Child’s Name: Child’s Date of Birth: MRN:

Name of Person Completing Form: Relationship to Child:
Today’s Date:

M-CHAT

Please fill out the following about how your child usually is. Please try to answer every question. If the béhaWQr
1s rare (e.g., you've seen it once or twice); please answer as if the child does not do it.

1. Does your child enjoy being swung, bonnced on your knee, etc.? Yes; No

3. Dcm your chﬂd like cl:mbmg on t.hmgs, such as up sta:rs‘? ‘ Yes: No

3 Does your child ever prcte.nd, for example, to talk on the phone or take care of a doll or Yes: No
prctcnd other things?

21. Does your child understand what people say? - Yés No

23. Does your child look at your face to check your reaction when faced with Y:'es No
something unfamiliar? :
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