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Parent/Carer Questionnaire (school age) – Appendix 3
 (To be completed by parents/carers)

	Child’s Details

	Name:
	
	Date of Birth:
	

	Address:

	
	Preferred Contact Number:
	

	Ethnic Origin:
	
	Religion:
	

	Name of School:

	
	Key Worker:
	

	Parents Names:
	
	Sibling details:
	


Current family and home situation:- 

(e.g. other significant adults who live with the child and who do not live with the child)


G.P details


Does parent/carer have any disability or diagnosis?

Yes/No


If yes please specify



Does your child have a diagnosis?

Yes/No


If yes please specify



If yes, who provided it?      Name……………………..
Occupation …………………………

Does your child have any problems with vision? 
Yes/No

If yes please specify



Does your child have any problems with hearing? 
Yes/No

If yes please specify

Does your child have difficulties at school e.g. Dyslexia, behaviour, social, communication?     Yes/No

If yes please specify 








Does your child have: -

Does your child have:

a) An EHCP?

 Yes/No
Date:……………………………………..

b) A CAF? 
 
Yes/No
Date:……………………………………..

c) Any additional support in school

Yes/No

Details:……..…………………………………..………………………………………………………

Was the pregnancy full term? 
Yes/No
Number of weeks:………………..

Was the birth:


Natural                Assisted               Caesarean            

Were there complications for the child following the birth?
Yes/No

If yes, please specify:


At what age did your child: 

Sit up…………. Crawl………….. Walk……..…

Were there any concerns with your child’s early development raised? 
Yes/No

If yes please specify


Does your child have difficulties with general mobility/steps/stairs?

Yes/No

If yes, please specify


Does your child have difficulties with transferring on and off a bed, chair or toilet or getting in and out of the bath?

Yes/No

If yes, please specify



Below are lists of areas that Occupational Therapy can address.  Please circle any areas below that your child is having difficulty with compared to other children of their age.




Please identify the two main everyday tasks/activities which are a concern to you and your child



What do you think are your child’s strengths?


What are the main things that concern you most about your child?


What have you done so far to address these concerns?


EXPECTATIONS 

What do you think Occupational Therapy can do to help your child?


Any further comments:

Are there other professionals involved with your child – please name these in the relevant boxes

	Physiotherapist
	

	Speech and Language Therapist
	

	Paediatrician
	

	Other (please specify)
	

	
	

	
	


Thank you for taking the time to fill in this questionnaire.  We look at this form to help decide if your child needs to be seen by our service(s). The information will be valuable in assisting with our assessment process.

This form was completed by:
Name: 





Relationship to child:

Date:
Please return this form to the person who is referring your child.












CHILD’S DEVELOPMENT























OCCUPATIONAL THERAPY





Self Care 





Dressing	Undressing 	Tying shoelaces	Doing buttons		Doing zips


Using a knife and fork		Eating neatly 		Opening packets e.g. crisps 


Wiping after toileting		Brushing teeth 	Washing hair 		


Washing body			Blowing nose		Tucking in clothes after toileting








School





Handwriting 			Copying from the blackboard		Writing neatly


Cutting with scissors		Colouring		P.E.		Writing speed


Accessing areas of the school					Using IT equipment


Favourite subject………………………..        Worst subject…………………………..





Leisure





Making a snack 		Playing ball games 		Riding a bike 	  	 Walking stamina		Football 			Scooter 


Climbing 			Swimming			Skipping 	


Running 			Hopping 			Jumping 


Catching/throwing a ball 	Playing with toys 		Making things


Doing puzzles			Going on playground equipment 





1)


2)





PARENTAL CONCERNS








PAGE  
4

