Connecticut Birth to Three System Autism Assessment Results
	Child’s Name:


	DOB:
	Date:

	Current Program Name:


	Service Coordinator Name and Phone #:


	WHAT WE DID TODAY:
Location of Assessment:        Home         Community Program     Other_____________________
Assessment Process:      Parent/Caregiver Interview    Observation   Other:__________________
Evaluation Instruments:  Battelle Developmental Inventory   Vineland
                                       Preschool Language Scale-5
                                       Autism Diagnostic Observation Schedule 2   Module ____, Toddler Module
                                       Other:____________________


	WHO PARTICIPATED FROM ______________________________________________ (program name)


	Name:
	Title:

	Name:
	Title:

	Name:
	Title:

	Name:
	Title:


	OUR FINDINGS (see checked item below):


As a result of this assessment your child meets the criteria or measures against which an autism diagnosis is set by the Diagnostic and Statistical Manual-5 (DSM-5)*.  
      Because of this determination, you may choose an autism specialty program for services or if you are currently with a comprehensive program, you may choose to remain with this program.  Please see list of program options for your town below.
As a result of this assessment your child does not meet the criteria (DSM 5) for an autism diagnosis* 
        * Regardless of the results a full typed report will be given or mailed to you within 2 weeks.

	NEXT STEPS: ( Autism Guidelines can be found on http:www.birth23.org )



	Autism Specialty program options in your town (also available at https://www.birth23.org/locations/):
If you have any questions please contact your service coordinator.

Parent Signature    __________________________      Date______________________
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