STAP / ESY 2012 EMOTIONAL / AUTISTIC SUPPORT NEEDS CHECKLIST

Client Name:  







MR#:  




Please indicate if the client displays any of the following behaviors.  If yes, please expand upon.


Behavior





Yes

No
1. Self-feeding Deficit:




___

___ 

2. Self-toileting Deficit:




___

___

3. Actively using/abusing drugs or alcohol:

___

___


4.     Physical aggression with staff or peers


___

___



If yes, how frequently is behavior occurring:

___________________________________

5.     Elopement/runaway behaviors:


___

___



If yes, how frequently is behavior occurring:



___________________________________


6.     Placed in a higher level of care within past 6 months:
___

___



If yes, when was discharge:



___________________________________


6.     Fire play/fire setting:




___

___



If yes, when was last incident:



___________________________________


8.     Inappropriate sexual behavior:



___

___



If yes, when was last incident:



___________________________________
