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Foetal Alcohol Spectrum Disorder (FASD) assessment intake form

Treehouse Practice and Dr Farhana Sharif, Consultant Paediatrician operate a multi-disciplinary assessment service for children and young people with a suspected presentation of FASD. This form is to be completed in conjunction with the Treehouse Practice Parent/ Carer Questionnaire for FASD assessment and is required prior to the medical component of the assessment. It may be necessary to gather the information required from multiple sources including birth parents, carers, social work team and social work reports.

	Growth

	Birth weight
	

	Birth length
	

	Birth head circumference
	

	Length of pregnancy in weeks
	

	Additional height, weight and head measures if available throughout development
	




	Birth mother’s height
	

	Birth father’s height
	

	

	Physical appearance and health

	Please provide 2-3 photographs of the child/ young person undergoing assessment (ideally the child is looking at the camera and not smiling)

	

	Was the child born with any congenital birth defects (e.g. club foot, cleft palate, congenital heart defects)?

	

	Does the child have a history of any of the following? (mark Yes/ No/ Unsure)

	Allergies
	

	Multiple ear infections
	

	Chronic sinusitis
	

	Chronic hearing loss
	

	Visual problems
	

	Chronic illness of the heart
	

	Chronic illness of the kidneys
	

	Chronic illness of the joints/ limbs
	

	Chronic illness of the stomach/ bowels
	

	

	Has the child/young person had any hospitalisations since birth?
Provide details if so

	

	Has the child/ young person had any operations since birth?
Provide details if so

	

	

	Neurological Issues

	Has the child/young person ever had seizures? (Yes/No/ Unsure)
	

	If yes, specify the following:
Type of seizure
Age when seizure/s started
Medications given
	

	Has the child/young person ever had a head injury leading to unconsciousness or medical examination? (Yes/ No/ Unsure)
If yes, please describe

	

	Has the child/young person ever had a CT scan or MRI scan of the brain? (Yes/ No/ Unsure)
	

	If yes, was the scan abnormal? (Yes/ No/ Unsure)
	

	

	ADHD symptoms

	Has the child/young person ever been evaluated for ADHD? (Yes/ No/ Unsure)
	

	If yes, provide the following details:
Age of evaluation
	

	Was the child/young person diagnosed with ADHD/ ADD?
	

	Was the child/young person treated for ADHD/ ADD? 
If yes, specify type of treatment
	

	Has the child/young person been medicated for ADHD/ ADD?
If yes, specify the type/s of medication
	

	

	Mental Health Concerns

	Has the child/young person ever attended CAMHS or been assessed by a psychiatrist? (Yes/ No/ Unsure)
	

	If yes, please specify the following:
Reason for referral
Service attended
Type of therapy/ intervention
	

	Has the child/young person ever received medication for mental health concerns? (Yes/ No/ Unsure)
	

	If yes, please specify the medications and responses to same

	

	

	Prenatal alcohol exposure

	Please fill in this information as completely as possible. This information is critical to the evaluation of the child/ young person

	Alcohol use by the birth mother

	Before pregnancy:
Average number of drinks consumed
Maximum number of drinks consumed
Average days per week that alcohol was consumed
Types of alcohol (Wine/ Beer/ Spirits/ Unknown)
	

	During pregnancy:
Average number of drinks consumed
Maximum number of drinks consumed
Average days per week that alcohol was consumed
Types of alcohol (Wine/ Beer/ Spirits/ Unknown)
	

	Was the birth mother ever reported to have a problem with alcohol? (Yes/ No/ Unsure)
	

	Was the birth mother ever diagnosed with alcoholism? (Yes/ No/ Unsure)
	

	Did the birth mother ever receive treatment for alcohol addiction? (Yes/ No/ Unsure)
	

	If the above information is unknown, please provide any further information that might help describe the birth mother’s level of alcohol use during the pregnancy

	

	What is the source of this information on alcohol use?

	

	Did the birth mother use any of the following substances during pregnancy? (Yes/ No/ Unsure)

	Illicit drugs (please list)

	

	Tobacco

	

	Prescribed medication (please list)

	

	

	Birth Mother’s Medical and Learning History

	Mother’s DOB
	

	Mother’s age at birth of child/young person being assessed
	

	Mother’s level of education
	

	Does the birth mother have a history of learning differences? (Yes/ No/ Unsure)
	

	Last contact between child/young person and birth mother
	

	
	

	Does the birth mother have a history of any of the following (Yes/ No/ Unsure)
Alcoholism
Birth Defects
Stillbirths
Miscarriages
Intellectual disability
Autism
ADHD
Hyperactivity
Epilepsy
Other neurological issues
Depression
Suicidal ideation
Anxiety
Other mental health concerns
Vision problems
Hearing problems
Chronic illness (specify)
Other genetic condition
Other (specify)
	

	

	Birth Father’s Medical and Learning History

	Father’s DOB
	

	Father’s age at birth of young person being assessed
	

	Father’s level of education
	

	Does the birth father have a history of learning differences? (Yes/ No/ Unsure)
	

	Last contact between child/young person and birth father
	

	
	

	Does the birth father have a history of any of the following (Yes/ No/ Unsure)
Alcoholism
Birth Defects
Stillbirths
Miscarriages
Intellectual disability
Autism
ADHD
Hyperactivity
Epilepsy
Other neurological issues
Depression
Suicidal ideation
Anxiety
Other mental health concerns
Vision problems
Hearing problems
Chronic illness (specify)
Other genetic condition
Other (specify)
	



	Pregnancies of the birth mother

	Year
	Length of Pregnancy
	Name of Child
	Was the child born alive? (Yes/ No)
	Was the child’s development typical? (Yes/ No)
	If not typical, include details and FASD diagnosis if any

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	



	Pregnancy, Labour and Delivery of this Child/Young Person

	Any difficulties during pregnancy? (Yes/ No/ Unsure)
	

	Did the mother receive prenatal care? (Yes/ No/ Unsure)
	

	Were there complications during pregnancy? (Yes/ No/ Unsure)
	

	Were there complications during labour or delivery? (Yes/ No/ Unsure)
	

	Was the delivery:
Natural
C-Section (include reason)
Unsure
	

	Gravity: Number of times mother has been pregnant
	

	Parity: Number of times mother has given birth to a foetus with a gestational age of 24 weeks or more
	

	Where was the child/young person born?

	

	How many days did the infant stay in hospital?
	

	Did the infant have any of the following difficulties whilst in hospital? (Yes/ No/ Unsure)

	Feeding problems
	

	Breathing difficulties (Apnea)
	

	Supplemental oxygen required
	

	Infections
	

	Jaundice
	

	Convulsions
	

	

	Professionals involved currently with this child/young person (name/ address/ contact details)

	
	

	
	

	
	

	
	

	
	

	
	

	Previous Reports (please supply maternity, medical, school, developmental and professional assessments to date)
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