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Please try to answer ALL questions.
1. FAMILY DETAILS

Child’s name
 
………………………………………………………………………………..
Date of birth  
………………………………………………………………………………..


Parent’s names
………………………………………………………………………………..




………………………………………………………………………………..
Home address
………………………………………………………………………………..



………………………………………………………………………………..



………………………………………………………………………………..



Postcode
………………………………………………………………..
Home telephone number
………………………………………………………………………..
Business/mobile telephone number ……………………………………………………………..





   ……………………………………………………………...
Brothers/sisters and ages
………………………………………………………………………..
………………………………………………………………………………………………………..
List persons living at home………………………………………………………………………...
………………………………………………………………………………………………………..

………………………………………………………………………………………………………..

Has your child’s hearing been tested?

YES/NO
If so, when?
………………………………………………………………………………………..
What was the outcome of testing?........................................................................................
………………………………………………………………………………………………………..

Has your child’s vision been tested?

YES/NO
If so, when and by whom?…………………………………………………………………...…….
What was the outcome of testing? ……………………………………………………………….
………………………………………………………………………………………………………..

Has your child ever been assessed by a:

DATE

NAME
1. Occupational Therapist?

YES/NO
       …………….
……………………….
2. Physiotherapist?


YES/NO
       …………….
……………………….
3. Psychiatrist?



YES/NO
       …………….
……………………….
4. Educational Psychologist?

YES/NO
       …………….
……………………….
5. Clinical Psychologist?

YES/NO
       …………….
……………………….
6. Paediatrician?


YES/NO
       …………….
……………………….
7. Dietician?



YES/NO
       …………….
……………………….
Is your child adopted?
………………………………………………………………………..

If so, at what age?

………………………………………………………………………..

Is your child aware of this? ………………………………………………………………………..

GP Name and address
………………………………………………………………………..
………………………………………………………………………………………………………..

………………………………………………………………………………………………………..


………………………………………………. Postcode: ………………………………………….
2. DEVELOPMENTAL HISTORY

Did you have

a) complications during pregnancy? ………………………………………………………...
………………………………………………………………………………………………..

b) complications at or after birth? ……………………………………………………………
………………………………………………………………………………………………..

Was the birth

a) full term? …………………………………………………………………………………….
b) premature? ………………………………………………………………………………….
Birth weight …………………………………………………………………………………………
Approximately, at what age did your child

1. sit …………………………………………………………………………………………….
2. crawl …………………………………………………………………………………………
3. walk ………………………………………………………………………………………….
At what age was your child toilet trained


By day ……………………………………………………………………………………….

By night ……………………………………………………………………………………...

Any current problems ……………………………………………………………………...
3. SPEECH DEVELOPMENT

At what age did your child begin to talk ………………………………………………………….
Is your child’s speech clear? ……………………………………………………………………...
Has your child seen a Speech and Language Therapist?
YES/NO
If YES, please give NAME: ………………………………………………………………………..
4. MEDICAL HISTORY

Has your child had any





Describe


a)  serious illnesses

YES/NO        ………………………………………………







………………………………………………..


b)  serious injuries

YES/NO
………………………………………………..







………………………………………………..


c)  surgery


YES/NO
………………………………………………..








………………………………………………..

Does your child have any allergies?


YES/NO

If yes, please state …………………………………………………………………………………

Are you aware whether your child is hypersensitive to latex? ………………………………...

Has your child ever had convulsions or fits?

YES/NO

If yes, state when …………………………………………………………………………………..

Is your child taking any medication at present?

YES/NO

If yes, please name the medication ………………………………………………………………

………………………………………………………………………………………………………..

Why has this been prescribed? …………………………………………………………………..

………………………………………………………………………………………………………..

………………………………………………………………………………………………………..

Any other relevant parental health issues (please note them here)? ……………………......
………………………………………………………………………………………………………..

………………………………………………………………………………………………………..

5. SOCIAL AND EMOTIONAL DEVELOPMENT
Does your child have a good relationship with his/her brothers and sisters?
YES/NO ……………………………………………………………………………………………..

Does your child make friends easily?

YES/NO

Are your child’s friends:
Older


YES/NO





Younger

YES/NO





Same age

YES/NO

Does your child have any unusual fears?
YES/NO

Describe ………………………………………………………………………………………….....

………………………………………………………………………………………………………..

What are your child’s favourite activities, sports, hobbies, interests? ………………………..

………………………………………………………………………………………………………..

Name any groups, clubs etc which your child attends …………………………………………
………………………………………………………………………………………………………..

Do you have any concerns about your child’s social or behavioural development?

………………………………………………………………………………………………………..

………………………………………………………………………………………………………..

………………………………………………………………………………………………………..

6. EDUCATIONAL HISTORY

What school or nursery does your child attend? ………………………………………………..

Address ……………………………………………………………………………………………..

………………………………………………………………………………………………………..

………………………………………………………… Postcode………………………………….

Teacher’s name …………………………………………………………………………………….

Special Educational Needs Co-ordinator (SENCO) ……………………………………………

Does your child receive additional support i.e. School Action or School Action Plus?..........

Does your child have an Education, Health and Care Plan (EHCP) or a Statement of Special Educational need?






         
   YES/NO

If not, has this procedure been started?
  




   YES/NO

Please specify any special assistance your child receives at school ………………………..
………………………………………………………………………………………………………..

………………………………………………………………………………………………………..

Has your child been away from school for any length of time?   

    YES/NO

Describe …………………………………………………………………………………………….
Are you aware of any school problem areas?  If so, please describe………………………...

………………………………………………………………………………………………………..
………………………………………………………………………………………………………..

7. Functional skills
a) Self Help Skills, How would you rate your child’s self-help skills:
	
	GOOD
	AVERAGE
	POOR
	Comments:

	Dress
	
	
	
	

	Undress
	
	
	
	

	Fastenings
	
	
	
	

	Eating/ Drinking
	
	
	
	

	Toileting
	
	
	
	


Please indicate if any of these areas are of concern to you.
b) Coordination, How would you rate your child’s skills:
	
	GOOD
	AVERAGE
	POOR
	Comments:

	Hop
	
	
	
	

	Jump
	
	
	
	

	Skip
	
	
	
	

	Ball Skills
	
	
	
	

	Riding a bike
	
	
	
	

	Pencil Skills
	
	
	
	

	Scissors Skills
	
	
	
	


Please indicate if any of these areas are of concern to you.
Occupational Therapists are concerned with children’s independence in daily activities e.g. self-care, school work and play (in relation to their developmental age).  In your first appointment, the Occupational Therapist will ask you what your goals are for your child’s Occupational Therapy assessment.  Please take some time to consider this here:
Please list your main concerns about your child, in preparation for your Occupational Therapy input:

1. ………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
2. ………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
3. ………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Please list your child’s main concerns, in preparation for your Occupational Therapy input:

1. ………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

2. ………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
SIGNATURE:………………………………………………………….
Date of completion:……………………………………………..

Please send completed form and any other requested reports/ information to:

Children’s Therapy Department, Children’s Centre, Damers Road, Dorchester, Dorset DT1 2LB
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