
 

Behavior Follow Up Questionnaire 

 

Patient Name: ________________________________________ 

School Attending: _________________________Grade: ______ 

Does your child have an IEP/504 plan? Yes___  No ____ 

Is your child receiving any therapy/counseling/OT/PT/Speech? Yes___  No ____ 

Preferred Pharmacy: ___________________________________ 

Current Medications: 

____________________________  ________________________________ 

____________________________  ________________________________ 

____________________________  ________________________________ 

 

 


