[image: image1.jpg]Department of
Education



Occupational and Physical Therapy
PARENT CHECKLIST
Dear Parent/Guardian: 
Please complete this form with as much information as you are able to provide. This checklist will help assist the occupational or physical therapist in assessing whether your child has difficulties that interfere with his/her schooling. Return this form by __________________ to __________________________________________. You may contact __________________________________________ if you have any questions. Thank you.
	Student’s Name:
	Home Phone:

	Parent/Guardian:
	Cell Phone:

	
	

	Primary Physician:
	Telephone #:

	Medical Specialist:
	Telephone #:

	Hospital/Clinic:
	Telephone #:

	Orthotist:
	Telephone #:


	1. What type of assessment are you (or the school) seeking for your child?  

 FORMCHECKBOX 
 Occupational Therapy (OT)
              FORMCHECKBOX 
Physical Therapy (PT)

	2. Who requested the assessment?


 FORMCHECKBOX 
 Myself/Parent
 FORMCHECKBOX 
 Doctor
 FORMCHECKBOX 
 Teacher
 FORMCHECKBOX 
Other: _________________________  

	3. What is your biggest concern in your child’s performance in school?


	4. What do you hope occupational or physical therapy in the school will help your child with?



	5. Does your child have:
        FORMCHECKBOX 
 Medical diagnosis  or condition: ___________________________________________
        FORMCHECKBOX 
 Previous surgery (include date): ___________________________________________
        FORMCHECKBOX 
 Allergies: __________________________________________________________
        FORMCHECKBOX 
 Assistive devices (cane, wheelchair, brace, etc.):________________________________

	6.   Has your child received or is he/she currently receiving OT/PT services? If yes, for how long?



	7.   Were pregnancy and birth normal?  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No: please explain


	8. Give approximate age your child was able to: 
Roll over: ________
  Sit alone: ________    Crawl: ________
Walk: ________
Say words: ________     Say sentences: ________
Chew solid food: ________

	9. Please check items that apply to your home environment:


 FORMCHECKBOX 
 House
         FORMCHECKBOX 
 Apartment 
                   FORMCHECKBOX 
 Stairs: number of flights _________

 FORMCHECKBOX 
 Elevator
         FORMCHECKBOX 
 Wheelchair accessible

	10.  What activities does your child participate in outside of school? (please describe)


 FORMCHECKBOX 
 Play with friends or relatives: __________________________________________
 FORMCHECKBOX 
 Sports or clubs: ___________________________________________________

 FORMCHECKBOX 
 Community or social  events: __________________________________________
      FORMCHECKBOX 
 Therapy or other medical appointments: ___________________________________

	 11.   Check all that apply to your child. You may add more information on the right as needed.

 FORMCHECKBOX 
 Distractible


 FORMCHECKBOX 
 Restless, hyperactive


 FORMCHECKBOX 
 Weak, tires easily

 FORMCHECKBOX 
 Slow


 FORMCHECKBOX 
 Easily frustrated


 FORMCHECKBOX 
 Throws tantrums


 FORMCHECKBOX 
 Clumsy: describe: ___________________________________________________________


 FORMCHECKBOX 
 Does not like school


 FORMCHECKBOX 
 Avoids physical activities 


 FORMCHECKBOX 
 Mostly watches TV or plays video games


 FORMCHECKBOX 
 Has difficulty with: 
 FORMCHECKBOX 
 Completing assignments





 FORMCHECKBOX 
 Writing






 FORMCHECKBOX 
 Speaking 





 FORMCHECKBOX 
 Dressing: describe________________________________________





 FORMCHECKBOX 
 Walking






 FORMCHECKBOX 
 Going up and down stairs





 FORMCHECKBOX 
 Sleeping: describe: _______________________________________




 FORMCHECKBOX 
 Following directions






 FORMCHECKBOX 
 Playing with others





 FORMCHECKBOX 
 Making friends


 FORMCHECKBOX 
 Falls down a lot: how often? _________________


 FORMCHECKBOX 
 Sensitive to:
 FORMCHECKBOX 
 Touch     FORMCHECKBOX 
 Sound    FORMCHECKBOX 
 Smell    FORMCHECKBOX 
 Change in routine


11. 
 FORMCHECKBOX 
 Picky eater: Eats only: ________________________________________________________

	12. List other physical or behavioral problems your child is experiencing at home.


	13. What does your child like? What does your child enjoy doing?



FREQUENTLY ASKED QUESTIONS
What is school-based occupational and physical therapy?

The emphasis of OT and PT in the school is to help students succeed in the academic environment. This includes the student’s ability to participate in the classroom, gym, lunchroom, recess, as well as moving around the school (including hallways, stairs and elevators as appropriate). Occupational and physical therapists work collaboratively with teachers and other school staff to provide mandated services or consultation.
What happens after I complete this form?

Please send the completed form as soon as possible to the person indicated on the first page. The completed form will provide the assessing therapist a full picture of your child’s strengths and weaknesses. The therapist may contact you for follow-up questions or clarifications. If the result of the therapist’s assessment shows that your child is having difficulties in performance and participation in the school, the therapist may recommend a variety of interventions. This recommendation may be in the form of: suggested strategies that a teacher or other school staff may implement, school or classroom modification that would make it easier for your child to participate in various class activities, or IEP-mandated occupational or physical therapy services if necessary. 
