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EARLY INTERVENTION




NOTE: Once a child is determined eligible for First Steps, additional information is collected. All information is entered and stored electronically at the System Point of Entry (SPOE).

Information collected by:  

Name:
               Position: 
Child Information: First: 
Date of Birth: 
Language: 
 FORMTEXT 

     
     Interpreter needed: Yes  No FORMCHECKBOX 
     Race: 
 FORMTEXT 

     
     Hispanic/Latino: Yes    FORMCHECKBOX 
No

Referral source: 
Primary Contact Information: First: 
Mailing address: 
Home phone: 


     
   OK to text:  

     
   Mobile phone:  FORMTEXT 

     
   Work phone: Yes    FORMCHECKBOX 
No

E-mail address: 
List all persons living in the household, including the child, and provide the following information for each.

	NAME
	Relationship to child
	Date of Birth
	Gender
	SSN*

	CHILD:      
	N/A
	     
	     
	     

	PARENT:      
	PARENT/GUARDIAN
	     
	     
	     

	PARENT:      
	PARENT/GUARDIAN
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


*SSN is critical for CHILD and PARENT/GUARDIAN who is listed on MO HealthNet and Insurance policy. 

                                                                                                                               Total household size: 
Primary Care Physician: 

Physician name: 
Address: 
Other Physician: Type: 
Physician name: 
Address: 
Pregnancy/Birth History:           FORMCHECKBOX 
 Foster Child               FORMCHECKBOX 
 Adopted
Birth weight (grams): 
If weight is less than 1500 grams, check all that apply:   FORMCHECKBOX 
APGAR scores of less than 6 at 5 minutes: 
 FORMCHECKBOX 
 Vent/CPAP dependent #days: 
 FORMTEXT 

     
     inter-cranial bleeds grade: 
 FORMTEXT 

     
     asphyxiation
Medical Condition(s):      
Other Health Comments: 
Developmental Screening:   Recent screening/test:   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
No    If yes, by whom: 
Date: 
Enrolled in Child Care:    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
No    Provider: 
Attendance:    FORMCHECKBOX 
M   FORMCHECKBOX 
T   FORMCHECKBOX 
W   FORMCHECKBOX 
TH   FORMCHECKBOX 
FRI   FORMCHECKBOX 
SA   FORMCHECKBOX 
SU
      Hours: 
Enrolled with PAT:     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
No   Educator: 
Service Coordinator Observations:               
	   HEARING INFORMATION
	VISION INFORMATION

	Child has had a hearing test    FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

(If yes) Date of exam: 

Doctor Name:      

Doctor Address:
Results:  FORMCHECKBOX 
Pass   FORMCHECKBOX 
Fail   FORMCHECKBOX 
Follow-up needed   FORMCHECKBOX 
Unsure           

Has the child passed the Newborn Hearing Screening? 

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Unknown           
	Child has had a vision test   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

 (If yes)
Date of exam:      

Doctor Name: 

Doctor Address: 
Results:  FORMCHECKBOX 
Pass    FORMCHECKBOX 
Fail   FORMCHECKBOX 
Follow-up needed    FORMCHECKBOX 
Unsure



	RISK FACTORS FOR HEARING LOSS

These are family and medical history details for infants and toddlers who are at risk of late onset or progressive hearing loss. 
	RISK FACTORS FOR VISION LOSS

These are family and medical history details that have a high incidence of vision loss in infants and toddlers. 

	 FORMCHECKBOX 
 Family history of permanent childhood hearing loss 
 FORMCHECKBOX 
 Premature birth of 36 weeks or less 

 FORMCHECKBOX 
 Medical history of infection or trauma 

 FORMCHECKBOX 
 Post natal infection; such as bacterial meningitis 

 FORMCHECKBOX 
 Recurrent/persistent otitis media (ear infection) for at least 3 months 

 FORMCHECKBOX 
 Eustachian tube dysfunction 

 FORMCHECKBOX 
 Medical condition associated with hearing loss 

 FORMCHECKBOX 
 Child does not respond to name when called 

 FORMCHECKBOX 
 Child does not react to loud noises or toys with noise

 FORMCHECKBOX 
 Child stands near objects (i.e., radio) to hear sound 

Parent / Caregiver concern or observations:
     
	 FORMCHECKBOX 
 Family history of eye condition (other than glasses) 

 FORMCHECKBOX 
 Premature birth of 36 weeks or less

 FORMCHECKBOX 
 Seizure disorder

 FORMCHECKBOX 
 Does not notice people or objects when placed in certain areas

 FORMCHECKBOX 
 Eyes make constant, quick movements or appear to have a shaking movement 

 FORMCHECKBOX 
 Brings objects to one eye rather than using both eyes to view

 FORMCHECKBOX 
 Covers or closes one eye frequently

If child is older than 6 months: 
 FORMCHECKBOX 
 Tilts or turns head to one side while looking 

 FORMCHECKBOX 
 Cannot see a dropped toy 

 FORMCHECKBOX 
 Eyes appear to turn inward, outward, upward or downward 

 FORMCHECKBOX 
 Responds to toys only when there is an accompanying sound

 FORMCHECKBOX 
 Moves hand or object back and forth in front of eyes 

 FORMCHECKBOX 
 Consistently over or under reaches

 FORMCHECKBOX 
 Squints, frowns or scowls when looking at objects

Parent / Caregiver concern or observations:
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