NASSAU COUNTY EARLY INTERVENTION PROGRAM

NASSAU COUNTY DEPARTMENT OF HEALTH

240 Old Country Road, Room 608

Mineola, N.Y. 11501

FAMILY ASSESSMENT

Child’s Name____________________________________________

Date of Birth______/______/______

	1. What are your concerns about your child’s development?



	2a.  What resources do you have to enhance your child’s development?



	2b.  What resources may you need?



	3a.  What priorities have you identified related to your child’s developmental progress?



	3b.  What are your immediate priorities in obtaining help to enhance your child’s development?



	4. What are your long term goals?




Completed by______________________________________________


Date______/______/______




(Signature and Title)
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