Owensboro Public Schools
Autism Team Consultation - Request for Assistance

	Student’s Name:  ___________________________
	Date:  ___________________________

	Birthdate:  ________________________________
	Grade: __________________________

	School:  __________________________________
	Teacher:  ________________________


Does child have an _____ IEP or _____ 504 Plan?
Does the child receive speech services? _____

Has parent been notified of concern?  (  Yes    (  No

Current diagnosis(es):

Current medications:

Please check the boxes below that describe the student:

Communication

	· Verbal
	· Talks repetitively about a subject

	· Non-Verbal
	· Literal

	· Uses communication device (Type ______)
	· Unable to initiate/sustain conversations

	· Does not make eye contact
	· Uses phrases in inappropriate contexts

	· Repeats what others have said
	· Other :


Behavior
	· Chooses same activities for freetime
	· Hand/finger flapping

	· Talks about a favorite topic obsessively
	· Stereotyped movments

	· Need for nonfunctional routines/rituals
	· Preoccupation with parts of objects

	· Difficulty with transitions
	· Other:

	· Need for closure of activities
	· 


Social Skills

	· Difficulty making/sustaining friends
	· Often teased or bullied

	· Difficulty with turn taking
	· Misses the point of jokes/puns

	· Unable to understand emotions/feelings
	· Other:

	· Appears anxious around others
	· 

	· Seems inattentive, distant or preoccupied
	· 


What is the primary behavior of concern?
When does the behavior typically occur?
Staff interpretation of reason(s) for behavioral/learning concerns:

Brief description of interventions which have been attempted:

Please attach a written schedule of the student’s instructional day or week.

*Send to Kim Johnson, Central Office.*
