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Fetal Alcohol Spectrum Disorder Diagnostic Clinic Application Form
This application is to determine if prenatal alcohol exposure had a significant impact on the applicant’s abilities that would result in an FASD diagnosis.

The information in this application assists the multi-disciplinary team in making an accurate diagnosis.

It is important to complete as much as possible of this form.  If you need assistance do not hesitate to call our office – 780.594.9905.

To include with this application:

· Previous Psychological Assessments

· Speech Language assessments

· Occupational therapy assessments

· Other medical information
This application will NOT be processed unless the:

· Consent forms are signed by the legal guardian
· Copy of Guardianship Order with Court Seal is provided with this application
Return this form to:
The Lakeland Centre for Fetal Alcohol Spectrum Disorder

Box 479, Cold Lake, AB T9M 1P3    
Tel:(780) 594-9905/Fax:(780) 594-9907 Toll Free: 1-877-594-5454

Sanhaluk (San) Downs, Diagnostic Services Manager

                                                     



CLIENT INFORMATION

Applicant’s Name _______________________________________________________________   Female       Male       

Personal Health # __________________________________       Date of Birth _________________________________

Ethnicity Metis FN Other 
 Treaty Number________________________________
Address 15

City ________________________________ Province ___________________________   Postal Code________________

Telephone:     Home  20 (             ) ____________________________     Work  21 (              )  ________________________

CAREGIVER INFORMATION

Name of Applicant's primary Caregiver 22


Relationship to Client:  


Address 25


City________________________________   Province___________________________  Postal Code ______________

Telephone:     Home  30 (             ) 
__________________________
 Work  31 (              ) 


E-mail: 


AGENCY TO RECEIVE INFORMATION

Name 38


Relationship to Applicant: 

3940Address 41


City 42___________________________________ Province 43______________ 44
    Postal Code 45


Telephone:     Work:  46 (             ) 

 Fax:   47 (              ) 


Appearance 

      Attach a photo of the Applicant to this application if available.
      Age 1 to 12 years old, looking at the camera, not smiling.                                                                         

Growth Measures

Applicant’s Birth Measures:   
Weight:____________ lbs/kgs    


Head Circumference:_____________inches/cm   

Height___________feet&inches/cm


Gestational Age:______________ month/weeks



   Additional Applicant’s Measures, if available:  
       Age & Date:_________________

       Weight:____________lbs / kgs  Height:___________inches / cm   Head circumference: __________inches / cm
       Age & Date:__________________                

       Weight:____________lbs / kgs   Height:___________inches / cm    Head circumference: __________inches/cm
       Age & Date:_____________________              

       Weight:_______lbs / kgs           Height:_________inches / cm       Head circumference:___________ inches/cm
Physical Health History

Was the Applicant born with any birth defects 8Was tW  (things like cleft lip, congenital heart defects, club foot, etc.)? 

 If yes, please describe:______________________________ _______________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________

Has the Applicant ever had any of the following Chronic Illnesses?

	· Heart
	· Kidney
	· Stomach/Bowel

	· Joints/Limbs
	· Allergies
	· Sinusitis

	· Visual Problems
	· Hearing Loss
	· Multiple Ear Infections


	· Other:____________________________________________________________________________


Has the Applicant ever had Surgery?_________

Surgeon:_____________________________________________________________________________________       Year_________________________   Operation: ____________________________________________________

Surgeon:_____________________________________________________________________________________       Year_________________________   Operation:_____________________________________________________

Any other Hospitalizations? _____________
     Hospital/Doctor:_______________________________________________________________________________

     Date  & Reason:________________________________________________________________________________ 

Has the Applicant ever had seizures?________________

What type?______________________________________________________________________________

Age when seizues started?_________________________________________________________________

Name of medication given._________________________________________________________________ 

1has HH   H    Has the Applicant ever been physical abused? Age:___________   

Was this evaluated by a physician?___________

1H Has the Applicant ever been sexual abused? Age:______________    

Was this evaluated by a physician?_____________
Mental Health History

List of Medications                                                                                           Age & Responses

	
	

	
	

	
	

	
	


Has the Applicant ever been evaluated by: 

· Psychiatrist     Describe the reason for therapy, age at the time of therapy and if  this was helpful____________________________________________________________________________________
________________________________________________________________________________________________

________________________________________________________________________________________________

· Psychologist     Describe the reason for therapy, age at the time of therapy and if  this was helpful  
________________________________________________________________________________________________

________________________________________________________________________________________________

· Mental Health Counsellor    Describe the reason for therapy, age at the time of therapy and if  this was helpful  __________________________________________________________________________________
________________________________________________________________________________________________

________________________________________________________________________________________________

__________________________________________________________________________________________

Mental Health History  (cont)

Has the Applicant ever received any of the following medical / psychiatric diagnosis?

	· Tourette’s

Age____


	· Oppositional Defiant Disorder.     Age____

	· Obsessive/Compulsive Disorder.     Age____


	· Attention Deficit

Age____


	· Hyperactivity 

Age____
	· Mood Problems (depression, anxiety)             Age____



	· Phobia (fears)

Age____


	· Autism/Asperger’s
Age____
	· Substance Abuse Disorder.    Age____
       

	· Schizophrenia

Age____


	· Other:    

Age____
	· Other:     

Age____


Were any treatments tried?  If so please explain.  (medication, therapy, etc)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Neurological Health History

Has the Applicant ever had any of the following:

	· Seizures                                Type & Medication:

Age started: 

            

	· Head Injury                          Unconsciousness or evaluated by a physician?



	· CT or MRI brain scan         Results:



	· Bed wetting/soiling after age 8




Placements

Placements from birth

	Type of Placement (foster, adoptive, group home, etc.)
	Length of Placement
	 Age When Placement Started

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Please describe the current placement.  __________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________

How many children are in the home?_________________________________

How many adults are in the home? __________________________________

How long has the Applicant been in the home?______________________________

Does the Applicant have biological siblings in the home?  If so who?___________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________

School History

List the schools and grades the Applicant has attended (pre-schools, elementary, secondary)

	Schools  &  Address


	Grades 

Attended
	Dates

Attended
	Additional/Special 

Education Received

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


 What Learning problems does the Applicant have?  _________________________________________________________


What Behavioural problems does the Applicant have? ______________________________________________________
___________________________________________________________________________________________________________

Work Experience

Employer: __________________________________________________    Started:_________    Finished:__________

Job Description:___________________________________________________________________________________

Employer: __________________________________________________    Started:_________    Finished:__________

Job Description:___________________________________________________________________________________

Developmental Milestones

	Was there every any concern (by parents, other family members, or Doctors) with regard to your:
	Preschool Development

Yes                  No
	Present  Development

Yes                  No

	Feeding / eating
	
	
	
	

	Fine motor Skills
	
	
	
	

	Gross motor Skills
	
	
	
	

	Language development (vocabulary, sentences)
	
	
	
	

	Articulation (clarity of speech)
	
	
	
	

	Memory
	
	
	
	

	Hearing
	
	
	
	

	Vision
	
	
	
	

	Social skills (relations with Applicant)
	
	
	
	

	Emotional stability (excessive crying, insecurity, anxiety)
	
	
	
	

	Activity level:  Over-active

Activity level:  Under-active
	
	
	
	

	
	
	
	
	

	Ability to pay attention
	
	
	
	

	Comments/Additions:


	
	
	
	


Biological Family Information



Family Medical History

          Birth Mother 
	· Alcoholism
	· Birth Defect
	· Stillbirths’


	· Miscarriages



	· Developmental 

    Disabilities


	· Learning Disorders


	· Neurological Disease


	· Applicant Abuse



	· Mental Disability


	· Attention Deficit
	· Hyperactivity
	· Epilepsy

	· Sexual Abuse
	· Depression
	· Suicide
	· Visual Problems


          Birth Father

	· Alcoholism


	· Birth Defects


	· Stillbirths’


	· Miscarriages



	· Developmental 

    Disabilities
	· Learning Disorders


	· Neurological Disease


	· Applicant Abuse



	· Mental Disability


	· Attention Deficit
	· Hyperactivity
	· Epilepsy

	· Sexual Abuse
	· Depression
	· Suicide
	· Visual Problems


           Mother’s Family

	· Alcoholism


	· Birth Defects


	· Stillbirths’


	· Miscarriages



	· Developmental 

Disabilities


	· Learning Disorders


	· Neurological Disease


	· Applicant Abuse



	· Mental Disability


	· Attention Deficit
	· Hyperactivity
	· Epilepsy

	· Sexual Abuse
	· Depression
	· Suicide
	· Visual Problems


           Father’s Family

	· Alcoholism


	· Birth Defects


	· Stillbirths’


	· Miscarriages



	· Developmental 

   Disabilities


	· Learning Disorders


	· Neurological Disease


	· Applicant Abuse



	· Mental Disability


	· Attention Deficit
	· Hyperactivity
	· Epilepsy

	· Sexual Abuse
	· Depression
	· Suicide
	· Visual Problems


           Client’s Siblings

	· Alcoholism


	· Birth Defects


	· Stillbirths’


	· Miscarriages



	· Developmental 

    Disabilities


	· Learning Disorders


	· Neurological Disease


	· Applicant Abuse



	· Mental Disability

· Sexual Abuse
	· Attention Deficit

· Depression
	· Hyperactivity

· Suicide
	· Epilepsy

· Visual Problems

	
	· 
	· 
	· 


Mothers Pregnancy andApplicant’s Birth

  Did the Mother receive prenatal care?__________        Where was client born:_____________________________

  Length of infant hospital stay:_________________        Apgar Score: 5 min_____________ 10 min____________

  Was there difficulties/complications during:  
   Pregnancy_______________________     Labour______________________    Delivery________________________      

   Was the delivery: 
   Natural____________   C-section & Reason__________________________    Unknown________________________

   Did the client at birth have problems with:

	· Feeding
	· Apnea/Breathing 
	· Supplemental Oxygen needed

	· Infections
	· Jaundice
	· Convulsions


Birth Mother’s Pregnancies

   List all pregnancies including miscarriages/abortions in the order of their occurrence:

	Year
	Length of

Pregnancy
	Born Live
	First Name
	Normally Developed
	Not Normally Developed

Explain

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Alcohol Exposure

      Birth Mother’s alcohol use:




         Birth Mother: (Please check the applicable boxes)

	· Diagnosed with alcoholism
	· Had a problem with alcoholism
	· Received treatment for alcoholism


       What months of this pregnancy did you drink? _______________________.   If unknown, can you provide any

       additional information that helps to describe the level of alcohol used by your mother: 






       Confirmation of alcohol consumption provided by: 









     Substances Birth Mother used during pregnancy?

	Type of Substance
	
	Please list specific substance
	What month of   pregnancy?

	Drugs


	
	
	

	Tobacco


	
	
	

	Marijuana


	
	
	

	Medications


	
	
	

	X-Ray
	
	
	


Current Care Professionals

Professionals currently involved in your care

Primary Physician

Name: 425


Phone: 426


Address: 


427
Other Physicians

Name: 428


Phone: 429


Specialty: 430



Address: 431



Name: 428


Phone: 429


Specialty: 430



Address: 431



435Mental Health Consultants (includes Psychiatrists, Psychologists, and Counsellors) 

Name: 440


Phone: 441

Specialty: 442



Address:


Name: 440


Phone: 441

Specialty: 442



Address:
_________________________________________________________________________

440

Name: 440


Phone: 441


Specialty: 442



Address:
  ________________________________________    Phone:  ________________________
Name: 452
 

Phone: 453


Address: 455
 


Contact Person (counsellor)
  _____________________________________  Phone:  _______________________ 

School

Name: 452
 

Phone: 453


Address: 455
 


Contact Person (counsellor)
  _____________________________________  Phone:  ____________________________
Concerns & Issues

       What are your main concerns or problems at this time?  Please be specific 
        What do you hope to gain from a diagnosis? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

        _______________________________________________________________________________________________________

        _______________________________________________________________________________________________________

        _______________________________________________________________________________________________________

Person completing this application ________________________________________________________

Checklist for NCIF Completion

Please review that the following is completed:

· Full contact information of the caregiver and/or contact person
· Full contact information of applicant (especially for adults)

· Place of birth of the applicant

· Signed consent form by the legal guardian

· Attach copies of guardianship legal documentation

· Attach previous psychological assessments

· Attach previous speech assessments

· Attach any other assessments completed.

Confirmation of the mothers drinking is not required for this application, however, must be confirmed in writing by a reliable source before this applicant is seen by the clinic team.

Return this form to:
The Lakeland Centre for Fetal Alcohol Spectrum Disorder

Box 479, Cold Lake, AB T9M 1P3    

Tel:(780) 594-9905/Fax:(780) 594-9907 Toll Free: 1-877-594-5454

Contact:  Donna Fries, Diagnostic Services Manager with any questions that you may have.
Diagnostic & Assessment Process
After receiving the NCIF application the file is reviewed and additional information is requested such as birth records, health records, school reports, previous assessment information, etc.


It is important for the multi-disciplinary team to have all the information required to make an accurate diagnosis and rule out all other possibilities. This can take some time depending on how much is completed in the application form, where the person was born and raised that records need to be collected from.  

Alcohol Confirmation:  When a child or adult has been in care and no longer has contact with the birth mother, confirmation of the mothers drinking during pregnancy must be confirmed in writing from previous records such as birth records, child protection records, etc.  This can take considerable amount of time.  We try to be very thorough regarding this aspect to ensure an accurate diagnosis.

Once we have all the information we need, a clinic date will be scheduled.  The diagnostic teams meet once or twice a month on predetermined dates.  The applicant may require some pre-assessment work which will be scheduled on a separate day from clinic.  

The primary contact will be called to confirm the clinic date which will be followed by a letter.  

On clinic day the multidisciplinary team (doctor, psychologist, Speech Language Pathologist, Occupational Therapist, psychiatrist, social worker, mental health therapist, cultural liaison, legal representative, adult services representatives, and others deemed necessary) will review the applicant’s file information.

This will be followed by an interview with the caregiver/applicant’s social worker/legal guardian to determine what life is like now and what supports the applicant is needing.  During this time the applicant may conduct more assessments with the SLP/OT or have an interview with a team member.

There will be some waiting time as the team completes their work to determine and FASD diagnosis and subsequent difficulties; and develop a list of recommendations.

The diagnosis and recommendations will be reviewed with the applicant/caregiver and other supports on the same day.

The applicant/caregiver will have an opportunity to debrief before leaving for the day.  

Children and Youth:  plan on   being available for ½ day

Adults:   plan on being available a full day.  


A full medical report will follow in about 6 weeks.
Date Rec’d





   Applicant - New Client Information Form





This form will assist the Lakeland Centre for Fetal Alcohol Spectrum Disorder with gathering a complete and comprehensive information client data base.  This information form encompasses the important factors in your history and we ask you and your supports complete this with as many of the answers as known.    Thank you for your time.                                                    





Applicant’s Present Measures:  





Weight:____________ lbs/kgs    			Head Circumference:_____________inches/cm


 


Height___________feet&inches/cm			Age & Date:__________________











Birth Parents Present Measures:  





      Birth Mothers’ Height:_________________feet & inches/  cm   


      Birth Fathers’ Height: _________________feet & inches/  cm    








Birth father


 Name & Address	______________________________


__________________________________________________________________    Birth date:________________


 Father's Origin: 


 Metis       Inuit            First Nation (name)							__


 White         Black	          Asian Unknown     Other (specify) 268						____





Father’s age at your birth:		     


Highest education level completed:_________________   Does he have a history of learning problems?___________





When was the Applicant’s last contact with the birth father?_________________________________________________








Birth Mother


 Name & Address	______________________________


__________________________________________________________________    Birth date:________________


 Mother’s Origin: 


 Metis       Inuit            First Nation (name)							__


 White         Black	          Asian Unknown     Other (specify) 268						____





Mother’s age at your birth:____________     


Highest education level completed:__________________Does she have a history of learning problems?__________





When was the Applicant’s last contact with the birth mother?________________________________________________ 





 Before Pregnancy:	


     Average number of drinks:   per occasion_________         maximum per occasion_____________


                                                       per week ___________         maximum per week________________


     Type(s) of alcohol consumed:   


      wine _____    beer _____   liquor _____    unknown ____    other (specify) ___________________








 During Pregnancy:	


     Average number of drinks:   per occasion_________         maximum per occasion_____________


                                                      per week ___________         maximum per week________________


     Type(s) of alcohol consumed:   


      wine _____    beer _____   liquor _____    unknown ____    other (specify) ___________________


	Trimester(s) in which alcohol was consumed   1st ______ 2nd ______  3rd ______   None ______











2
Client Name:_______________________________________

17
Client Name:____________________________


