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INTELLECTUALDISABILITY
EMPOWERMENT IN




	Child’s Name:
	

	Child’s NHI Number: (Cover of your child’s Plunket Well Child book, or check with your GP)
	

	Childs date of birth: 
	Gender: M /  F (circle one)
	Ethnicity:

	Child’s address:
	

	Names of Parents/Guardians:
	

	Address of Parents/Guardians:
	

	Phone Number of Parents/Guardians:  
	Day:

Evening:

	Email address:
	

	What diagnosis has the child received?
	

	Who made the diagnosis?
Where was the diagnosis made? (for example, Dunedin Hospital):
	

	When was the diagnosis made?
	

	Provide details of adult family/whanau members interested in participating in the ASD Plus programme e.g. grandparent, parents, aunt:

     Name                                               Relationship to Child


	If there are any days and times you are not able to participate in the programme please indicate here:

     Day                                                  Time


	Parent/Guardian signature: __________________________________   Date _________________

	Please complete this form and send:

By email:  asdplus-education@idea.org.nz

or 

Print and return to:     ASD Plus, IDEA Specialist Services

                                     PO Box 35229 

                                     Christchurch


Completion of this form signals your interest in the programme.  A member of the ASD Plus team will contact you to discuss the programme and your participation





Expression of Interest Form 


ASD Plus: Education for Families











