Occupational Therapy Parent Questionnaire
Thank you so much for taking the time to fill out this form.  This is a generic form, so some of the information will not apply to your child.  However, please fill it out as completely as possible. You play a critical role in your child’s life and getting a complete medical and social history is a crucial part in the evaluation process. The pertinent information on this form will be included in the evaluation report, however, this form and the report will be kept confidential and remain in your child’s secured clinical file.  This information can only be released to others with your written permission.
Who can I thank for this referral? __________________________________________


Child’s Name:___________________________________________________        

                                First                                  Middle                                             Last
Date of Birth: _________________

Address:______________________________________________________________________    

School:  __________________________________

Grade: _________


Home Phone:_____________________ Cell Phone_______________________


E-Mail Address:___________________________________________      

Parents/Guardian ____________________________________________________________

Person filling out this form: ____________________________________________________


Presenting Concerns:
Please explain your primary concerns for referring this child (concerns, difficulties, questions): __________________________________________________________________

__________________________________________________________________
____________________________________________________________________________________________________________________________________

__________________________________________________________________
How have these difficulties improved or deteriorated?  ____________________________________________________________________________________________________________________________________________________________

Does anything seem to help alleviate some of the problems or concerns this child experiences?

______________________________________________________________________________

Is there anything that makes the problems or concerns worse?  ___________________________
____________________________________________________________________________________________________________________________________





Family Health 
A large majority of learning issues and emotional disturbances are hereditarily based

Have any family members had any of the following?  If yes, please specify family member’s relationship to this child.  If child is not living with biological parents, please include health information on biological parents if known. 
Down’s Syndrome ______________ 
Seizures or epilepsy __________________

Fragile X Chromosome __________

Nervousness/ Anxiety_________________
Cancer _______________________

Tourette’s Disorder __________________
Cystic Fibrosis ________________

Asperger’s Syndrome_________________

Diabetes _____________________

Neurofibromatosis____________________

Hypoglycemia _________________

Pervasive Development Disorder ________


Food allergies __________________

Speech or language problem____________

Atmospheric Allergies ___________

Attention Deficit Disorder _____________

Multiple sclerosis ______________

Depression _________________________

Muscular dystrophy _____________







Mental Illness (e.g. Bipolar Disorder, Manic Depression, Mania, Schizophrenia, Obsessive Compulsive Disorder) _______________________________

Other: Describe ____________________________________________
Learning Problems-  
Reading of Words  ________________________



Reading Comprehension ___________________




Spelling ________________________________




Math Computation ________________________




Math Concepts ___________________________




Handwriting _____________________________




Written Expression ________________________




Oral Expression __________________________




Listening Comprehension ___________________

Pregnancy
Check any of the following complications that occurred during the pregnancy.
Difficulty with conception

Toxemia


Abnormal weight gain

Measles



Excessive vomiting

German measles
Excessive swelling


Emotional problems

Vaginal bleeding
Flu




Anemia


High blood pressure
Other (Rh incompatibility, Herpes, Diabetes, etc.) _______________________________

Hospitalization during pregnancy: Reason_____________________________________

X-Ray during pregnancy:  What month     ______________________________________

Alcohol used during pregnancy:  Frequency  ___________________________________

Cigarettes used during pregnancy:  Frequency _________________________________

Other drugs used during pregnancy:

Type and Frequency__________________________________Prescription?  Yes  
No

Was the child very active in utero ? 
Yes 

No

Birth
Was the baby:



_____ Premature:

How premature? _____________




_____ Late:


How late? __________________



_____ Full Term



_____ Don’t know
Length of labor: ___________ Hours
Birth weight
_____lbs. ______oz.

Apgar scores  at birth  _________
at 5 min. _________


Child’s condition at birth  ___________________________________________

Mother’s condition at birth __________________________________________
Check any of the following complications that occurred during birth
Breech birth

Labor induced

Vacuum 

Cesarean delivery

Forceps – Position of forceps ___________________

Other complications during delivery: Describe _________________________________

_______________________________________________________________________
Neonatal care: Explain __________________________________________________

     ____________________________________________________________________

Incubator:  How long? __________________________

    Jaundiced: 
Bilirubin Count (Circle One) Very High,    High,    Just Above Normal

Bilirubin lights?     Yes
No

How long _____________

   Breathing problems right after birth:  Describe ________________________________

Supplemental oxygen?     Yes      No             How long   ____________

    Child had illnesses and/or Diseases;  Describe ________________________________

    Anesthesia used during delivery?    Yes     No      What kind? ____________________

Length of stay in the hospital:  Mother: ___________days        Child:  __________days

If the baby did not come home from the hospital with the mother, why? ___________________

_____________________________________________________________________________
Did the child have eating problems?  _____ No     _____ Yes     Explain: ______________________________________________________________________________

Which of the following best describes the child as an infant?

_____ Fun

_____ Quiet


_____ Sickly               ______Lethargic
_____ Fussy

_____ Irritable

            _____ Overactive
Early Development

At what age did this child first do the following?  Please indicate approximate month and/or year of age


__________________Sit alone
____________________ Show interest in or 

__________________Crawl




     attraction to sound


__________________Stand alone
____________________Speak first words

__________________Walk alone
____________________Speak in sentences

What age was this child toilet trained?  Days: ___________
Nights: ____________

Did bed-wetting occur after toilet training?  Yes    No     If yes, until what age? ________

Did bed-soiling occur after toilet training?    Yes   No     If yes, until what age? ________

Were there any medical reasons for the bed wetting or soiling?  Yes     No  If yes, please describe ______________________________________________________________________________

Has the child experienced Chronic ear infections?  

Yes 
  No

Age of onset  __________
Frequency ___________


Antibiotic Type(s) ________________
Dosage _______________

Tubes ?  Yes
    No

Still Occurring?   
Yes
  No

Which hand does your child use for writing or drawing? ___________________________


For Eating ________________
For Throwing, Catching, etc_____________

If the child uses both, which is most preferred?  Right _________
Left ____________

During his/her Preschool/Kindergarten years:

How well did the child cut?


Poor 

Fair

Good

Excellent

How well did the child glue?


Poor 

Fair

Good

Excellent

How well did the child color in the lines?

Poor 

Fair

Good

Excellent
Later Development
From the age of 5 to the present time, were/are any special problems noted in the following areas?


If yes, please describe.

Difficulty learning to ride a bike


No      Yes___________________________

Difficulty learning to skip 



No     Yes ___________________________

Difficulty following directions


No     Yes_ __________________ 

Difficulty following multiple directions 

No     Yes ___________________________

Difficulty articulating sounds, if so which sounds 
No     Yes ___________________________

Difficulty discriminating words that sound similar 
No     Yes ___________________________

Does/Did child often misspeak or substitute similar sounding words?  No
    Yes

Difficulty telling a story in sequence


No     Yes ___________________________
Medical History

Has the child had any of the following:
Serious accidents   ____ No   ____ Yes    At what age? ____   Specify: ______________
Serious illnesses  ____ No   ____ Yes   At what age? ____   Specify: _______________

Has your child been given a medical diagnosis? ____No  ____ Yes   

What diagnosis was he/she given?__________________________

At what age?____________
 Doctor that gave diagnosis___________________When_______
Childhood Illnesses/Injuries
Please check the illnesses this child has had and indicate age (year/month)

Measles _________________

Rheumatic fever _____________


German Measles ___________

Diphtheria __________________

Mumps __________________

Meningitis __________________

Chicken pox ______________

Encephalitis _________________

Tuberculosis ______________

Anemia _____________________

Whooping Cough __________

Fever 104 or above ____________

Scarlet Fever ______________

Head injury: Describe-occurrence and location on skull ___________________________

Coma or loss of consciousness: Describe ________________________________

Seizure(s) Check behaviors evident during and immediately following seizure (378)

Muscle twitches

Hallucinations of flashes of light

Numbness or tingling reported in a specific body part

Image Hallucinations and/or complicated repetitive behavior, e.g. walking in circles


Chewing movements/ Lip smacking


Intense smell reported (pleasant or unpleasant)

Is this child taking medication?     No
Yes     For what?____________________

 
If yes, what medication? _______________    Dosage? ___________________

Any Allergies?___________________________________________________________
Please indicate whether this child currently has any of the following problems.  If yes, describe how often.

Frequent colds


No
Yes ____________________________________________
Chronic cough


No
Yes ____________________________________________

Asthma


No
Yes ____________________________________________

Hay fever


No
Yes ____________________________________________

Sinus condition

No
Yes ____________________________________________

Shortness of breath, dizziness No       Yes____________________________________________

  With physical exertion
No
Yes ____________________________________________

Activity limitation due to: 

Heart condition
No 
Yes ____________________________________________

Heart murmur 

No 
Yes ____________________________________________

Autism



No
Yes

Compulsive behaviors

No
Yes, describe ____________________________________

______________________________________________________________________________

Pervasive Development Disorder 
No
    Yes ____________________________________

Nonverbal Learning Disorder 
No
    Yes ____________________________________

Sensory Integration Dysfunction 
No
    Yes ____________________________________

Other Neurological Condition

No
    Yes ____________________________________

Bowel/Bladder concerns/holding
No
    Yes____________________________________

Friendships
Please indicate how this child relates to other children

Has problems relating to or playing with other children?
No
Yes
If yes, describe _________________________________________________________________

______________________________________________________________________________

Fights frequently with playmates?

No
Yes ________________________________

Prefers playing with younger children?
No
Yes ________________________________

Has difficulty making friends? 

No
Yes ________________________________

Prefers to play alone? 



No
Yes ________________________________

What role does this child take in peer group games, (i.e., leader, aggressor, follower, etc.)? 

______________________________________________________________________________

Recreation/Interests
What activities does this child enjoy?

Sports: _________________________________________________________________
  
Hobbies: ________________________________________________________________

     
Other: __________________________________________________________________
Eating Habits
Please describe your child’s diet and eating habits:

_____________________________________________________________________________________

_____________________________________________________________________________________

Sleep Routine
Does your child sleep through the night?



No      Yes

On average, how long does it take for your child to fall asleep?
________________________

Please describe any concerns you have for your child’s sleeping habits or bedtime routine:

______________________________________________________________________________

Has the child ever had an occupational therapy evaluation?      No      Yes


If yes, therapist’s name  _____________________________________________


When?  __________________________________________________________
Has this child ever had psychological counseling and/or exam?   No
Yes


If yes, psychiatrist or psychologist’s name _______________________________


When? ___________________________________________________________

Has this child ever had a neurological exam?   No 
  Yes


If yes, Neurologist’s name ____________________________________________


Date of exam ______________________________


Reason for exam ___________________________________________________

 _________________________________________________________________

Has this child ever had a physical therapy exam?   No 
  Yes


If yes, therapist’s name ____________________________________________


Date of exam ______________________________


Reason for exam ___________________________________________________

 
_________________________________________________________________


Has this child ever had a speech/language therapy exam?   No 
  Yes


If yes, therapist’s name ____________________________________________


Date of exam ______________________________


Reason for exam ___________________________________________________


 _________________________________________________________________

Has this child ever had an optometric exam?   No 
  Yes


If yes, optometric physician’s name___________________________________________


Date of exam ______________________________


Reason for exam ___________________________________________________

 
_________________________________________________________________

Has this child ever had an audiological exam?   No 
  Yes


If yes Audiologist’s name ____________________________________________


Date of exam ______________________________


Reason for exam ____________________________

Please provide any additional information that may be helpful in the evaluation of your child:



