
Behavior Support Child Information 
 

 
 

Site: ____________________________ Class: ___________________Date: ________________ 

Childs Name: ___________________________________ DOB: ____________________ 

 

Strengths/Interests  

 

 

Health conditions or 

concerns 

 

 

ASQ results (attach copy) Areas close to the cutoff (monitoring 

zone) 

 

Areas below the cutoff (further assessment 

or referral may be needed) 

ASQ SE Results Areas close to the cutoff (monitoring 

zone) 

 

Areas above the cutoff (further assessment 

or referral may be needed) 

Behavioral Concerns 

 

 

 

 

 

 

 

 

Prior school experiences  

 

Recent Events  

 

 

 

 



Behavior Support Child Information 

Referrals 

(Date, agency referred to) 

Family Dynamics ( who is 

in the household, does 

child live in multiple 

households etc.) 

Parent/guardians 

Siblings 

Grandparents 

Family Support 

Other comments/concerns: 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

Teacher/Supervisor Signature: _______________________________ Date:________________________ 

:::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::

Office Use Only 

Date Received by ECMHC: ________________ECMHC Observation(s) Date Scheduled: _______________ 

ECMHC Observations Completed on date(s) __________ ___________ __________ ___________ 

ECMHC Signature: _______________________________________ 
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