Please insert contact details for Doctor who is sending this form here
Date

Please complete this questionnaire and return this with the completed School Questionnaire as soon as possible to the above address  

Name of adults with parental responsibility 

Name ………………………………………..     Relationship to child ……………..…………………


Name ………………………………………..     Relationship to child …………………………………

 

Child’s name ……………………………………………….D.o.B. …………………………………….

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

Postcode:  …………………………………………   Tel. No: ……………………………………………..

Email Address………………………………………………………………………………………………..      
Name of GP ………………………………………………………………………………………………….

1. What are your main concerns (if any) regarding your child’s:-

i) Physical abilities
ii) Learning abilities

iii) Social abilities 

2. What would you consider to be your child’s strengths? What is she/he good at?

3. What would he/she like to be better at?

4.
Do you feel your child is generally happy and confident?

Yes
no

If no, in what areas do they lack confidence? eg. School work, physical activites, independence

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

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

…………………………………………………………………………………………………………
5. Does your child have any additional support allocated in school?
…………………………………………………………………………………………………………..

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

6. In school does your child have an individual education plan?  
yes 
no


7. What are your child’s interests?
(please circle)
Outdoor physical play eg playground, ball games, bike
yes
no
occasionally
Constructive/creative play eg lego



yes
no
occasionally
Sedentary play eg X box, computers



yes
no
occasionally
Sedentary play eg reading




yes
no
occasionally

Drawing/craft






yes
no 
occasionally

Imaginative play





yes
no
occasionally

After school clubs (please state)…………………………………………………………….....

Other (please state)………………………………………………………………………………

Medical History
1.
Does your child see any other medical professionals?

(please tick and complete name if known)


Paediatrician  


yes/no


…………………………………………….


Child psychiatry/CAMHS
yes/no


…………………………………………….


Physiotherapist

yes/no


…………………………………………….

Occupational Therapist
yes/no


…………………………………………….


Clinical Psychologist

yes/no


…………………………………………….


Educational Psychologist
yes/no


…………………………………………….


Speech Therapist

yes/no


…………………………………………….


Other eg; optician, podiatrist
……………………………………………………………………….

2.
Does your child have any other medical diagnoses/conditions?  .............................................

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

……………………………………………………………………………………………………………

………………………………………………………………………………………………………….
3.
Has you child had recurrent ear infections/grommets?

Yes/no
4.
Has your child ever sustained a head injury?


Yes/no

5.
Does your child wear
glasses

yes/no





Hearing aids

yes/no

6.
Is your child on medication
Yes/no (please list)…………………………………………………..







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

Development History

1.
Are you aware of any problems during pregnancy?   ……..………………………………………

2.
Was your child born at full term? .............................................................................................

3. What type of delivery did your child have – normal, planned c-section, emergency c-section

4.
At what age did your child:-
roll…………………






Sit………………….






Crawl………………






Bottom shuffle……






Stand………………






Walk independently…………………………..

5.         Can your child ride a bike?

No       yes with stabilisers 
yes without stabilisers      never tried
    doesn’t have a bike

Can your child swim?

No
yes with arm bands
yes without armbands

never been

Can your child dress themselves?

No
yes with help           
yes

Can your child use a knife and fork?

No
yes with difficulty
yes

Can your child wash themselves?

No
yes with help

yes

Can your child use the toilet themselves (including bottom wiping)?

No
yes with help

yes
6. 
Does your child have difficulties with any particular practical tasks eg buttons, zips, shoelaces, opening jars.  
Please comment………………………………………………………………………………………

………………………………………………………………………………………………………….
7. Does your child have difficulties with:-

Time keeping



yes/no

Organisation



yes/no

Getting from one place to another
yes/no

8. Does your child have difficulties with writing or drawing?
Yes/no
9. Does your child prefer to play alone or in a group?
……………………………………..
10. What is your child’s response to :-

Please add any further comments or concerns about your child

……………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………
Thank you for completing this form. 
Form completed by…………………………………………………….. Date………………………
Please return this form with the completed school questionnaire to the sender
Following review of this screening questionnaire, the Doctor may decide to refer this child for a full DCD assessment.  
DCD Screening Questionnaire for Parents / Carers
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