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TEACHER’S GROSS MOTOR CHECKLIST
Physical Therapy
	Student:
	Teacher:
	Phone #:
	Date:


Instructions: This form is designed for use by teachers, but may also be completed by other school staff reporting concerns with regards to student’s school function.
1. Check only AREA(s) OF CONCERN on the left. If you check more than one area, put an asterisk (*) next to the biggest area of concern. 
2. Report how student performs corresponding ACTIVITY/activities within the checked AREA(s) OF CONCERN by encircling Yes or No.
3. If you encircle Yes, please explain briefly underneath (for example, when reporting that student is unsafe: report falls, trips, etc.; when reporting student requires more assistance than peers: indicate assistance needed). You may attach an additional sheet of paper for explanations, if needed. 
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	AREA OF CONCERN
	ACTIVITY
	Student is unable to complete activity.
	Student needs more assistance and/or cues than peers.
	Student is unsafe.
	Student is slower than peers.
	THERAPIST’S USE ONLY

Observations within area(s) of concern only.

	
	CLASSROOM MOBILITY
	Sitting on chair
	Yes     No


	Yes     No
	Yes     No
	
	

	
	
	Transferring to floor/mat

Sitting on floor/mat


	Yes     No


	Yes     No
	Yes     No
	Yes     No
	

	
	
	Walking within the  classroom

(if in a wheelchair: moving within classroom)
	Yes     No


	Yes     No
	Yes     No
	Yes     No
	

	
	
	Hanging up & taking down bookbag or coat
	Yes     No


	Yes     No
	Yes     No
	Yes     No
	

	
	SCHOOL MOBILITY
	Walking the hallway

(if in a wheelchair: moving in the hallway)
	Yes     No


	Yes     No
	Yes     No
	Yes     No
	

	
	
	Going up and down the stairs
	Yes     No


	Yes     No
	Yes     No
	Yes     No
	

	
	
	Opening doors
	Yes     No


	Yes     No
	Yes     No
	Yes     No
	

	
	TRANSPOR- TATION
	Getting on/off bus


	Yes     No


	Yes     No
	Yes     No
	Yes     No
	


	TEACHER’S GROSS MOTOR CHECKLIST – continued


	Student’s Name:
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	AREA OF CONCERN
	ACTIVITY
	Student is unable to complete activity.
	Student needs more assistance and/or cues than peers.
	Student is unsafe.
	Student is slower than peers.
	THERAPIST’S USE ONLY Observations within area(s) of concern only.

	
	MEALTIME
	Moving around lunch room while carrying lunch tray
	Yes     No


	Yes     No
	Yes     No
	Yes     No
	

	
	
	Getting on/off cafeteria bench/seat
	Yes     No


	Yes     No
	Yes     No
	Yes     No
	

	
	TOILETING
	Utilizing the toilet/ bathroom
	Yes     No


	Yes     No
	Yes     No
	Yes     No
	

	
	PLAYGROUND/ RECESS 
	Playing with peers 
	Yes     No


	Yes     No
	Yes     No
	
	

	
	
	Playing on playground equipment
	Yes     No


	Yes     No
	Yes     No
	
	

	
	GYM
	Participating in gym activities
	Yes     No


	Yes     No
	Yes     No
	
	


	Additional concerns not listed above: _____________________________

___________________________________________________________

Briefly describe if there are behavioral issues that you believe is affecting student’s performance in above areas of concern:

___________________________________________________________

___________________________________________________________

Encircle one:

How is student performing academically?   



           Above Grade Level
  At Grade Level    
  Below Grade Level

Do the above concerns affect the student’s academic performance? 


                                  Yes
              No
Do the above concerns affect the student’s participation in class?

                                        Yes                    No
	THERAPIST’S USE ONLY

	
	Based on teacher’s report, team discussions and PT observations, what is the primary concern?

What are the secondary concerns, if any?

Which school staff can best address these concerns?

PT recommendation:               No PT Intervention        Pre-referral Strategies       PT Evaluation

     (encircle one)                                                                            (attach strategies)


