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	FASD Screening Form
	Name
	
	

	
	Date of Birth
	
	

	
	Case Number
	
	

	
	Screening Date
	
	

	
	
	
	

	Children who meet at least one of the following 3 criteria will be referred for diagnostic evaluation.  (Check all that apply)  

	□  1.  Confirmed Prenatal Alcohol or Drug Exposure (check all that apply)

	
	Mother’s self-report of alcohol of drug use during pregnancy

	
	Reliable informant reported alcohol or drug use by mother

	
	Child placed in child protective custody at birth due to mother’s alcohol or drug condition

	
	Medical, birth or hospital records indicate this child was delivered intoxicated or with a high blood alcohol level

	
	Documentation in the child’s chart or a legal record

	
	Other:

	□  2.  Sibling who already has a diagnosis of an FASD (if more than one sibling, provide information on each)

	Source of information (parent, child, record, other)

	Date of diagnosis
	
	Diagnostic Clinic
	

	□  3.  Previous diagnosis of an FASD

	Source of information (parent, child, record, other)

	Date of diagnosis
	
	Diagnostic Clinic
	

	Screening Results

	□  Negative for Risk  Child is not referred for diagnosis.  No further action is needed.

	□ Positive for Risk   Child is referred to diagnostic clinic for diagnostic evaluation.

	Parent(s)/legal guardian agree to diagnostic evaluation:  Yes _________      No _________

	If No, reason(s) for declining diagnostic evaluation:

	
	Date forms faxed to diagnostic clinic
	Name & Location of diagnostic clinic:

	
	Date of diagnostic appointment
	

	Periodic Review of Negative for Risk Result:  

	
	
	

	
	Signature/Credentials                                                    Date
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