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Thank you for your interest in the Tulane Center for Autism and Related Disorders (TCARD). 
Please review carefully and complete the enclosed paperwork. The detailed information you 
include on the intake form will aid our team in the evaluation process. Once completed, 
please return all forms to our office by fax, email, or mail. After receipt of completed forms, 
you will be added to our waitlist for an appointment. You may contact the office for 
information on your waitlist position. We look forward to meeting you and/or your family 
and providing the best possible services for your needs. 

Fax: 504-988-0496 

Download or print and scan, then email: autism@tulane.edu 

Mail: Tulane Center for Autism and Related Disorders 
1430 Tulane Ave. 
#8055 
New Orleans, LA  70112 

In order to schedule an appointment, you must complete the entire packet including 
the details of your insurance plan if no copy of the card is included. We must have 
this information to proceed with evaluation. Please contact the clinic with questions 
at 504-988-3533 or autism@tulane.edu 

mailto:autism@tulane.edu
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TCARD - ADULT CASE HISTORY 

Today’s Date: ____________________ Referred by: ______________________________ 

Person completing questionnaire: _________________________________________________ 

Relationship to the individual in question:___________________________________________ 

IDENTIFYING INFORMATION AND FAMILY BACKGROUND 

Name of Individual:_____________________________________________________________ 
(First)  (Middle) (Last) (Nickname) 

Date of Birth: ____/_____/________  Age: _______   Gender:_________________ 

Ethnicity:        Black/African American           Hispanic/Latino   White/Caucasian 

Asian/Pacific Islander   Native American    Other: _____________________ 

Address: ______________________________________________________________________ 
(Street)   (City)              (State)   (Zip) 

Home Phone: (_____) _____-_______Work: (_____) _____-_______Cell: (_____) _____-______ 

Email: ____________________________________________________________ 

 Relationship Status:        Single, never married   Engaged        Separated

Divorced  In a Relationship   Widowed    

     Married         

Other:__________ 

With whom does the individual live: Alone Spouse 

Roommates Parents Group Home Relatives 

Other: __________________ 

Preferred Method of Contact:        Cell phone        Work phone     Home phone 

         Email           Case Worker (please provide name and contact 
information):_______________________________________

Are the individual’s parents still living and able to be contacted for an interview? 

___ Yes ___ No 

Is there another relative or close contact available to provide collateral information? ___ Yes  ___ No 
***Please provide contact information on the following page for potential collateral sources. These 
will not be contacted unless deemed necessary and only with your permission.  
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POTENTIAL COLLATERAL SOURCES: 

Name: ____________________________________________________________________ 

Relationship to individual seeking evaluation:__________________________________ 

Preferred Method of Contact:      Home phone      Cell phone     Work phone 

                                                                Email  

Home Phone: (       ) _________________________________ 

Cell Phone: (       ) ___________________________________ 

Work/Other Phone: (       ) ____________________________ 

Email: _____________________________________________ 

Name: ____________________________________________________________________ 

Relationship to individual seeking evaluation: ___________________________________ 

Preferred Method of Contact:       Home phone          Cell phone Work phone          Email 

Home Phone: (       ) _________________________________ 

Cell Phone: (       ) ___________________________________ 

Work/Other Phone: (       ) ____________________________ 

Email: _____________________________________________ 

Name: ____________________________________________________________________ 

Relationship to individual seeking evaluation:______________________________ 

Preferred Method of Contact:      Home phone          Cell phone Work phone          Email 

Home Phone: (       ) _________________________________ 

Cell Phone: (       ) ___________________________________ 

Work/Other Phone: (       ) ____________________________ 

Email: _____________________________________________ 
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Patient Information: 

Preferred Language: ___________________________________________________________ 

Primary Care Provider: __________________________________________________________ 

Address: ____________________________________________________________________ 
(Street)  (City)   (State)   (Zip) 

Phone: (____) ____-______ 

Other Healthcare Provider: _____________________________________________________ 

Type of Provider: _____________________________________________________________ 

Address: ____________________________________________________________________ 
(Street)  (City)   (State)   (Zip) 

Phone: (____) ____-______ 

Other Healthcare Provider: _____________________________________________________ 

Type of Provider: _____________________________________________________________ 

Address: ____________________________________________________________________ 
(Street)  (City)   (State)   (Zip) 

Phone: (____) ____-______ 

Other Healthcare Provider: _____________________________________________________ 

Type of Provider: _____________________________________________________________ 

Address: ____________________________________________________________________ 
(Street)  (City)   (State)   (Zip) 

Phone: (____) ____-______ 
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Tulane Medical Center Hospital and Clinic 

PRE-REGISTRATION 

No appointment can be scheduled without this information filled out completely. 

Patient’s Name_______________________________________________________________________________ 
last    first   middle  maiden 

Address_____________________________________________________________________________________ 
number, street, apt    city, state zip code 

Parish or County_________________________ Patient’s Home Phone(________)_________________________ 

Date of Birth_______________Patient’s Age____________Patient’s Soc. Sec. No.__________________________ 

Patient’s Sex____________Marital Status__________________________Race_____________________________ 

Patient’s Religion____________________Patient’s Employer____________________________________________ 

Patient’s Employer’s Address______________________________________________________________________ 

Patient’s Business Phone(_____)_____________Patient’s Occupation______________________________ 

Employment Status:        full time            part time           retired            self-employed Referring 

Physician_____________________________________Phone_______________________________ 

Address_____________________________________________________________________________________ 
Guarantor: (Person Responsible for Bill) 

Name_________________________________________________Soc. Sec. No.___________________________ 

Address_____________________________________________________________________________________ 

Home Phone(____)_____________Date of Birth___________Sex______Relationship__________________ 

Employer____________________________________Phone (_______)________________________________ 

Address_______________________________________________________________________________________ 

Occupation______________________________________Date or length of employment_______________ 

Employment Status             full time           part time            retired          self-employed 

Next of Kin: 

Name_____________________________Soc. Sec. No.__________________Home Phone(_____)______________ 

Address_________________________________________________________Date of Birth________________ 

Relationship______________________________Employer__________________________________________ 

Employer’s Address_________________________________Business Phone(______)__________________ 

Occupation____________________ Empl. Status       full time        part time          retired          self-empl. 

In case of Emergency, please notify: Name____________________________________________________ 

    Phone (______)_________________Relationship______________________________ 
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INSURANCE INFORMATION 
No appointment can be scheduled without this information filled out completely. 

PRIMARY INSURANCE CARRIER 

Insurance Company’s Name_________________________Address_________________________________ 

Phone Number (______)___________________   Is this through your employment?  YES_____    NO_____ 

If so, what is the employer’s name__________________________Phone(_____)______________________ 

Employee ID#__________________________________Group Name_________________________________ 

Contract or Individual #___________________________Group #___________________________________ 

Policyholder’s Name _______________________________Relationship to patient____________________ 

SECONDARY INSURANCE CARRIER 

Insurance Company’s Name________________________Address__________________________________ 

Phone Number (______)___________________   Is this through your employment?  YES_____  NO_____ 

If so, what is the employer’s name___________________________Phone(_____)_____________________ 

Employee ID#__________________________________Group Name_________________________________ 

Contract or Individual #________________________Group #______________________________________ 

Policyholder’s Name _______________________________Relationship to patient____________________ 

WORKMAN’S COMENSATION / THIRD PARTY BILLING 
Name____________________________________________________________________________________ 
Address____________________________________________________________________________________ 
Phone (_______)___________________________Ext________________ 
Confirmed by____________________________Title___________________________Date________________ 

MEDICARE ELIGIBILITY DETERMINATION 
Part I.   WORKMAN’S COMPENSATION 
Was your illness/injury due to a work related accident/condition? Yes______  No ______ 
Is your condition covered by Workmen’s Compensation plan or the Federal Black Lung Program?Yes__  No__ 
Part II.  ACCIDENT 
Was your illness/injury due to an accident?  Yes______  No ______ 
Part III.  ESRD/KIDNEY DIALYSIS 
Are you age 65 or over? Yes______  No ______ 
Are you undergoing kidney dialysis for ESRD? Yes______  No ______ 
Part IV.  DISABILITY 
Are you a disabled Medicare beneficiary under age 65?  Yes______  No ______ 
Part V.  EMPLOYER’S GROUP HEALTH PLAN 
Are you or your spouse employed and participating in the Employer’s Group Health Plan? Yes_____No_____ 

MEDICARE ELIGIBITY: MEDICARE  PRIMARY___________ SECONDARY_____________ 

Patient/Parent Signature___________________________________________  Date___________________ 

Interviewed by_________________________________________________ 
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PURPOSE OF EVALUATION 

1. Who referred you/the individual and for what reason? If you were not referred, what prompted
you to seek this appointment? 

2. What are your questions or concerns regarding yourself or the individual in question?

3. In what ways would you like us to be of help to you?
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PREGNANCY HISTORY 
This information is regarding the mother of the individual seeking evaluation. 

Did mother receive any assisted reproductive technology?  ___ Yes   ___ No ___ Unsure 

Was this child a planned pregnancy? ______ 

This child was pregnancy number  ______ 

This child was delivery number ______ 

Number of pregnancies you have had ______ 

Number of live births  ______ 

Number of stillbirths  ______ 

Number of miscarriages ______ 

Number of living children  ______ 

Number of deceased children ______ 

PREGNANCY & PERINATAL HISTORY 

Age of mother at delivery: ______  Age of father at delivery: ______ 

Did the mother have any problems during this pregnancy? ___ Yes  ___ No ___Unk. 
If yes, please describe: 

Did the mother have any health problems during this pregnancy? ___ Yes  ___ No___Unk. 
If yes, please describe the problem and the time it occurred during the pregnancy (such as infections, 
high blood pressure, diabetes, bleeding, weight loss, accidents, fever, etc.) 

Did the mother smoke during this pregnancy? ___ Yes  ___ No___Unk. 
If yes, please list how many cigarettes per day: ______ 

Did the mother use alcohol or other drugs during this pregnancy?  ___ Yes  ___ No___Unk. 
If yes, please describe your use (i.e., what and how often) 
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LABOR AND DELIVERY 

Was the baby carried a full 9 months? ___ Yes  ___ No___Unk. 
If no, please indicate the length of the pregnancy: _____________ 

Was this person a product of a multiple birth pregnancy (e.g. twins, triplets)?  ___ Yes  ___No 
If yes, was the child A, B, C, etc.? ___________________________ 

Type of delivery:   ____ Vaginal   ____C- Section 
   Reason for C-Section: _________________ 

Where was this person born? ____________________________________________________ 
(Hospital)    (City) 

How much did the baby weigh at birth? ____ lb____ oz 

Was the baby admitted to the NICU (neonatal intensive care unit)? ___ Yes  ___ No___Unk. 
For what reason? 
_________________________________________________________ 
Total days in NICU: ______days 

___ Yes  ___ No___Unk. Did the individual need any special care during the first few 
days? If yes, please describe: 

PAST MEDICAL HISTORY 

Do you/the patient have any medical diagnoses?           ___ Yes  ___ No 
If yes, provide name of diagnosis and date diagnosed:  

________________________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 
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Current Medications:  ____None   
Medication Name: Dosage: Purpose: Prescribing Dr.: 

Have you/the individual ever (attach pages if necessary): 
Date: Reason 

Been Hospitalized ___No    ___Yes 

Had Surgery ___ No  ___Yes 

Have you/the individual had any of the following evaluations? 

Evaluation No Yes If Yes, 
Date: 

If yes, 
Result: 

Audiologic/Hearing Test 

Vision Test 
Individual prescribed glasses? ____Y     ____N 

Head Imaging (MRI, CT, etc.) 

EEG 

Genetic Testing 

Other, Specify: 
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NUTRITION 

Did you/the individual ever struggle with being overweight or underweight? ___ Yes  ___ No 
If yes: ___ overweight ___ underweight 

Were you/the individual a picky eater as a child? ___ Yes  ___ No 
If yes, please describe: 

Are you/the individual still picky or have a limited diet for any reason? 
___ Yes  ___ No 

If yes, please list: 

DEVELOPMENTAL HISTORY 
This section is to be completed with help from a parent/caregiver/or knowledgeable source for the 
individual when they were a child, if possible. 

Was your/the individual’s development any faster or slower than  ___ Yes  ___ No 
other children? If yes, please explain: 

___________________________________________________________________ 

___________________________________________________________________ 

Did you/the individual walk before 15 months of age? ___ Yes  ___ No 

Did you/the individual begin speaking before 2 years of age? ___ Yes  ___ No 

As a child, did you/the individual have any sleeping difficulties? ___ Yes  ___ No 
If yes, please describe: 

Did you/the individual ever fail to progress or 
regress (lose skills) in development?  ___ Yes  ___ No 
If yes, please explain: 
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BEHAVIORAL/PSYCHIATRIC HISTORY 

Do you/the individual have any current mental/behavioral health diagnoses? ___ Yes  ___ No 
If yes, provide name of diagnosis and date diagnosed: 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

Are you/the individual currently receiving mental health treatment? ___ Yes  ___ No 
If yes, from whom: 

Psychiatrist: ____________________________________________________ 

Psychologist: ___________________________________________________ 

Therapist/Counselor: _____________________________________________ 

Other: _________________________________________________________ 

Were there ever concerns about you/the individual’s behavior at home or school? ___ Yes  ___ No 
If yes, please explain: 

How do you/the individual respond to frustration? 

What leisure time activities do you/the individual enjoy? 
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FAMILY HISTORY 

Instructions: The questions below ask about the family history of the individual. Please indicate if there is a family history 
of the disorder. If “yes,” indicate which family member(s). Include only biological (blood) relatives. 

Disorder No Yes Family member with diagnosis (write in) 
Autism Spectrum Disorder 
Intellectual Disability  
(formerly known as Mental Retardation) 
Speech language disorder (received 
speech therapy) 
ADHD/ADD 
Obsessive Compulsive Disorder 
Anxiety Disorder 
Depression 
Manic depression or Bipolar disorder 
Schizophrenia 
Seizures 
Neurofibromatosis 
Auto-immune disorders (e.g. Lupus, 
Rheumatoid Arthritis, Multiple Sclerosis) 
Neurologic disease (e.g. Parkinson's, 
Huntington’s Disease) 
Genetic 
disorder Specify:   
Other: 

EDUCATIONAL HISTORY 

What is the highest level of education attained by you/the individual? ________________________ 
Date of graduation from high school if applicable: _____________ 
Date of graduation from college and major if applicable: ____________________________________ 
Date of graduation from graduate school and degree program if applicable:_____________________ 

Did you/the individual repeat a grade? ___ Yes  ___ No 
If yes, which grade(s) was repeated? _____________________________________ 

Did you/the individual ever receive special education or accommodations through at school? 
___ Yes  ___ No 
If yes, when and for what exceptionality/disability?_________________________________ 
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EMPLOYMENT HISTORY 

Are you/the individual currently employed? ___ Yes  ___ No 
If yes, where? _________________________________________________ 
Length of current employment:______________________ 

How many jobs have you/the individual had? ________________ 
How many jobs have you/the individual voluntarily left (quit)? _______________ 
From how many jobs have you/the individual been terminated? ______________ 

If you/the individual are not currently employed, how do you/they earn money? 

FAMILY DATA 

Please list all persons presently living in your home: 
Name Sex Birthdate Relation to Individual   Grade/degree 

1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 

If you/the individual lives with his/her parents or caregivers, please complete: 

Caregiver 1/Mother’s Information: Age: _____ Highest Grade Completed: ___________________ 

Occupation: _____________________________         

Place of Employment: __________________________________________________________ 

Caregiver 2/Father’s Information: Age: _____ Highest Grade Completed: __________________ 

Occupation: _____________________________    

Place of Employment: __________________________________________________________ 
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If the individual is married, please complete: 

Spouse Information: Age: _____ Highest Grade Completed: ___________________ 

Occupation: _____________________________ ___Full-time___ Part-time 

Place of Employment: __________________________________________________________ 

Have you/the individual ever experienced a traumatic event that affected your/their ability to 
function? 
 ___Yes ____No 
If yes, please briefly describe event and date: 

Thank you for completing this questionnaire.  Please return to: 
Tulane Center for Autism and Related Disorders 

1430 Tulane Ave.   #8055 
New Orleans, LA 70112 

Autism@tulane.edu 
504-988-0496 fax 

You may return in person at our physical address: 
131 S. Robertson St., 14th floor 

New Orleans, LA 70112 
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TCARD Policy and Procedure for 
No Shows and Late Cancellations 

No-shows and late cancellations are very disruptive to the clinic schedule. When you do not show up for a scheduled appointment, it 

creates an unused appointment slot that could have been used for another patient and increases waiting list times. No-shows and late 

cancellations delay the delivery of services to other patients, some who are in great need. Below are the policies and procedures that 

we have implemented regarding these situations. 

A “no-show” is missing a scheduled appointment without any notification prior to the start of the appointment time. A “late 

cancellation” is cancelling an appointment without calling us to cancel 24 hours in advance of an intake and feedback or 48 hours in 

advance of a testing appointment. 

INTAKE APPOINTMENTS 

 New clients who no-show for their first appointment will NOT be automatically rescheduled. Less than 24 hours advance notice for 

intake appointments will be considered a no-show. Monday appointments must be cancelled by the Friday before the appointment. 

Consideration of extraordinary circumstances with proper documentation will occur on a case by case basis. (No-show fees may apply.)  

If the new client initiates a phone call requesting to be rescheduled after their first no-show, they may first be returned to the waiting 

list. If the new client no-shows for an intake a second time, they will not be rescheduled and will have to seek services elsewhere.  

TESTING APPOINTMENTS 

Less than 48 hours advance notice of cancellation for testing will be considered a no-show. Monday appointments must be cancelled by 

the Friday before. If there is a no-show for testing, the client may NOT be rescheduled.  Consideration of extraordinary circumstances 

with proper documentation will occur on a case by case basis. No-show fees may apply.  

FEEDBACK APPOINTMENTS 

Less than 24 hours advance notice for feedback appointments will be considered a no-show. Monday appointments must be cancelled 

by the Friday before the appointment. Consideration of extraordinary circumstances with proper documentation will occur on a case by 

case basis.  If a client no-shows for a feedback appointment, they will not be rescheduled and the final report will be mailed to the 

caregiver. 

No-show/late cancellation fees are the FULL responsibility of the client—insurance companies do not pay for missed appointments. 

By signing below, you are agreeing to the terms of this policy and you understand your responsibility in making scheduled 

appointments. 

_____________________________________ _______________________ 

Signature  Date 
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EMAIL CONSENT FORM 

If you wish to correspond with via electronic mail (email) please read and sign the following. This form 
provides guidelines for the intended use of this type of communication, and documents your consent.  

IN A MEDICAL EMERGENCY, DO NOT USE EMAIL. CALL 911 

E-mail Use:   Generally, e-mail correspondence should be between the provider and an adult 
patient 18 years or older, or parent or legal guardian of a minor.  

Privacy and        
Confidentiality: 

Unless your provider tells you specifically that the e-mail will be conducted via a 
secure server, consider e-mail like a postcard that can be viewed by unintended  
persons. In addition, the content of the email may be monitored by the hospital  
to ensure appropriate use. 

Discuss with your provider who will process your e-mail messages during 
business hours, vacations or illness. All e-mails regarding your care will be 
included in your medical record.   

Creating a 
Message: 

On the “Subject” line, include the general topic of the message, for example,         
Prescription of Appointment or Advice. In the body of the message, include your 
name. 

Content of       
The Message:  

E-mail should be used only for non- sensitive and non-urgent issues. Types of 
information appropriate for e-mail include:  

• Questions about resources
• Routine follow-up inquiries
• Appointment scheduling

Ending E-mail 
Relationship 

Either you or your provider may request via e-mail or letter to discontinue using 
e-mail as a means of communication.          

Disclaimer:   Tulane Center For Autism And Related Disorders And Tulane University Medical 
Group are not responsible for e-mail messages that are lost due to technical 
failure during composition, transmission and /or storage. 
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I have read and understand the information above, and had any questions answered to my satisfaction. I agree 
to the guidelines for e-mail communication. 

____________    _______________________________________     __________________________ 
Date     Signature of patient, parent or     Relationship 

  Personal representative     (if other than patient) 

Patient E-mail address (please print): ____________________________________________________ 

Provider Name: __________________________________ Phone Number: _____________________ 

Provider E-mail address (please print): __________________________________________________ 

CONSENT TO BE CONTACTED FOR FUTURE RESEARCH 

What is the purpose of this consent? The providers in the TCARD Clinic are doing research that is designed to 
lead to better treatments for the types of problems experienced by the people who come to this clinic. They 
want to know if you wish to learn more about their research studies of if you may wish to participate in any of 
the studies that may be appropriate for you. By signing this form, you will allow qualified professional people on 
the staff on this clinic to contact you in the future to ask if you want to participate in any studies. You have no 
obligation to actually participate in any study. 

What happens if I sign this form? If you sign this form, you are giving consent for information to be taken from 
your TCARD medical records. This list includes information about your diagnosis, your name, medical record 
number, date of birth, diagnosis and contact information. This information will be kept indefinitely, unless you 
withdraw your permission. If a study on your condition needs subjects, you may be contacted to ask if you want 
to participate. You do not have to participate. You may withdraw permission to be contacted at any time by 
contacting the clinic. 

What happens if I don’t sign this form? Declining to participate will have no influence on your present or future 
status as a patient in this clinic. You will receive the same care as any other patient seen in this clinic. There will 
be no penalty or loss of benefits to which you are otherwise entitled. Your clinic records will indicate that you 
do not want to be asked about future research by or through anyone but your treating physician. 

Are there any risks to my signing this form? Participation in research may involve some loss of privacy. 
However, your records will be handled as confidentially as possible. Access will be limited to the data manager 
and the doctor organizing the study and will require a password. No information will be used for research 
without additional permission. Your contact information will not be shared with anyone outside this clinic.  

Are there any financial considerations? There will no cost or payment to you if you sign this form. 
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What do I do if I have questions, now or later? You can talk with the study researcher about any questions, 
concerns or complaints you have about this study. Contact the study researcher(s) Lisa Settles, Psy.D. at 504-
988-8533 

If you wish to ask questions about the study or your rights as a research participant to someone other than the 
researchers or if you wish to voice any problems or concerns you may have about the study, please call the 
office of the Institutional Review Board at 504-865-5000. [If there are additional informational sources related 
to the study (e.g., patient representatives or individuals at other study sites as appropriate), list here with 
contact information.] 

What do I do to consent? If you agree to be contacted in the future, please indicate your preferred contact 
method and sign below. 

Preferred contact method: o Phone: ______________________
o Mail:     ______________________
o Email address: _________________

  _____________    
Signature       Date 

Signature of Person Obtaining Consent     Date 
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