[bookmark: _GoBack]Inquiry Form
Parent/Guardian Information:                                                                                         Date: _______________
Mother: __________________________________           Father:_________________________________
Mother's Phone #:__________________________           Father's Phone #:_________________________
Email:____________________________________
Address:___________________________________________________________________________________________________________________________________________________________________
Address:___________________________________________________________________________________________________________________________________________________________________
Does your child have an autism diagnosis?                  Yes                               No
Doctor's Name:_____________________________          
Insurance Information:
Insurance Provider:_____________________________________________________________________    
Client Information:
Client's Name: _________________________________________                        DOB:_________________
Does he/she attend school?           Yes              No                   Name:________________________________
Does he/she receive:          Speech           Occupational therapy           Other therapy:__________________
Problematic Behaviors: __________________________________________________________________
_____________________________________________________________________________________
Communication:           Vocal                  Pictures                  Gestures                 Leads                  Non-vocal 

