Parent Questionnaire

Please fill out the following and bring to your first consultation.

Child’s SURNAME: __________________ Child’s FIRST NAME: __________________

Date of Birth: __________________________ Sex: (please circle) Male Female

Current School: _____________________________________________________________

What does your child do well, what do they enjoy, and what do you like about them?

Overall, how concerned (worried) are you about your child? 

Mother 
Not at all 
A little 
Moderately 
Quite a lot 
Extremely

Father 
Not at all 
A little 
Moderately 
Quite a lot 
Extremely

What don’t you understand about your child?

What would you like help in managing (& what would you like to achieve)?

Medical Issues for Your Child.

These things assist in determining whether or not your child may need to see a Paediatrician

Any concerns about your child’s health currently? □ Yes □ No

Any accidents / injuries / serious illnesses in the past? □ Yes □ No

Has hearing been checked? If yes, is it normal? □ Yes □ No

Has vision been checked? If yes, is it normal? □ Yes □ No

As your child was growing up, were you concerned about any of the following?

The first year? (e.g. hard to settle, poor weight gain?) □ Yes □ No

Early motor development (sitting, walking, running, kicking)? □ Yes □ No

No Early language (talking and understanding)? □ Yes □ No

No Early social development (eye contact, play, friends)? □ Yes □ No

Early learning (e.g. colours, shapes, drawing)? □ Yes □ No

The Family

Does anybody in the family (siblings, parents, grandparents, aunts, etc) have problems similar to, or the same as your child? □ Yes □ No

If yes please briefly explain: 

Does anybody in the family (siblings, parents, grandparents, aunts, uncles etc) have different problems, of a developmental, learning, behavioural, emotional or psychological nature?

□ Yes □ No

If yes please briefly explain: 

Are there any specific psychological, medical, developmental or family issues you would like to discuss?

□ Yes □ No

If yes please briefly explain: 

Who have you consulted for your child’s difficulties? (e.g. Paediatrician, Child Psychiatrist, Occupational Therapist, Physiotherapist, Speech Pathologist, Psychologist, Social Worker / Counselor, Education Services, School Guidance Officer, Support / Remedial Teacher, Home Tutor, Naturopath etc)

Currently

In the Past

For any professionals identified, please summarise the involvement. (When it started / ceased, how often, what was done).  Remember to bring a copy of any relevant written reports.

Diagnosed Conditions

Has the child been formally diagnosed with any of the following? (Please Circle)

Attention Deficit Disorder Psychotic Disorders 
Attention Deficit Hyperactivity Disorder Non Verbal Learning Disability 
Oppositional Defiant Disorder Anxiety Disorders  Autism Aspergers Syndrome 
Dyslexia Dyspraxia  
Other (PleaseDescribe)

Is the child on any medication relative to learning or behaviour? (Please Tick) □ Yes □ No

If Yes please give details: 

Intervention and Academic Development

Has the child participated or is the child currently participating in any of the following: (Please Circle)

1. Reader Recovery
2. Supporter Reader
3. One to one or small group tuition
4. Another literacy program
5. A Math program
6. Private Tuition
6. Other: (Please specify)
Please Describe the child’s Academic and Scholastic Progress:

Strengths

Is your child particularly talented (above average) in any of the following areas: (Please Circle)

Sport Music Art Acting/Drama I.T 

Construction Story Telling Designing Other 

If other please give details:  

Physiological Traits:

Please write a short comment on the following

Eating Habits: 

Sleeping Habits: 

Hobbies: 

Sport: 

Ambitions: 

Social skills relating to Family and Friends:

Family/Friends:

Thank you for taking the time to complete this questionnaire.

Completed by ___________________________________ Date ______________________
