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Assessment Questionnaire

The following questionnaire should be filled out for each child who wants to participate in the Conductive Education program.  All information will be kept confidential.
The purpose of this questionnaire is to provide information so that an assessment can be started. The assessment will allow each child to be suitably placed in an appropriate group, so that maximum benefit can be derived from the session.

Please print clearly and fill out the questionnaire as completely as possible.
Child’s full name: _______________________________________________________

Date of birth: ___________________________________________________________

Mother's Name: ________________________________________________________

Street Address: _________________________________________________________

City/State/Zip: __________________________________________________________

Home Telephone#: ______________________________________________________

Work Telephone#: ______________________________________________________

Father’s Name: _________________________________________________________

Street Address: _________________________________________________________

City/State/Zip: __________________________________________________________

Home Telephone#: ______________________________________________________

Work Telephone: _______________________________________________________


E-mail address: _________________________________________________________

Date filled out: _________________  By whom: _______________________________
Relationship to the child: __________________________________________________
Please send this questionnaire to: 

Mail: The Therapy Place, 3620 Covenant Rd., Columbia, SC 29204
Fax: 803 787-0300

Medical History of the child

At how many weeks of the gestation was the child born?

Birth weight:

Diagnosis of:

When was the diagnosis made?

Hospital of child’s birth:

Length of child’s hospital stay (at birth):

Initial tests/screening completed at birth:

Were there any problems at/after birth?

If yes, please explain:

Hospitalizations/Surgeries:

Please provide the date of hospitalization/surgery, the reason and the outcome:
1 .

2 .

3 .

4 .

5 .

6 .

Medications- List any medications your child is currently taking and the reason

for its use.

1 .

2 .
3 .

4 .

5 .

6 .

Does your child receive any intervention with spasticity, on what frequency? (e.g.

Botox Shots, Baclofen oral or pump, etc.)

When was the last Botox Shot?

In what muscle group was shot given?

Allergies: Food,medication,latex,etc:

Epilepsy, Seizures- What kind, how often, how long, main symptoms:

Special Diet (G-Tube) Has there been a swallow study done? When?

Child’s height: 



Weight:

Is your child hearing impaired? (Describe)

Is your child visually impaired? (Describe)

Other problems may affect the child's performance (please check all that apply)
__ Aspiration

__ Reflux

__ Excessive pain due to previous injury:

__ Asthma

__ Behavioral issues (Please explain):

__ Risk of physical workout (standing, walking, sitting, etc.)

__ Others. Please explain:

Has your child had any skeletal x-rays?

Have any deformities/contractures been identified?

Is there any medical history as it pertains to the child’s parents and relatives we

should be aware of?

Parent Observation of Child

The child’s daily routine: (at home, school, other activities)

Who looks after the child most of the day?

The child’s favorite leisure activities

At home:

Outside home:

Favorite toys/games:

How does the child interact with

Parents:

Siblings:

Peers:

Strangers:

How easy or difficult is it to motivate your child?

What motivates him/her the most (peers, toys, books, songs, etc.)

Self care

Is the child toilet trained?

Can your child speak?

If non-verbal, how do you communicate? Does your child use any communication

system or assistive device to communicate? Please explain:

How does the child eat?

Does your child show a hand preference?

Is your child receiving any treatment at this time for motor disorders

(e.g. P.T/O.T/Speech Therapy,etc. how frequently ?)

Other Factors

How would you describe the child in general (moods, reactions, relationships, etc.)

Equipment

What kind of special equipment does your child use?(AFO’s, arm or leg splints,

eye glasses, two-handled cup, etc.)
At home:

At school:

What are your goals and expectations for the child? What do you want your

child to get out of this program of Conductive Education?

How did you hear about Conductive Education and THE THERAPY PLACE?

Signature: ________________________________   Date:_______________________
RETURN VIA MAIL:  3620 Covenant Road, Columbia, SC  29204 or Fax:  803-787-0300
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