


Autism Patient Follow-Up Appointment Questionnaire - Pg2

Patient's Name: __________________________________________________  
Age: _______   Wt: _______    Kg: _______

Parent's name:________________________________________________

1. On a scale of 1 to 10 (10 being the best) how would you say things 
have gone since the last visit _____

2. What improvements or setback have you seen in the following 
areas:

3. A.  Speech

B. Communication

C. Immune System (colds, flu)

D. Self Care (dressing, toilet training)

E. Self-stimulating behaviors

F. Bowels

G. Eating Patterns

4.) What special diets is your child on and how is it going?

5.) Are you having any difficulties implementing the treatment plan?

6.) How may we be of help?

7.) What additional suggestions do you have that would help other 
families meeting the special needs of an autistic child?



8.) Please list all current medications and supplements: - Pg 3

Name Dosage Frequency Need Refill

______________ ______________ ___________ ____________________

______________ ______________ ___________ ____________________

______________ ______________ ___________ ____________________

______________ ______________ ___________ ____________________

______________ ______________ ___________ ____________________

______________ ______________ ___________ ____________________

______________ ______________ ___________ ____________________

______________ ______________ ___________ ____________________

______________ ______________ ___________ ____________________


