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State of Hawai‘i                  Department of Health
Early Intervention Section



Family Directed Assessment (FDA)






	Assessment Date:
	Date assessment completed with family



	Child’s Name:
	First Name Last Name (may switch)
	Birth date:
	Child’s date of birth
	|_|  Male   |_|  Female

	Family Member(s) Participating:
	|_|  Mom    |_|  Dad
	|_|  Other:
	For other:  First Name Last Name, Role

	
INFORMATION ABOUT OUR CHILD AND FAMILY

	Our Child’s Strengths/Qualities

	How would you describe your child? What qualities do you like about your child? What does your child do well or like to do? What are your child’s favorite activities?


Identify the child’s strengths, favorite activities, positive qualities, etc. How would they describe their child to someone else?










	Our Family’s Strengths and Resources/Supports (refer to intake form for additional information)

	What kind of activities do you do together as a family: at home (e.g. read, eat, watch TV, play, etc.)? In the community (e.g. play sports/attend sports/attend sporting events, attend playgroups, go to the movies/beach/pool, etc.)? What is important to your family that you may want to pass on to your children? (e.g., beliefs, values, traditions, cultural practices, etc.)?



Identify anything important to the family, what makes this family different from other families?






	Who do you call for support? What kind of support do they offer you?

	|_|  Extended family provides this support:
	

	|_|  Family Friends provide this support:
	

	|_|  Community groups provide this support:
	

	|_|  Church members provide this support:
	

	|_|  Co-workers provide this support:
	

	|_|  Others provide this support:
	

	
DAILY ROUTINES and FUNCTIONAL CHILD/FAMILY OUTCOMES



EI-7b:  FDA Instruction, 07.15.16
	Routine/Activity
	Description
	Who’s Involved
	What would you like to be different?

	Morning

	· 
	How does your child wake up (e.g., happy, crying)?

	
Questions in each section are sample questions and are not required questions to ask.  They are meant to facilitate a discussion regarding the family’s routine/activity.  Questions are also not limited to those listed.













	|_| Mom 
|_| Dad
|_| Caregiver:
 _____________
|_| Other:
______________
  

identify those involved in routine/activity

	|_| N/A

Identify if routine/activity is a concern for family.  

Use this area to identify possible IFSP objectives and/or opportunities to provide resources or referrals for family.

Ex: If concern is child is not talking and family wants child to say more words, during their day/daily routines when would they like their child to say more words?  When child is hungry? During meal times?  During play time?



	· 
	Is this a good time for him/her?

	
	
	

	· 
	What does your child do when he/she wakes up in the morning?

	
	
	

	· 
	Can he/she keep himself/herself occupied before needing your attention?

	
	
	

	· 
	How does he/she let you know he/she needs your attention?

	
	
	

	· 
	What do you do during this routine that is helping your child?


	
	
	

	Dressing

	· 
	Does your child have a favorite shirt or choose his/her own clothes?

	


















	|_| Mom 
|_| Dad
|_| Caregiver:
 ___________
|_| Other:
____________
  


	|_| N/A

	· 
	Can your child identify different clothing items, the color of clothing?

	
	
	

	· 
	What is it like getting your child dressed? Does he/she cooperate/help with dressing? Does he/she try to dress himself/herself?

	
	
	

	· 
	What do you do during this routine that is helping your child?








	
	
	

	Toileting

	· 
	How does your child tolerate diaper changing? Do you talk to him/her when changing his/her or while he/she is on the toilet?

	














	|_| Mom 
|_| Dad
|_| Caregiver:
 ___________
|_| Other:
____________
  


	|_| N/A

	· 
	Have you started potty training?

	
	
	

	· 
	Does he/she let you know he/she needs to use the toilet? How?

	
	
	

	· 
	Does he/she go to the toilet on his/her own? Is he/she regulated by an adult?
	
	
	

	· 
	What do you do during this routine that is helping your child?
	
	
	

	Mealtime

	· 
	Does he/she have regular meal time and snacks?

	



























	|_| Mom 
|_| Dad
|_| Caregiver:
 ___________
|_| Other:
____________
  


	|_| N/A

	· 
	Where does he/she eat? Does the family eat together?

	
	
	

	· 
	Does he/she sit still for meals? How does he/she let you know what he/she wants or whether he/she is finished?

	
	
	

	· 
	Is he/she using a bottle?

	
	
	

	· 
	Does he/she feed himself/herself? How do you describe him/her as an eater? (e.g., picky or a good eater)?

	
	
	

	· 
	What are his/her likes and dislikes for food?

	
	
	

	· 
	What do you do during this routine that is helping your child?
	
	
	

	Play

	· 
	What are some play activities he/she does during the day? What activities does he/she enjoy? How long does he/she play with a preferred and non-preferred activity (e.g., attends well, easily distracted, etc.)?

	

























	|_| Mom 
|_| Dad
|_| Caregiver:
 ___________
|_| Other:
____________
  


	|_| N/A

	· 
	How does he/she interact with you (e.g., eye contact, back and forth play)? How does he/she go from one activity to another (e.g., tantrum or without tantrums)?

	
	
	

	· 
	Can he/she use his/her hands effectively to manipulate toys? Can he/she move around in his/her environment to access desired toys?

	
	
	

	· 
	What do you do during this routine that is helping your child?

	
	
	

	Hygiene 
(Bath time, brushing teeth, washing hands, etc.)

	· 
	What does your child do during bath time? (e.g., helps wash his/her body, play with toys, tolerate rinsing their head, gets out of bath easily)

	



















	|_| Mom 
|_| Dad
|_| Caregiver:
 ___________
|_| Other:
____________
  


	|_| N/A

	· 
	Describe his/her oral hygiene routine (e.g., tolerates brushing teeth, helps with brushing teeth)

	
	
	

	· 
	What does your child do when it’s time to wash his/her hands? (e.g., turn on water, put soap in hands, rub hands together)
	
	
	

	· 
	What do you do during this routine that is helping your child?

	
	
	

	Naptime/Bedtime

	· 
	What is your child’s naptime routine? (What time does he/she go to sleep and for how long)
	





















	|_| Mom 
|_| Dad
|_| Caregiver:
 ___________
|_| Other:
____________
  


	|_| N/A

	· 
	What is your child’s bedtime routine?
	
	
	

	· 
	Do you read stories together before bedtime?
	
	
	

	· 
	What time does he/she go to sleep and wake up?
	
	
	

	· 
	Where does he/she sleep?
	
	
	

	· 
	Does he/she fall asleep on his/her own?
	
	
	

	· 
	Does he/she sleep through the night?
	
	
	

	· 
	What happens if he/she wakes up?
	
	
	

	· 
	What do you do during this routine that is helping your child?
	
	
	

	Community Outings
(chores/errands, recreational)

	· 
	Describe trips to the grocery store, doctor’s office, beach, park, restaurants, visiting friends/family, etc.
	



















	|_| Mom 
|_| Dad
|_| Caregiver:
 ___________
|_| Other:
____________
  


	|_| N/A

	· 
	Does he/she like taking trips out into the community?
	
	
	

	· 
	How does he/she react around other people (adults and children)?
	
	
	

	· 
	How is he/she in crowded areas?
	
	
	

	· 
	How is he/she in a new environment? Is safety an issue?
	
	
	

	· 
	What do you do during this routine that is helping your child?
	
	
	

	Travel (in the car/stroller)

	· 
	Does he/she like car rides?

	
	|_| Mom 
|_| Dad
|_| Caregiver:
 ___________
|_| Other:
____________ 
	|_| N/A

	· 
	Does he/she like being in a car seat or stroller?

	
	
	

	· 
	What do you do during this routine that is helping your child?
	
	
	

	Other

	
	
	|_| Mom 
|_| Dad
|_| Caregiver:
 ___________
|_| Other:
____________  


	|_| N/A

	Other

	

	
	|_| Mom 
|_| Dad
|_| Caregiver:
 ___________
|_| Other:
____________ 
 

	|_| N/A

	Other

	















	
	|_| Mom 
|_| Dad
|_| Caregiver:
 ___________
|_| Other:
____________ 


	|_| N/A



	Concerns for our child and/or family

	Based on the information shared about your child and family’s daily routines, what concerns do you have for your child? What would you like to see your child improve in? What are your hopes and dreams for your child?



Refer to MDE results, are there discrepancies? Are they now concerned in an area(s) identified on the MDE? Have concerns changed?










	Do you have concerns for your family? What concerns need to be addressed to help your family learn and grow? What are your hopes and dreams for your family?



Identify any family concerns i.e. housing, employment, finances, siblings, etc.

















	Priorities for our child and family

	Of these concerns, what are your priorities? What would you like to be addressed first?




Identify what the family would like to focus on. Any specific developmental skills or areas of their child’s development? Any family priorities?






	

Early Intervention service providers use a coaching model to support families in implementing strategies within their daily routines and activities to help their child learn and grow. The coaching model incorporates the different adult learning styles. Please check all styles listed below that your prefer using. (Inform parents of expectations while involved in services, inform parents of learning style)

	[bookmark: Check9]|_| Handouts/Reading Materials (I like having written material that I can read or internet links that I can refer to)

	[bookmark: Check10]|_| Verbal Instruction (I like to hear instructions out loud/have things explained to me)

	[bookmark: Check11]|_| Demonstration (I like to see how things are done first and then try them on my own)

	[bookmark: Check12]|_| Observation (I like to quietly watch how things are done and then try it later)

	[bookmark: Check13]|_| Active Participation (I like to try things right away, side by side with the instructor)

	[bookmark: Check14]|_| Other:

	Are there other resources you would like to learn about?  Check all that apply.

	|_| Discipline
	|_| Legal Services
	|_| SSI

	|_| Feeding and Nutrition
	|_| Housing
	|_| Tantrums

	|_| Childcare
	|_| Support Groups
	|_| Bedtime Routines

	|_| Toilet training
	|_| Counseling
	|_|  Medical Insurance

	|_| Financial Assistance
	|_| About My Child’s Condition
	|_| Other:

	|_| Developmental Milestones
	|_| Sensory Processing
	|_| Other:

	|_| Higher/Continuing Education
	|_| Resources for My Other Children
	|_| Other:

	|_| Transportation
	|_| Accessing Additional Services
	|_| None at this time

	TRANSITION
What are your plans for your child when he/she turns three years old (e.g., preschool, playgroups, other activities)? What options are you considering? What options would you like to learn more about? Do you have concerns regarding preschool? How are you helping to prepare your child for transition into preschool or other programs?

	
Specific to transition out of E.I., are there transitions prior to age three that require support i.e. referrals, resources?









	Other Information

	
Include any other pertinent information for IFSP team and to be included in the development of the IFSP.













	Interview with the family completed by:

	
Print Name
	
	
	
	

	Care Coordinator Name
	
	Care Coordinator Signature
	
	Date
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