SPECIAL EDUCATION CONSULTING

SUSAN BURNETT, PHD., CONSULTANT

PROFESSIONAL ADVOCATE

4477 La Serena Dr. 

Yorba Linda, CA 92886

 (7414) 985-0922 business/Facsimile

INTAKE QUESTIONNAIRE
INSTRUCTIONS: This form must be completed and submitted along with your child's school and health records (if applicable). The information you provide is strictly confidential and helps me determine your child's educational problem. Submitting this information does not commit you to contract with me for advocacy services, nor does it mean that I have agreed to represent you. The initial consultation fee is $350.00 which must accompany this questionnaire along with PHOTOCOPIES of all IEP's, evaluations and other pertinent information. I will evaluate all information and contact you regarding further necessary assessments, steps, or assistance which you may need to take. Please provide evening and weekend telephone numbers if not already included on the questionnaire. I CANNOT RETURN the information you send. PLEASE DO NOT SEND ORIGINALS. I will keep your file for either six months after the consultation or for six months after your case is inactive. You may pick your file up at any time during that period.

Please arrange all of the information you send in STRICT CHRONOLOGICAL

ORDER, OLDEST DOCUMENT ON TOP, THE MOST RECENT DOCUMENT ON THE BOTTOM. If you must add dates or other information to the documents, USE STICKY NOTES. PLEASE DO NOT WRITE ON, UNDERLINE, OR HIGHLIGHT THE DOCUMENTS THEMSELVES. If possible, please include an inexpensive snapshot of your child.


1. __________________________________________________________________


Child's Name: Last name, First name, Middle Initial

2. __________________________________________________________________

Street Address, City, State, Zip
3. ________________________________/_________________________________


Mother's name                                                 Father's name
4. __________________________________________________________________


Step-parent's or Guardian's Name (if living with child)
5. __________________________________________________________________

Parent's Home Phone # Cell # and E-mail.  Check E-mail Regularly?
Y/ N
6. __________________________________________________________________
   
 Child's Date of Birth Child's Chronological Age, Years plus Months

7. Does your child's present educational program contain any special education and/or modifications to a general education program? If so, please describe.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
8. Is your child: Male/Female? Right/Left Handed? Does the child write/print?

9. Please describe the nature of your child's disability.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________________________________________________________________________________

10. What, in your opinion, needs to be done in order for your child to receive an


appropriate education.

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
11. Describe any services NOT provided by the school, which you have obtained and paid for on your own because they are not available from the school., for example, occupational, physical, or speech therapy, transportation, assistive technology, tutors, etc. Please be as detailed and specific as possible.

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
12. Please estimate total cost of these services you have provided. Have you either requested reimbursement from the school for these costs? Y/N Have you been reimbursed by the school for any of the costs? Y/N

________________________________________________________________________________________________________________________________________________

13. Has the school used your private insurance or Medicaid to pay for any related services? Y/N

14. Is your child on medication? If so, please list all medications, strengths, dosages.

_______________________________________________________________________________________________________________________________________________________________________________________________________________
15. How many schools has your child attended throughout his/her 
education?________________________________________________________
16. Approximately how many days is your child absent in a school year?

__________________________________________________________________________________________________________________________________________

17. Do you have a family history of any genetic illnesses, chronic health 
problems, learning disabilities, attention deficit disorder, or other relevant 
diseases? (Please list).

_______________________________________________________________________________________________________________________________________________________________________________________________________________

18. Were there any pregnancy, labor, birth, or other difficulties regarding your 
child, for example, when your child was born, was the umbilical cord 
wrapped around his/her neck? (Please list, regardless of how insignificant 
these may seem).
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

19. Was your child delayed in crawling, walking, talking, etc.? (Please identify 
any differences in detail).

_______________________________________________________________________________________________________________________________________________________________________________________________________________

20. Has your child ever been held back/retained/failed or recommended for any 
of these? Y/N If Yes, which grade(s)?

_____________________________________________________________________
21. Has your child received services from any of the following (circle all that 
apply):


PSYCHOLOGISTS

PSYCHIATRIST 

      THERAPISTS  


EDUCATIONAL CONSULTANTS/DIAGNOSTICIANS

COUNSELING AGENCIES, ETC.


OTHER: _____________________________________________________________________
22. Do you have a complete copy of your child's entire confidential and 
cumulative file from:

Circle One


a. The Public School?  YES / NO / SOME / I DON'T KNOW


b. The Sp. Ed. Provider? YES /NO / SOME / I DON'T KNOW

23. When was the last time your child was evaluated? Date_______(most recent)

Who conducted the evaluation? ______________________________________
24. Who referred you to Special Education Consulting/Advocacy?
_____________________________________________________________________
25. Please list the following:
Name of School ______________________________________________________

School’s Address _____________________________________________________

School’s Phone number & Fax__________________________________________

Superintendent’s Name _______________________________________________

Name of the school district ____________________________________________

Address of District ___________________________________________________
Phone Number ________________ ______________________________________

Name of Director of Special Education___________________________________

Fax Number of Sp Ed Director__________________________________________

26. Please print the names of those working with your child & circle the description that best describes your working relationship:

RSP _________________________________________________Good / Fair / Poor

School Psychologist ____________________________________Good / Fair / Poor

Speech/Language Therapist _____________________________Good / Fair / Poor

OT / PT Therapist _____________________________________Good / Fair / Poor

SDC Teacher _________________________________________Good / Fair / Poor

Reg Ed Teacher (Elementary) ___________________________Good / Fair / Poor

District Rep who attends meetings _______________________ Good / Fair / Poor

27. Please describe in detail your child’s educational problems, how you would like to be helped, and any questions you would like answered. If more space is needed, please continue on another sheet. Please be as detailed and specific as possible.

































































PLEASE DO NOT WRITE IN THIS BOX





Date Material Received ___________ Phone Consultation Date_________________





IEP Meeting Date_______________ Purge File Date_____________________
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