Parent Questionnaire

Intake Date: __________

Children’s Counselling

Please fill in the below information pertaining to your child, whom you are seeking counselling form. NOTE: The information
you provide here is protected as confidential information.

Personal Information
Child’s Name _______________________________________ Age: _______ D.O.B __________________________________
Address: _________________________________________________________ Phone: _______________________________
Name of School: ___________________________________________

Year level: __________________________________

Person completing form: ________________________________________ Date: ____________________________________
Relationship to child: _____________________________________________________________________________________

1.

Please list what you see as your child’s main problems at this time

_____________________________________________________________________

2.

Whose idea was it that you seek this assistance?

3.

What have you said to your child about this assistance?

_____________________________________________________________________

_____________________________________________________________________

4.

What have you been told in regard to your child’s difficulties?

_____________________________________________________________________

5.

Has your child received any help at school? (Special education, remedial classes, speech or other therapy etc.) If
yes, please describe:

_____________________________________________________________________
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6.
Has your child received any special help or treatment outside school? (Tutoring, medications, diet, counselling or
other therapy.) If yes, please describe:

_____________________________________________________________________

7.

(A)

(B)

How would you describe your child’s ability for schoolwork?
Well below average

Below average

Average

Above Average

Do you think your child is currently working as well as he/she can at school?
Yes
No, could do a little better
No, could do much better

8.

How many schools has your child attended? ________________________________

9.

How many times has your child moved house? ______________________________

10.

How do you feel your child can be best helped?

_____________________________________________________________________
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Pregnancy & Newborn Information
The information obtained from the following checklists will assist us in our evaluation of your child.
Please try and answer all the questions; some of the answers may be difficult to remember. Place a
tick in the appropriate box following each item. Feel free to add extra information at the bottom of
the page.
PREGNANCY

TRUE

NOT TRUE

CANNOT SAY

1.

Had problems getting pregnant







2.

Had previous miscarriages







3.

Unplanned pregnancy







4.

Had bleeding during pregnancy







5.

Vomited frequently







6.

Had toxaemia
(swelling, high blood pressure)







7.

Had to take medication







8.

Drank much alcohol







9.

Smoked cigarettes







10.

Had illnesses







11.

Had other worries







12.

Labour lasted more than 12 hours







13.

Had difficult delivery







14.

Put to sleep for delivery







15.

Had Caesarean







16

Breech delivery







17.

Length of pregnancy

________________________________________

18.

Extra information about pregnancy

_____________________________________________________________________
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NEWBORN INFANT

TRUE

NOT TRUE

CANNOT SAY

1.

Needed oxygen







2.

Sick at birth







3.

Had trouble breathing







4.

Born with cord around neck







5.

Became jaundiced (yellow)







6.

Became cyanosed (blue)







7.

Had an infection







8.

Had trouble feeding







9.

Vomited often







10.

Had diarrhoea







11.

Was jittery







12.

Had convulsions (fits)







13.

Was given medications







14.

Was in humidicrib







15.

Was initially breastfed







16.

Birth weight

_____________________________________

17.

Problems not mentioned above

_____________________________________________________________________

18.

Extra information about newborn infant

_____________________________________________________________
________
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Early Health & Behaviours
These sections have to do with your child’s early health and behaviours. For each item, check the
box under the age at which the problem occurred. Mark the column for each age during which the
problem existed. Check the ‘Never’ column if your child never had the particular problem.
Months Old

EARLY HEALTH PROBLEMS

Years Old

Never

0-3

4-6

7-12

1-2

2-3

3-4

4-5

Can’t Say

1.

Ear Infections



















2.

Trouble with hearing



















3.

Eye Problems



















4.

Hospitalisations



















5.

Surgery (operations)



















6.

Injuries



















7.

Allergies



















8.

Convulsions (fits)



















9.

High fevers



















10.

Slow weight gain



















11.

Diarrhoea



















12.

Asthma



















13.

Pneumonia



















14.

Recurrent infections



















15.

Skin problems, rashes



















16.

Concussion



















17.

Anaemia



















18.

Poisoning or overdose



















19.

Medications used over long periods (list)

_____________________________________________________________________

20.

Extra information about early health

_____________________________________________________________________
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Months Old

EARLY BEHAVIOURS

Years Old

Never

0-3

4-6

7-12

1-2

2-3

3-4

4-5

Can’t Say

1.

Feeding Problems



















2.

Poor Appetite



















3.

Unpredictable Appetite



















4.

Hard to Satisfy



















5.

Colic



















6.

Trouble keeping to



















Schedule
7.

Constipation



















8.

Trouble falling asleep



















9.

Trouble staying asleep



















10.

Unpredictable length of



















Sleep
11.

Other sleep problems



















12.

Rocking in bed



















13.

Head banging



















14.

Temper tantrums



















15.

Breath holding



















16.

Discipline problems



















17.

Irritability



















18.

Overactive



















19.

Shyness with others



















20.

Crying easily & often



















21.

Very sensitive



















22.

Desire to be held



















Too often
23.

Difficult to comfort



















24.

Not cuddly/affectionate 

















25.

Difficulty in adapting
















to change in routine
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Early Development
Please list the age at which your child:
1.

Sat without help

_______________________

2.

Crawled

_______________________

3.

Stood alone

_______________________

4.

Walked holding on

_______________________

5.

Walked alone (10 steps or more)

_______________________

6.

Said Mama or Dada

_______________________

7.

Said other single words

_______________________

8.

Spoke 2-3 word sentences

_______________________

9.

Spoke clearly so strangers understood

_______________________

10.

Fully bowel trained

_______________________

11.

Fully bladder trained – day

_______________________

12.

Fully bladder trained – night

_______________________

13.

Able to dress self

_______________________

14.

Able to tie shoelaces

_______________________

15.

Did you ever suspect your child’s development was slow?

_______________________

Please elaborate:

_____________________________________________________________________

16.

Did you ever suspect your child had language problems?

_________________________

Please elaborate:

_____________________________________________________________________

17.

At what age did you suspect that your child might be having some problems? ___________

Please elaborate:

_____________________________________________________________________

18.

Extra information about early development

_____________________________________________________________________
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Skills & Interests
This section has to do with your child’s skills and interests. Please check the appropriate column as it
applies to your child.
SKILLS AND INTERESTS

Good

Average

Poor

Very Poor

Can’t Say

1.

Playing sport











2.

Balancing











3.

Co-ordination











4.

Using a pencil











5.

Shoelaces, buttons











6.

Doing things with hands











7.

Remembering instructions











8.

Remembering phone nos.











9.

Getting things in right order











10.

Understanding instructions











11.

Ability with language











12.

Telling a story











13.

Finding the right
Word for things











14.

Pronouncing words











15.

Reading











16.

Spelling











17.

Writing











18.

Arithmetic











19.

Telling time











20.

Using money











21.

Telling left from right











Extra information about skills and interests:

_____________________________________________________________________
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Family History
Please check the box of family members who have had any of these problems. If more than one
brother or sister has had one of these difficulties, please note this for each family member in the last
column (e.g. 2 Sisters; 1 aunt & 1 uncle). The “Others” column is for uncles, cousins, grandparent’s
etc.
FAMILY HISTORY
Child’s:

Mother

Father

School Problems





Kept back in school



Trouble with reading

Sister(s)

Brother(s)

Others







_________









_________











_________

Trouble with Arithmetic











_________

Speech/language problems











_________

Hyperactive as a child











_________

Behavioural problems











_________

In trouble as a teenager











_________

Mother’s Present Age

_______

School level completed

Present Occupation

_______________________________________________________

Previous Occupation

_______________________________________________________

Father’s Present Age

_______

Present Occupation

_______________________________________________________

Previous Occupation

_______________________________________________________

School level completed

_______________

________________

Names and ages of child’s sister(s):

_____________________________________________________________________

Names and ages of child’s brother(s):

_____________________________________________________________________

Names of people living in the same household as child (please specify relationship to child)

_____________________________________________________________________
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