Child’s Name ___________________________________________________
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Parent/Guardian Goal Sheet











What goals do you have for your child in therapy (what would you  like your child  to work on)? 


__________________________________________________________________________________________________________________________________________________________________________________________








List significant factors or events in your child’s life which you feel may be contributing to your child's behaviors or emotions: 


______________________________________________________________


______________________________________________________________


______________________________________________________________








What do you see as your child’s strengths and skills? 


______________________________________________________________


______________________________________________________________


______________________________________________________________








What do you see as barriers to your child achieving his/her goals? ______________________________________________________________


______________________________________________________________


______________________________________________________________








How will you know when therapy is over? ____________________________________________________________________________________________________________________________


______________________________________________________________








What are the best days and time for therapy sessions?�______________________________________________________________








�








