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	Learning Support Team
Non-Diagnostic Learning Assessment 
Parent/Carer Questionnaire


	

		Child’s First Name(s):


	Child’s Surname:


	Child’s Date of Birth:


	Name of person completing this form:


	Relationship to child:


	Name of School:




	Developmental History
It is useful to have an overview of your child’s early life and development.

	
	Yes
	No

	Were there any difficulties during pregnancy?
	☐	☐
	Was the pregnancy full term?
	☐	☐
	Was delivery/birthing normal?
	☐	☐
	Further details/comments:


	At what age did your child

	Sit up:
	Crawl:
	Walk:

	If your child did not crawl, please indicate how they moved around: 



	At what age did your child begin to use a few words?



	
	Yes
	No

	Was your child understandable by people (other than family) by the age of 3?
	☐	☐
	Did or does your child have difficulties with clarity of speech or pronunciation?
	☐	☐
	Do they still experience difficulties? 
	☐	☐



	Vision

	Please provide the date of your child’s last eye test.
(DD/MM/YYYY)
	

	If the eye test was more than two years ago, an eye examination by an optician must be carried out prior to the assessment.

	Is your child required to wear glasses for reading, writing and close up work?
	☐Yes
	☐No

	If yes, please ensure your child has their glasses on the day of the assessment.



	Hearing 

	Did or does your child have any difficulty with hearing?
	☐Yes
	☐No

	If yes, please provide details:



	Is there a history of ear infections, glue ear or grommets?
	☐Yes
	☐No

	If yes, please provide details:



	Does your child wear hearing aids? 
	☐Yes
	☐No

	If yes, when did they start wearing them? 




	Medical Information

	Does your child have any underlying medical conditions?
e.g. epilepsy, cerebral palsy

	☐Yes
	☐No

	If yes, please give details:


	Is your child on any regular medication that may be relevant?
	☐Yes
	☐No

	If yes, please give details: 




	Family History

	Have any family members experienced difficulties with spelling / reading / learning OR have a diagnosis of dyslexia?
	☐Yes
	☐No

	If yes, please indicate relationship to child and describe the difficulties:


	Is English the child’s first language? 
	☐Yes
	☐No

	If no, please answer the following:

	Language spoken at home?

	Length of time in the UK or English-speaking country

	Does the child experience difficulties with literacy in their 
first language?  If yes, please provide details:
	☐Yes
	☐No







	Educational History

	Has your child’s schooling been disrupted in any way?  
	☐Yes
	☐No

	If yes, please provide more information: 







	Strengths 

	Please provide information about your child’s strengths. What are they good at? What hobbies do they enjoy?









	What difficulties is your child experiencing in the following areas?

	Reading: e.g. reading unfamiliar words, recognising sight vocabulary, letter/sound difficulties, fluency – expression and recognition of punctuation. Does your child enjoy reading? Do they understand what they have read? Does your child skip words or lines when reading?




	Spelling: e.g. recognising and remembering spelling patterns, spelling of common sight words… Can your child recall known spellings? Does your child find it easy to learn new spellings?







	Writing: e.g. do they enjoy it? Does it take them longer than average to produce a piece of work/homework? Are letters correctly formed? Is it legible? Does your child’s writing reflect their verbal (spoken) ability?



	Motor Coordination: e.g. balance, ball skills, scissor skills, riding a bike, using a knife and fork, dressing/undressing. Does your child regularly fall over/bump into things? Does your child have difficulty correctly identifying left and right? Does your child struggle with jigsaw puzzles, threading activities, Lego construction etc.?



	Speech & Language: e.g. Does your child use and understand a range of vocabulary? Is your child easily understood or do they have difficulties with pronunciation? Can they articulate ideas clearly? Can they understand and follow/recall instructions? Can they keep up with conversations with their peers? Do they initiate conversations with others?




	Memory and Processing: e.g. Does your child need instructions repeated, do they easily forget things, do they struggle to plan an activity, etc.




	Other Areas of Concern: e.g. organisational skills, social, emotional and mental health, memory, anxiety.










	Name of person completing the form:
	




	Signature:
	

	Relationship to child:
	




	Date:
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