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	Occupational Therapy Assessment Protocol
Parent/Carer Questionnaire



	

		Child’s Forename(s):


	Child’s Surname:


	Child’s Gender:


	Child’s Date of Birth:


	Name of Main Carer: 


	Address: 




	Name of School: 


	School Year:


	Is your child on an NHS waiting list?               
                                                                              YES  ☐                  NO  ☐                                  

If yes, please provide details




	Diagnosis - please provide information about any diagnosis your child has received and when.




	Please provide details of other professionals involved:







	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? If not, how long? 

	
	

	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 your child mispronounce words?
	
	

	Did your child have difficulties with clarity of speech?
	
	

	Do any difficulties with pronunciation or speech difficulties continue?








	Vision

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



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

	Is the child required to wear glasses?
	Yes
	No



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





	Hearing 

	Does your child have any difficulty with hearing?
	Yes
	No


	If yes, please provide details:




	Have they got a history of ear infections, glue ear or grommets?
	Yes
	No




	Medical Information

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

	Yes
	No

	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, have a diagnosis of dyslexia or have motor coordination problems?





	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 provide details






	Language spoken at home.



	Length of time in the UK or English-speaking country.

















Sensory Processing Difficulties
Please answer the following questions, providing detail where applicable.
	What are the main concerns for your child?






	What does your child find challenging?






	How do they perform when completing activities of daily living (washing, dressing, eating, toileting)?
Do they need to support with any of these activities?







	Is your child impulsive?
                                                                    YES  ☐                           NO  ☐	
If yes, please provide details



	Does your child struggle with concentration?
                                                                    YES  ☐                           NO  ☐	

If yes, please provide details



	Can they manage their emotions?
                                                                    YES  ☐                           NO  ☐	

If no, please provide details



	Does your child have a good sleep pattern?	
                                                                    YES  ☐                           NO  ☐	

If no, please provide details


	Does your child have a restricted diet?
                                                                    YES  ☐                           NO  ☐	
If yes, please provide details




 
	[bookmark: _Hlk210300227]Social Communication 

	Please provide any information regarding social skills, social interaction, behaviour, relationships or emotions:  
 



	[bookmark: _Hlk210305491]Does the child have difficulties with self-esteem and confidence?  
	Yes 
	No 

	If yes, please provide further details:  
 
 
 



	[bookmark: _Hlk210302114]Daily Living and Organisational Skills

	Please tick all that apply from the list below                                                                                        


	Persistent difficulties with dressing
	

	Difficulty using scissors, cutlery, etc.
	

	Difficulty planning tasks and knowing where to start
	

	Difficulty following instructions
	

	Slow to respond when given an instruction or asked a question
	

	Loses track of what they are saying mid-sentence
	

	Easily distracted
	

	Forgetful in daily activities
	

	Difficulty sitting or standing still, when required
	

	Only able to focus on a task for short periods of time
	

	Difficulty recalling information, e.g. number facts, spellings, procedures, instructions.
	

	Difficulty attending to a task for a sustained period of time
	

	Takes longer to process information
	



	Movement
Motor Coordination

	Please tick all that apply from the list below                                                                                        


	Late in reaching developmental milestones, e.g. did not crawl
	

	Difficulty with direction, knowing left and right
	

	Difficulty positioning themselves on a chair (poor posture/balance)
	

	Uses props to support self (holds head in hands, leans against walls, clings to objects)
	

	Drapes self over furniture or on other people
	

	Greater than usual flexibility
	

	Bumps into things or people
	

	Hesitates going up or down steps or curbs
	

	Difficulty running, hopping, jumping, riding a bike (please specify)
	

	Rocks on a chair, the floor, while standing (please specify)
	

	Looks for opportunities to fall with no regard to their safety
	



	[bookmark: _Hlk210305565]Does your child seek movement? 
	Yes
	No

	If yes, please provide further details:  
 
 
 



	[bookmark: _Hlk210305766]Does your child rock, spin, fidget or jump up and down?
	Yes
	No

	If yes, please provide further details:  
 
 
 



	[bookmark: _Hlk210305850]Does your child have good fine motor skills (handwriting, buttons, zips, shoe laces)?
	Yes
	No

	If no, please provide further details:  
 
 
 



	[bookmark: _Hlk210305908]Does your child seem to have weak muscles or poor core strength?
	Yes
	No

	If yes, please provide further details:  
 
 
 




	[bookmark: _Hlk210306328]Does your child take movement or climbing risks that are unsafe?
	Yes
	No

	If yes, please provide further details:  
 
 
 



Body Awareness

	Does your child seem to have good body awareness?
	Yes
	No

	If no, please provide further details:  
 
 
 



	Is your child clumsy, accident prone or poorly coordinated?
	Yes
	No

	If yes, please provide further details:  
 
 
 



	Does your child have any repetitive movements, e.g. hand flapping
	Yes
	No

	If yes, please provide further details:  
 
 
 



	Does your child seem heavy footed or heavy handed?
	Yes
	No

	If yes, please provide further details:  
 
 
 



	Is your child excessively rough even if they don’t mean to be?
	Yes
	No

	If yes, please provide further details:  
 
 
 




	Does your child have difficulty kicking/catching, riding a bike or swimming?
	Yes
	No

	If yes, please provide further details:  
 
 
 



Tactile (touch)

	Does your child react negatively to textures/fabrics?
	Yes
	No

	If yes, please provide further details:  
 
 
 



	Is your child comfortable with different types of clothing, including shoes, socks and underwear?
	Yes
	No

	If no, please provide further details:  
 
 
 



	Does your child have problems with self-care related to how a toothbrush feels, or water on their face, having their hair cut or washing or brushing their hair?
	Yes
	No

	If yes, please provide further details:  
 
 
 



	Is your child fussy about the types of food they eat because of how it feels in their mouth?
	Yes
	No

	If yes, please provide further details:  
 
 
 







	Does your child seek out tactile stimuli (e.g. do they touch objects/surfaces/textures excessively)?
	Yes
	No

	If yes, please provide further details:  
 
 
 



Noise

	[bookmark: _Hlk210385016]Does your child seem sensitive to noise?
	Yes
	No


	If yes, please provide further details:  
 
 
 



	Does your child react strongly to loud/sudden noise?
	Yes
	No


	If yes, please provide further details:  
 
 
 



	Does your child have difficulties with concentration in busy and noisy environments?
	Yes
	No

	If yes, please provide further details:  
 
 
 



	In what situations does your child react to noise/sounds and how do they react?






	Do they seek auditory stimuli (sounds from the environment) or do they make their own noise?

YES  ☐                           NO  ☐	

If yes, please provide details:





Visual

	Does your child dislike bright or flashing lights?
	Yes
	No


	If yes, please provide further details:  
 
 
 



	Do they become hyper-active after exposure to fast moving or bright coloured visual features?

                                                                    YES  ☐                           NO  ☐


	Do they stare intensely at lights, objects or people?

                                                                    YES  ☐                           NO  ☐

If yes, please provide details:



	Do they wear glasses?

                                                                    YES  ☐                           NO  ☐







Taste

	Would your child be described as a picky eater?
	Yes
	No


	If yes, please provide further details:  
 
 
 



	Is your child fussy about what they eat because of how it tastes?
	Yes
	No


	If yes, please provide further details:  
 
 
 



	Have they ever reacted strongly to how things taste?
	Yes
	No


	If yes, please provide further details:  
 
 
 



	How does this impact on them daily?






	Do they seek out strong tastes?

                                                                    YES  ☐                           NO  ☐	

If yes, please provide details:




	Do they prefer bland tasting, beige-type foods?

                                                                    YES  ☐                           NO  ☐

If yes, please provide details:






Smell

	[bookmark: _Hlk210385676]Does your child react strongly to smells?
	Yes
	No


	If yes, please provide further details:  
What smells bother them?
 
 
 

	How does this impact on them daily?





	Does your child seek out strong smells?
	Yes
	No


	If yes, please provide further details:  

 
 
 


	Do they smell food or non-food items?

                                                                    YES  ☐                           NO  ☐

If yes, please provide details:







Internal body signals

	Does your child recognise when they are hungry or thirsty?
	Yes
	No


	If no, please provide further details:  
 
 
 




	Does your child recognise when they need the toilet?
	Yes
	No


	If no, please provide further details:  
 
 
 



	Does your child appear to notice their temperature or recognise when they are ill or in pain?
	Yes
	No


	If no, please provide further details:  
 
 
 







Additional Information

	What do you wish to achieve from your child’s assessment/therapy?
	





	What are your and your child’s goals?







	What are your child’s strengths and interests?
	




	Any other relevant information
















	Signed: 
	

	Print name:
	

	Relationship to pupil:
	

	Date:
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