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PAEDIATRIC OCCUPATIONAL THERAPY SERVICE

NURSERY QUESTIONNAIRE

Child’s Name:_________________________________    Date of Birth:________________

School:  ___________________________   Head Teacher:  __________________________

Nursery Teacher:  ____________________________  Date: ________________________

Confirmation that consent has been obtained from parents

Teacher’s signature: -..................................................................................

Does this child receive additional support for learning?  e.g. learning support, Additional Needs Auxiliary, classroom assistant, specialist PE, or IT support.  If so, for what reason?

Comments:  ________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Has this child been referred to Educational Psychology?  If so, please state reasons for referral.  What was the outcome of this referral?

Comments:  ________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

How would you best describe this child’s general level of ability?  

	Pre-nursery level
	

	Nursery level
	

	Ready for P1
	


Comments:  ________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Do you feel this level of performance is an accurate reflection of this child’s intellectual ability?

Comments________________________________________________________________________________________________________________________________________________________________________________________________________________________
	FUNCTIONAL SKILLS

e.g. dressing, toileting, meals – use of cutlery, handling/opening packets, independence and organisation.


	COMMENTS:

	FINE MOTOR SKILLS

e.g. manipulation, grasp, scissor skills, hand preference.


	

	GROSS MOTOR SKILLS

e.g. co-ordination, balance, ball skills, mobility, posture.


	

	GRAPHIC SKILLS

e.g. pencil grasp, pencil control, drawing.


	

	VISUAL PERCEPTION

e.g. spatial awareness, shape recognition, copying, jigsaws.


	

	ATTENTION & CONCENTRATION

e.g. listening to/following instructions, stamina, tires easily, fidgety, impulsive.


	

	SOCIAL SKILLS

e.g. relationships with peers, understanding of social rules, ability to cope with changes in routine.


	

	CONFIDENCE & SELF ESTEEM


	


What are your main concerns (if any) about this child’s performance in nursery?

Comments:  ________________________________________________________________

______________________________________________________________________________________________________________________________________________________

___________________________________________________________________________

What do you hope will be achieved by the Occupational Therapy Assessment?

Comments:  ________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Are there any known child protection issues or health and safety issues that Occupational Therapy Staff should be aware of?

Comments: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Thank you for taking the time to complete this questionnaire.

TO BE COMPLETED BY OCCUPATIONAL THERAPIST

Brief Summary of discussion: - ___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Signature of Occupational Therapist: -..…..…………………………………………………

Date: - ………………………………       

