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Behaviour Therapy Case History Questionnaire

(Please complete this questionnaire and return to us before your appointment)

Today’s Date:

Participant Name:
Date of Birth:
Address:

Parent/Guardian/Caregiver
Name:

Relationship to Participant:
Contact Number:

Email:
Participant Diagnosis:
Referred by:

If you are NDIS Funded, are
you Self or Plan Managed:

Reason for seeking Behaviour Therapy

What are the main concerns for the Participant regarding Behaviour Therapy?

Communication

Languages spoken at home?

Does the Participant speak and/or understand this language? Yes No

How does the Participant communicate their wants/needs? single words, visuals, sentences, gestures, signs:

Does the Participant have a communication device? Please specify

Does the Participant respond to his/her name? Yes No

When you point to something that is across the room, does the Participant look at it? Yes No

Does the Participant engage well with other people? Yes No

Educational Information

Does the Participant attend? Childcare Preschool Primary School High School

Institution Name:

Class/Grade:

Clinic 1: Suite 2, Level 1, 1 Gregory Hills Drive, Gledswood Hills, NSW 2557 | 0400 044 880
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Does the Participant receive any extra support at school? Yes No

If yes, please describe:

Prenatal and Birth History

How many weeks was the Participant delivered at? Weight at birth?

Were there any complications during the pregnancy or birth? (e.g. gestational diabetes, caesarean) If yes, please
specify:

Did the Participant require any special treatment during pregnancy or after birth? (i.e. NICU, light therapy,
ventilation, nasogastric tube):

Medical History

Has the Participant had any significant illnesses, injuries, and/or hospitalisations? If yes, please specify:

Does the Participant take any regular medications?

Does the Participant have any allergies?

Does the Participant have a history of recurrent ear infections? Yes No

Does the Participant have grommets? Yes No

Has the Participant’s eyesight been tested? If yes, please specify when, where and what the results were:

Has the Participant’s hearing been tested? If yes, please specify when, where and what the results were:

Has the Participant had any of the following illnesses? (please tick):

Asthma or bronchial problems (wheezing etc.) Lots of colds/flus
Ear aches/infections Headaches
Tonsilitis Fits/seizures

Clinic 1: Suite 2, Level 1, 1 Gregory Hills Drive, Gledswood Hills, NSW 2557 | 0400 044 880
Clinic 2: Suite 5, Level 1, 2/2 Holborn Circuit, Gledswood Hills, NSW 2557 | 0436 004 900
info@kidstherapyhub.com.au | www.kidstherapyhub.com.au | ABN: 27662251416



LD,

THERAPY
HUB

Speech Therapy, Occupational Therapy,
Psychology & Behaviour Therapy

Has the Participant received services from any of the following professionals? (Doctors, Occupational Therapists,
Speech Pathologists, Physiotherapists, Psychologists, ENT Specialists):

for how long:

Profession: At what age and Reasons/Concerns:

Weekly/
Fortnightly

Family History

Participant lives with:

Name: Age:

Relationship to Participant:

Do you have any person(s) in your family, immediate and non-immediate, Paternal and/or Maternal that have any

of the following difficulties? (please tick)

Speech/Language Difficulties

Anxiety

Learning Difficulties

Hearing Impairment

Attention Deficit Hyperactive Disorder (ADHD)

Sensory Processing Difficulty

Additional comments or concerns:

Cleft Palate

Developmental Delay

Behavioural Difficulties

Joint hypermobility

Autism Spectrum Disorder (ASD)
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How intense are the challenging behaviours?

(mild) 1

2

3 4 5 6 7 8 9 10 (severe)

What do the challenging behaviours involve?

No
Yes

If yes please describe:

Kicking, biting, hitting, throwing things
Screaming, shouting, swearing

Crying, lying on the floor

Head banging, harming oneself physically

Any stimming behaviours?

How often do the challenging behaviours occur?

Daily

1-2 times per week

3-4 times per week

How long do the challenging behaviours last?

5-10 minutes

20-30 minutes

1 hour

Several hours

What strategies do you utilise to control these behaviours?

Do the strategies you use help with the behaviours?

No
Yes

If yes please describe:
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Skills and Difficulties

Does the Participant have any difficulties with?

Skill Tick Please Comment (optional)
Sleep Yes
(please include sleep difficulties,

. . . . No
night waking, ongoing fatigue,
fears, difficulty with pre- bed
sleep routine)
Toilet independence Yes
(toilet training, night time No
independence, history of
constipation, management of
hygiene and clothing, fear of
toilet)
Mealtimes Yes
(expected/unexpected range of

No

food preferences, use of cutlery,
drinking skills, ability to
participate and behaviours)
Dressing Yes
(Putting clothes/shoes on/off, No
adjusting clothes, managing laces
and buttons)
Showering/Bathing Yes
(Completing steps and level of No
assistance required)
Independence in other self-care Yes
(Maintaining hygiene, grooming: No
brushing teeth/hair)
Play Yes
(sharing, taking turns, playing

. . . No
with others, winning/losing)

Thank you for completing this form.
This information will allow our Therapists to be better prepared for your appointment.
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*** please leave blank ***
To be completed by a Senior Behaviour Therapist during initial consult.

Reinforcement/interests (toys, activities etc)

Session Summary

e What an Intensive Behaviour Therapy session will look like
e How therapy plans will be conducted in session
e 4-6-week progress update

Additional notes (to take during consult)

Clinic 1: Suite 2, Level 1, 1 Gregory Hills Drive, Gledswood Hills, NSW 2557 | 0400 044 880
Clinic 2: Suite 5, Level 1, 2/2 Holborn Circuit, Gledswood Hills, NSW 2557 | 0436 004 900
info@kidstherapyhub.com.au | www.kidstherapyhub.com.au | ABN: 27662251416



	Does the Participant have a communication device Please specify: 
	Institution Name: 
	undefined: 
	undefined_2: 
	undefined_3: 
	undefined_4: 
	undefined_5: 
	undefined_6: 
	undefined_7: 
	undefined_8: 
	undefined_9: 
	undefined_10: 
	undefined_11: 
	ClassGrade: 
	Does the Participant take any regular medications: 
	Were there any complications during the pregnancy or birth eg gestational diabetes caesarean If yes please: 
	Does the Participant have a history of recurrent ear infections: 
	Has the Participants eyesight been tested If yes please specify when where and what the results were 1: 
	Has the Participants eyesight been tested If yes please specify when where and what the results were 2: 
	Has the Participants eyesight been tested If yes please specify when where and what the results were 3: 
	1: 
	2: 
	3: 
	ProfessionRow1: 
	At what age and for how longRow1: 
	ReasonsConcernsRow1: 
	Weekly FortnightlyRow1: 
	ProfessionRow2: 
	At what age and for how longRow2: 
	ReasonsConcernsRow2: 
	Weekly FortnightlyRow2: 
	ProfessionRow3: 
	At what age and for how longRow3: 
	ReasonsConcernsRow3: 
	Weekly FortnightlyRow3: 
	ProfessionRow4: 
	At what age and for how longRow4: 
	ReasonsConcernsRow4: 
	Weekly FortnightlyRow4: 
	NameRow1: 
	AgeRow1: 
	Relationship to ParticipantRow1: 
	NameRow2: 
	AgeRow2: 
	Relationship to ParticipantRow2: 
	NameRow3: 
	AgeRow3: 
	Relationship to ParticipantRow3: 
	NameRow4: 
	AgeRow4: 
	Relationship to ParticipantRow4: 
	NameRow5: 
	AgeRow5: 
	Relationship to ParticipantRow5: 
	Additional comments or concerns 1: 
	Additional comments or concerns 2: 
	Additional comments or concerns 3: 
	undefined_12: 
	If yes please describe 1: 
	If yes please describe 2: 
	If yes please describe 3: 
	What strategies do you utilise to control these behaviours 1: 
	What strategies do you utilise to control these behaviours 2: 
	What strategies do you utilise to control these behaviours 3: 
	undefined_13: 
	If yes please describe 1_2: 
	If yes please describe 2_2: 
	Skill: 
	Tick: 
	Please Comment optionalYes No: 
	Please Comment optionalYes No_2: 
	Please Comment optionalYes No_3: 
	Dressing Putting clothesshoes onoff adjusting clothes managing laces and buttons: 
	Please Comment optionalYes No_4: 
	Please Comment optionalYes No_5: 
	Please Comment optionalYes No_6: 
	Please Comment optionalYes No_7: 
	Reinforcementinterests toys activities etc 1: 
	Reinforcementinterests toys activities etc 2: 
	Reinforcementinterests toys activities etc 3: 
	Reinforcementinterests toys activities etc 4: 
	Reinforcementinterests toys activities etc 5: 
	Reinforcementinterests toys activities etc 6: 
	Additional notes to take during consult 1: 
	Additional notes to take during consult 2: 
	Additional notes to take during consult 3: 
	Additional notes to take during consult 4: 
	Additional notes to take during consult 5: 
	Additional notes to take during consult 6: 
	Additional notes to take during consult 7: 
	Additional notes to take during consult 8: 
	Additional notes to take during consult 9: 
	Additional notes to take during consult 10: 
	Additional notes to take during consult 11: 
	Additional notes to take during consult 12: 
	Additional notes to take during consult 13: 
	Additional notes to take during consult 14: 
	Additional notes to take during consult 15: 
	Additional notes to take during consult 16: 
	Additional notes to take during consult 17: 
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off


