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If your child has a behavior plan or reinforcement schedule at home or at 
school, please attach or describe the plan here. This will help medical staff 

understand how they can best support your child.



What are some strategies or items that may make me more comfortable 
while I am in the hospital? (check all that apply)
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When I’m feeling overwhelmed or unsure, these are things that can help me 
cope.
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Name:

Relationship:

Phone Number: 

Name:

Phone Number:
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