
 

 

Teacher/Caregiver Questionnaire & Informal Autism Observation 

Student Name: _____________________________________    DOB: ____________________ 

Teacher/caregiver Name: _____________________________    Date: ___________________ 

School/childcare facility: ______________________________    

Your Role:  _________________________________________ 

 

Setting where observations were made (you may select more than one):  

฀ Classroom 
฀ Public daycare  
฀ In-home daycare  
฀ Playground  
฀ Cafeteria 
฀ Other: _____________ 

 

 

Please write a short narrative of your observations of the child in the following areas: 

Social Interaction: (e.g. trouble Initiating or maintaining conversation?, interested in peers?, 
imitate others? Indifferent to attention?, tries to make friends?, imaginative play?) 

  

 

 

 

 

 



 

 
 

Student Name: _____________________________________    DOB: ____________________ 

Social Communication: (e.g. Appropriate response to humor, difficulty with slang/jokes, knows 
when being teased/ridiculed, difficulty understanding what may cause someone to dislike 
them, doesn’t understand others feelings) 

  

  

 

 

  

Emotional responses: (e.g. Frustrated easily, temper tantrums, aggression towards self or 
others, upset with routine changes, extreme reactions to noises, etc.) 

  

  

  

 

 

 

Maladaptive speech: (e.g. echoes, flat tone of voice, uses yes/no inappropriately, repeats 
phrases over and over, etc.) 

  

  

 

 



 

 
 

Student Name: _____________________________________    DOB: ____________________ 

Restricted/repetitive behaviors: (e.g. preoccupied with “____”, flicks fingers or hands or makes 
other repetitive body movements, makes high pitched noises, uses toys inappropriately, etc.) 

 
 
 
 
 
 
 
 
 
 
 
Please describe the child’s strengths: 
 
 
 
 
 
 
 
 
Please list any specific questions or concerns you have regarding this child: 
 
 
 
 
 
 
 
 
 
 



 

 
 

Student Name: _____________________________________    DOB: ____________________ 

Does the child have an IEP? (Yes/No/Not applicable) 
 
 
If yes, what is the IEP coded for?  
 
 
 
Does the child have a 504 plan? (Yes/No/Not applicable) 
 
 
 
Please describe any services the child currently receives at school/childcare facility (e.g. special 
education services, speech therapy, occupational therapy, etc.) and how often? 
 
 
 
 
 
 
 
 
 
 
 
Does the child require modifications to the classroom/childcare setting in order to function at 
an appropriate developmental level? If so, what modifications have been made? 
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