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Occupational Therapy Pre- Assessment Questionnaire

Please complete the following form electronically (not handwritten) with as much information as possible. Point form is fine. Please include dates (month and year) where appropriate. 


	Name of parent/carer and relationship to child

	



	Name of child

	

	Child’s date of birth 

	

	Address


	

	Email 

	

	Phone number 

	

	GP Address and Contact Details

	

	Any diagnoses and date of diagnoses (if any)

	



	Reason for Enquiry

	What is the reason for contacting Occupational Therapy? 

What are you hoping to get from this? 
	









	Strengths and Interests

	What are their top 3 strengths?

	

	What are their hopes/wishes for the future?
	

	What are their interests and hobbies?

	

	Do they participate in any extra-curricular activities?
	



	Developmental History 

	Were there any difficulties during pregnancy or delivery?

	

	Were there any complications during early infancy, including any hospital admissions or stays?

	

	
	Age achieved
	Are there any current concerns regarding this skill? (yes or no)

	Sitting
	
	

	Crawling
	
	

	Walking
	
	

	Jumping
	
	

	Riding a bike
	
	

	
Do they have any difficulties learning new motor skills (eg. using cutlery, learning to dress, new playground equipment, etc.)? 

	

	Do they have a hand preference? 
If so, are they right or left-handed?
	

	Are there any concerns with handwriting/fine motor skills?

	



	Communication

	What is the child’s first language?
	

	How does the child prefer to communicate?

Do they have any speech or language needs?
	



	Physical Health

	Any physical health diagnoses or current investigations?

	

	Does the child take any medication?

	


	Any mobility needs?

	

	Any other needs relating to the child’s medical history it would be helpful for us to be aware of?

	

	Do they wear glasses? When was their last vision check?

	

	Do they wear a hearing aid? Have they ever had their hearing assessed?

	

	Mental Health

	Do they have any formal mental health diagnoses?

	

	Do they experience low mood that you know of? If so, how often?

	

	If they experience anxiety, are you aware of what causes them to feel anxious? If so, what?

	



	Has the child ever accessed support through mental health services? 

	



	Sensory Needs

	Are you aware if the child has any sensory needs or preferences? Do they get distressed by sensory input or seek sensory input?

Including sounds; visual; touch; movement; smells; body awareness; taste. 

	

	Do they notice their body cues and are able to respond to these? 

Including eating when they are hungry, drinking when they are thirsty, toileting on time, feeling when too hot/cold, in pain etc. 

	

	If someone asks how they are feeling, can they accurately answer this? 

	



	Relationships (family, friends, etc)

	Who are the important people in their life currently? 

	

	Are there any difficulties with making/maintaining friendships? 

	

	Who does the child currently live with, including pets?

	



	Self-Care

Do they have any difficulties with the following? If so, please provide some details.


	Dressing
	


	Washing/bathing
	


	Brushing teeth
	


	Toileting
	


	Eating
	


	Keeping their room tidy
	


	Sleep – including falling and staying asleep 
	



	Education 

	What school/nursery do they attend?
	Name of school/nursery:


What year are they in:


	Accessing full time
	

	Reduced hours / timetable
	

	School refusal
	

	Home educated
	

	On SEN register?
	

	Do you have an EHCP?
	




	What do they like about school/nursery?
	




	Are there any parts of school/nursery that are challenging currently? 

	

	Is there a behaviour change between home and school/nursery?

	

	Are they making expected progress at school/nursery?

	



	Risk screening

We appreciate these are sensitive subjects, it is important we are made aware of any risks so we can support the child and their family effectively.


	Have they ever self-harmed? 

	

	If yes, what methods of self-harm do they use?

	

	Have they needed to go to hospital or see the GP as a result of self-harm? 

	

	Have they experienced thoughts to end their own life? 

	

	If yes, have they ever acted on these thoughts? If so when and how. 

	

	When do these thoughts come? 

	

	What makes them go away? 

	

	Protective factors (what stops them acting on these thoughts?) 

	

	Any concerns about their eating? 

If yes, what are the concerns? 

	


	Any impulsive behaviours that put them or others at risk? 

If yes, what are these?


	


	Any current or historic safeguarding concerns? Please provide details.

	

	Any concerns about capacity? (Consider the Mental Capacity Act)
 
	



	Anything else you think would be helpful for me to know?


	








 





Thank you for completing this form. Please return to larissa@neurosparklyot.co.uk before your first online appointment.  
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