No   Bullying/Fighting                                        Yes  No  Substance Use	
Yes   No   Disregards Right of Others            	              Yes  No  Other: Buying stolen property
Yes   No    Is easily overstimulated in play                  Yes  No   Seems overly energetic in play

Yes   No   Has a short attention span                     Yes  No   Seems impulsive
Yes   No  Lacks of self-control                              Yes  No  Overreacts when faced with problems     
Yes   No  Seems unhappy most of the time           Yes   No Uncomfortable meeting new people
Yes   No  Hides Feelings           		       Yes   No  Cannot calm down
Yes    No  Has Fears                                               Yes  No   Other: ______________________
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