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Adaptive Care Plan Intake 
Please email completed form to CHPadaptivecare@chp.edu
Patient name:
DOB:
Does your child have any upcoming scheduled procedures and/or appointments?
When? 
Name of person completing the form:
Relationship to the patient:
Contact information: (email and phone #)

Does your child have a developmental or behavioral diagnosis? If so, please specify.
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Communication:

How does your child communicate needs or wants? Select all that apply.
· Talking
· Nonspeaking/Nonverbal
· Sign language
· Typed words
· Tablet or communication device
· Pointing/gesturing
· Pictures/Symbols
· Facial expressions
· Other/Not Sure

Healthcare visits:
On a scale of 1-3, describe past healthcare visits, how challenging is the healthcare environment for your child? If you answer with 1 or 2, please describe.
· Challenging
· Somewhat challenging
· Not challenging at all
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does your child find transitions to be challenging? Specifically involving the hospital? 
· Driving to the hospital
· Leaving the car
· Garage to entering the hospital
· Main lobby
· Waiting for elevators
· Passing food and/or drinks
· Moving room to room

What is the best way to prepare your child for transitions?
· Clock 
· Timer
· Visual schedule
· Counting
· Other

Are waiting areas/waiting rooms challenging for your child? 
· Yes
· No 
· Sometimes

On a scale of 1-3, how cooperative is your child during a healthcare encounter?
· 1-not cooperative
· 2-somewhat cooperative
· 3-cooperative

Which areas of the hospital are challenging for your child? Check all that apply.
· Emergency department
· Phlebotomy lab/Frog Clinic
· Outpatient procedures__________________________________
· Same Day Surgery
· Inpatient admission
· Other________________________________________________

Does your child have any sensory sensitivities? 

Yes or No. If yes, select all that apply. 
· Loud noises
· Unexpected noises
· Bright lights 
· Fragrance/smells
· Textures
· Touch
· Crowds
· Hot/Cold
· Specific colors
· Crying children
· Other

Please select any items below that may create stress for your child.
· Lengthy visits
· Waiting for care
· Waiting rooms
· Change in routine
· NPO status (not being able to eat)
· Exams
· Boredom
· Overstimulation
· Procedures
· Needles
· Too many people
· Other_______________________________________________________________

What is the best way for us to examine your child? Check all that apply.
	· Communicate with your child before each step of the exam
· List or count steps the medical provider needs to perform 
· Do parts of the exam on someone else first
· Allow your child to touch the medical item first, when possible
· Hide medical items until their use is necessary
· Distract your child from the examination


	· Visual checklist
· Other _______________________________________________

	

	


Is there part of the exam that may especially bother your child? Select all that apply
· Listening with a stethoscope
· Blood pressure cuff
· Looking in ears/nose/mouth
· Pulse Ox
· Temperature
· Lying down
· Height
· Weight
· Sitting still on exam table
· Medical conversations/talking in front of your child
· Other__________________________________________________

Will your child wear a hospital gown? 
· Yes
· No
· Not sure

Will your child wear an ID band? 
· Yes
· No
· Not sure




How does your child take medication at home? 
· Syringe
· Cup
· Pill
· Liquid
· Other__________________________________

Describe your child’s behavior when receiving a vaccination, IV or blood work.
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Has your child ever benefited from medication prior to medical experiences to assist with coping? (i.e. Versed, Nitrous Oxide, Valium, etc.) If yes, please specify. 
· Yes
· No
· Not sure

Has your child used any of the following non-pharmacological techniques to assist with coping during medical experiences?
· Buzzy
· LMX/Numbing cream
· Freeze spray
· Distraction
· Comfort positioning
· Towel tent/Visual block
· Allow child to view procedure
· Other________________________________________________________________________

How does your child best learn new information or understand instructions? Select all that apply. 
· Talking (single words, short phrases, concrete language, etc)
· Sign language
· Social Stories/Preparation Books
· Visual schedule
· First, Then statements
· Demonstration/Modeling
· Other/Not Sure








Comfort and Safety:

Please select a behavior that best describes your child when they are in pain, fearful or overwhelmed.

	Behavior
	Pain
	Fear/Anxiety
	Overstimulated/Overwhelmed
	Other

	Talk/Vocalizations
	
	
	
	

	Sign Language
	
	
	
	

	Repeat phrases
	
	
	
	

	Tablet/Comm Device
	
	
	
	

	Pointing/Gesturing
	
	
	
	

	Crying/Screaming
	
	
	
	

	Facial Expressions
	
	
	
	

	Hitting/Kicking self
	
	
	
	

	Hitting/Kicking Others
	
	
	
	

	Falls to the floor
	
	
	
	

	Bites/Spits
	
	
	
	

	Withdraws/Shuts down
	
	
	
	

	Pacing
	
	
	
	

	Rocking
	
	
	
	

	Elopement/Hiding
	
	
	
	

	Head banging
	
	
	
	

	Throwing Items
	
	
	
	

	Stimming
	
	
	
	

	Other
	
	
	
	



What comforts your child when they gets upset or anxious? Select all that apply.

· Being left alone
· Physical space
· Preferred items (distraction via games, tablet, etc.)
· Preferred caregiver
· Low stimulation environment 
· Rocking
· Deep breathing
· Music
· Redirection
· Physical touch 
· Noise canceling headphones
· Oral (likes to chew)
· Walking/Open space
· Food/drink
· Sensory items 
· Weighted blanket
· Posey bed
· Other____________________________


List any special interests, characters, activities, toys that your child enjoys including sensory items.
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


What strategies have you tried during previous medical experiences that have been helpful?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is there anything else that we should know to help care for your child?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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