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State of Hawai‘i Department of Health
Early Intervention


FAMILY & CHILD INFORMATION
INTAKE FORM



	Family Information

	Child’s Name:
	Full legal name w/ nickname indicated by quotes (eg. John “Junior Boy” Doe)
	|_| Male    |_| Female
	Birth Date:
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	Residential Address:
	Address of where the child lives

	Child resides with:
	|_|  Biological Mother     |_|  Biological Father     |_|  Other     |_|  Resource Caregiver**

	Specify “Other”/”Resource Caregiver”:  
	[bookmark: Text9]If not bio parent, name and relationship of primary caregiver (eg. Jane Doe, grandma)
	Phone:
	Of primary caregiver

	Mailing Address:
	Address that primary caregiver will receive mail from

	Legal Guardian Name:
	if bio parent, list again; if CWS, list name of worker; if other, list name of other
	Relationship to Child:
	(eg. CWS worker, adoptive parent, etc.)

	Birth Date:
	(Required for identification purposes)
	Cell:  
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	Work Phone:
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	Home Phone:
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	Legal Guardian Name:
	List name of 2nd guardian if applicable
	Relationship to Child:
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	Birth Date:
	Same as above
	Cell:  
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	Work Phone:
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	Home Phone:
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	Marital Status:  |_| Married     |_| Domestic Partners     |_| Single     |_| Separated     |_| Divorced** 

	|_| Other**:
	(**note: step parent does not have same rights of bio parent unless legal guardianship is granted or child is legally adopted by step parent)   If there are TROs in place, indicate it here.

	**Copy of supporting document(s) obtained (e.g., Power of Attorney, Court Order, Custody Order):   |_| Yes  |_| No
(If CWS, ask for a copy of the most current “Safe Family Home Report”)

	Is child of Hispanic or Latino descent:  
	|_| Yes  |_| No  

	Child’s Primary Ethnicity (TWO):
	1.
	(this information  is required for data collection)
	2.
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	Language(s) spoken in the home:
	If multiple languages, list all. Ask parent/caregiver if they would like an interpreter.
	Interpreter Needed:  |_| Yes  |_| No

	
	
	

	
	Name(s) of persons in household (other than listed above)
	Relationship to Child
	Age
	

	
	List 2 names per line if needed. See below for examples
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	Not required but can give context
	

	
	John and Jane Doe
	Maternal grandparents
	
	

	
	Greg and  Glory Doe
	Brother/Sister
	8/9
	

	
	

	Concerns for child:
	|_| Developmental (adaptive, personal social, communication, motor, cognitive)

	|_| Vision  |_| Hearing  |_|  Medical  |_|  Behavior   |_|  Sensory   |_|  Other:
	If concerns are primarily medical, consider consulting with mobile team.

	Explain checked boxes:  
	Check all above that parent/caregiver identifies as a concern and ask them to elaborate on 

	why.  Additional information can be added in anecdotal notes if needed.

	Describe child’s temperament:  
	Info to be used by MDE evaluation team. 

	Info also asked to gain insight of how parent/caregiver views the child’s disposition. 



	Child’s Medical Providers, Health History, and Current Health Status

	Primary Care Physician (PCP): 
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	Phone:
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	Fax:
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	PCP Address:
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	Last Well Child Checkup:
	Date

	
	
	

	
	Other doctors or health care providers involved
	

	
	Name
	Last Appointment
	Next Appointment
	Phone Number/Location
	

	
	List name and title. See below for example.
	When was child last seen?
	When will child be seen next?
	     
	

	
	Dr. Keith Abe, Pediatric Neurologist
	2/23/15
	2/23/16
	1-808-594-xxxx
	

	
	Dentist:  
	
	     
	     
	     
	

	

	Health History

	Medical Diagnoses and Status:
	[bookmark: Text48]List any diagnoses/conditions past or present and whether resolved or unresolved

	(eg. dysphagia which resulted in pneumonia at age 1, resolved as of ~age 2)

	Major injuries and/or illnesses and status:
	List any broken bones, brain injuries, serious infections, etc.

	(eg. bacterial meningitis at 6 months, resolved.)

	Newborn Hearing Screening:  
	Left Pass:  |_| Yes  |_| No   Right Pass:  |_| Yes  |_| No  If no, explain:
	

	Was there an initial fail and then a follow up? If no screen completed or parent/caregiver unsure, indicate it here.
	# of ear infections since birth:
	

	Current hearing evaluations:  
	|_| Yes  |_| No
	Results: 
	Indicate status of hearing, date of evaluation, and where evaluation was completed.

	Hospitalizations/Emergency Room Visits:
	|_| Yes  |_| No
	If yes, explain:
	Indicate # of visits to the ER and why.

	Indicate whether ER visits resulted in admission to the hospital.  Indicate any other hospital stays.  

	Surgeries/Procedures:  
	|_| Yes  |_| No
	If yes, explain:
	List any surgeries and/or procedures and indicate purpose 

	and outcome (eg. PE tubes, cleft lip/palate repair, MRIs, etc.).

	Other Evaluations/Screenings:
	|_| Yes  |_| No
	If yes, explain:
	List any vision, hearing, developmental, dental, 

	etc. evaluations/screens and results. 

	Significant Family History (e.g., learning difficulties, hearing/vision loss, etc.):
	|_| Yes  |_| No

	If yes, explain: 
	Indicate type and severity of condition and familial connection only if family is comfortable with sharing (eg. paternal 1st cousin has autism). Also, indicate any medical conditions or medications parent/caregiver may have/take if it could impact the child or safety of home visits.

	
	

	Significant prenatal, labor, birth history

	Regular prenatal care:  |_| Yes  |_| No 
	Alcohol Use: |_| Yes  |_| No
	Tobacco Use:  |_| Yes  |_| No

	Prenatal exposure to prescription and/or non-prescription drugs?
	|_| Yes  |_| No
	If yes, explain:
	

	List drugs/alcohol child was exposed to in utero and indicate severity and during which trimester exposure occurred.

	Birth Hospital:
	Indicate name of hospital (and name of state if born outside Hawaii)
	|_| Vaginal Birth     |_| C-Section

	Gestational age:  
	If GA unknown, indicate if full term or weeks premature
	weeks
	Birth Weight:
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	lbs.
	[bookmark: Text68]     
	oz.

	Mom’s age at delivery:
	Can be calculated by birthdate 
	years
	Birth order of child: If child is a twin, also indicate here if twin A or twin B.
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	of
	[bookmark: Text71]     
	Children

	Describe any complications during pregnancy, labor, and/or after delivery:
	(eg. gestational diabetes, extended 

	labor, forceps used at delivery, etc.) 

	

	Current Health and/or Medical Condition(s)

	Respiratory Concerns: (eg. asthma/asthma type symptoms, etc.)   
	|_| Yes  |_| No
	Immunizations Up-to-Date:  

	|_| Yes    |_| No                   
	Current TB Clearance:
	|_| Yes|_| No
	

	Allergies:  |_| Yes  |_| No
	If yes, list:  
	List any food, seasonal, environmental, etc. allergies and indicate severe reactions (eg. will swell and stop breathing if eats peanuts)

	Seizures: |_| Yes  |_| No
	If yes, explain:
	Indicate frequency, duration, severity & whether managed by medication.

	Routine Medications: |_| Yes  |_| No
	List:
	Name of medication(s). Indicate if medications cause side effects.

	Medical Precautions/Special Handling Instructions (e.g., nurse’s elbow, heart concerns, physical limitations, etc.)?

	Indicate if there are any restrictions during service visits. Also, indicate if precautions need to be taken that are more than the standard universal precautions.
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	Concrete Supports

	WIC:  |_| Yes     |_| No
	TANF:  |_| Yes     |_| No
	SNAP:  |_| Yes     |_| No
	SSI:  |_| Yes     |_| No

	Stable Housing:  |_| Yes   |_| No
	Stable Transportation:  |_| Yes   |_| No
	Medical Insurance:  |_| Yes   |_| No

	Other supports:  
	List any other supports that help to ensure the family’s basic needs are met.

	Resources/Supports Needed:
	Indicate family supports needed in order to fully focus on the needs of the child.

	

	Other Agencies Involved 

	Playgroups/Community Programs:
	List type of program child participates in, frequency, agency that provides it, and location (eg. child care, Early Head Start, Kuhio Park Terrace, M-F, 7-5pm). 

	Obtain consents to communicate/collaborate with these agencies.

	Home Visiting Programs:
	List name of program, frequency of visits, contact person, and phone number.

	

	

	Primary Daytime Caregiver

	Contact Person:
	Name of person caring for child during work hours. 
	Relationship to Child:
	(eg. grandma, baby sitter, etc.) 

	Address:
	address where care is provided and where provider will participate in EI services if agreed.
	Phone:
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	Will provider participate in Early Intervention services if child is eligible:  
	|_| Yes   |_| No

	

	Emergency Contact Information (other than parent/guardian to be contacted in case of an emergency)

	Name:
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	Relationship :
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	Phone:
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	Agreements and Acknowledgements:  Parent/Legal Guardian initials statements below to indicate agreement. (These agreements/acknowledgements are not to be signed by Resource Caregiver or Child Care Provider. Parent/Legal guardian should inform caregiver of the items listed below.)                                                              

	The Family Rights and FERPA have been thoroughly explained and copies provided to me.                        X
	
	

	
	
	

	Early Intervention staff are mandated reporters and are required by law to report any witnessed or suspected child abuse or neglect.                                                                                                              X  
	
	

	
	
	

	The use of a Primary Service Provider and Coaching approach has been explained to me and I understand that active participation is required by either parent, legal guardian, or designated caregiver who will always be present during sessions.                                                                                                                                                                    
                                                                                                                                                                  X
	
	

	
	


	

	I attest that the above information is accurate and complete to the best of my knowledge.  

	
Signature of Parent/Legal Guardian:
	
	Date:
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