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CONFIDENTIAL PRE-ASSESSEMENT QUESTIONNAIRE
For children (Pre 16yrs)
To be completed by parent or carer

	Full Name of Child:  
	
	Preferred Pronoun:
	

	Date of Birth:
	
	Age:
	School Year:
	

	Country of Birth:
	
	Date moved to the UK: 
	

	For your child to be assessed, they will need to have lived in an English-speaking country and to have been regularly speaking English for a minimum of 7 years.

	Is the child adopted?
	Yes
	No 
	Prefer not to say

	How does the child identify themselves?
	Male
	Female
	Non-binary
	Prefer not to say

	Name of parent/guardian requesting the assessment: 
	

	Title:
	

	Home address:

	

	Contact Tel No:
	

	Contact Email:
	

	Do all those with legal responsibility for the child agree to this assessment?

	Yes

	No









	Reasons for Assessment


	What are your concerns about your child?












	What views has your child expressed?










Health and Developmental History


	Early Development

	Did you experience any problems during the pregnancy and birth of your child? 
	Yes
	No

	lf yes, please provide further details:



	Were all the normal developmental milestones reached e.g., walking, talking, riding a bike?
	Yes
	No

	lf no, please provide further details:


	Has your child ever had any Speech and Language difficulties? 
	Yes
	No

	lf yes, please describe these difficulties (such as understanding the meaning of words, expressive language, speech clarity, pronunciation, word finding difficulties and if they had any speech and language therapy):




	Is there a history of ear infections, glue ear or grommets?
	Yes
	No

	lf yes, please provide further details:



	ls your child’s hearing currently within normal limits?
	Yes
	No

	lf no, please give details:



	Is your child on any regular medication that may be relevant?
	Yes
	No

	If yes please give details: 





	Vision and Visual Difficulties 

	To proceed with the assessment, your child MUST have a sight test within the last 2 years. In some cases, difficulties with reading are caused by visual difficulties that are not related to learning. 

	Visual History Questionnaire 

	Has your child been prescribed and advised to wear any optical prescription lenses (i.e. glasses or contact lenses?)
	Yes
	No

	lf YES then:

1a. Are these required for distance vision (e.g. television), near vision (e.g. reading), or both?  Distance/Near/Both

1b. Does your child wear their glasses / contact lenses as advised?  Yes/No

1c. Will they have their glasses/contact lenses with them on the day of the assessment? Yes/No (please note, if there is a correction prescribed and they are normally worn for close work then they should be worn for the assessment). 

	2. How long ago was your child’s last sight test or eye test by an optometrist (“optician”) 
	Less than two years
	More than two years
	Never

	[bookmark: _Hlk18480469]3.  Has your child ever used coloured overlays  or precision tinted lenses	

	Yes
	No

	If yes, then:

3a. Who recommended and provided these?

3b. Why were they recommended?

3c. Did they help? — if YES, in what way?

3d. Does your child still use them? — if NO, why not?


	4. Has your child ever had hospital treatment for a problem with their eyes or vision?    Yes/No
for example …
— wearing a patch for a ‘lazy eye’ (amblyopia)?
or
— wearing glasses or having exercises to help correct a ‘turn’ in your eye (squint)?
Or 
— any other condition?





















	Visual Difficulties Questionnaire (VDQ)
Often = persistent, occurring several times a week, though not necessarily every day. Please answer NO if symptoms would be considered infrequent (e.g. rarely, occasionally, sometimes, less than 2-3 times per month).


	
	YES
	NO

	1. Do you often get headaches when you read or study?

	
	

	2. Do your eyes often feel sore, or gritty, or watery?
	
	

	3. Does reading from white paper or from a bright screen often feel uncomfortable?
	
	

	4. Does print often appear blurred, or go in and out of focus, when you are reading?
	
	

	5. Does the print, or book, or screen, often appear double when you are reading?
	
	

	6. Do words often seem to move or merge together when you are reading?

	
	

	7. Do objects in the distance often appear more blurred after you have been reading?
	
	

	8. Do you often have to screw up your eyes to see more clearly when you are reading?
	
	

	9. Do you often move your eyes around or blink to make things clearer or more comfortable when you are reading?
	
	

	10. Do you experience any other problems with your vision that interfere with your ability to read or study?
If yes then please describe:
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	Have any family members experienced difficulties with spelling / reading / writing/ learning?  
	Yes
	No

	If yes, please indicate relationship to child and describe the difficulties:



Language and Linguistic History 

	Are any other languages spoken at home?
	Yes
	No

	To be assessed your child will need to have lived in an English-speaking country and to have been regularly speaking English for a minimum of 7 years.

	If yes, please provide further details including if English is the main language. If English is the second language, are there difficulties in their first language?  





 Health and Developmental History




	Did your child pass the Phonics Test?   
	Yes
	No

	If yes was that at the end of year one or year two? 


	Has your child’s schooling been disrupted in any way other than during the Covid 19 pandemic?  
	Yes
	No

	If yes, please provide more information:

	Was you child’s educational experience impacted during the Covid 19 pandemic?
	Yes
	No

	Were they educated largely at school (i.e., children of key workers) or at home? 


If they were at school, how did they respond to smaller classes? If they were working online, how did they get on with this? 




	Have any of your child’s teachers discussed any difficulties your child is experiencing?
	Yes
	No

	If yes, please provide more information: 







	Has your child seen any other specialists (e.g. Educational Psychologist, Advisory teacher etc)? 

If yes, please provide copies of reports. 
	Yes
	No

	Has your child received any support or intervention in the past? 
	Yes
	No

	If yes, please provide more information, such as the nature or name of the programme: 





	Has your child received support for any of the following (please tick as appropriate) 

	
	1:1 in school 
	Private Tutor
	Small Group
	Whole Class 

	Reading
	
	
	
	

	Maths
	
	
	
	

	Spelling
	
	
	
	

	Writing 
	
	
	
	


Current Situation 


	Current National Curriculum Levels (if appropriate)

	English
	

	Maths
	



	What are the difficulties currently exhibited in school?

	Reading
	Slight 
	Moderate
	Severe

	Spelling
	Slight
	Moderate
	Severe

	Writing
	Slight
	Moderate
	Severe

	Mathematics
	Slight
	Moderate
	Severe

	Sports and Games
	Slight
	Moderate
	Severe



	Is there any specialist help currently given at school? 
	Yes
	No

	If yes, please give details, (e.g., Teaching Assistant support, extra time in exams, EHCP, specialist tuition):


Please share any relevant Individual Support Plan/Individual Education Plan/Education Health and Care Plan/Speech and Language Report/Occupational Therapy Report if available. 



	Is your child currently receiving any tuition outside of school? 
	Yes
	No

	If yes, please give details of the support being received and how often: 




Literacy 


	Please describe your child’s current strengths and difficulties with reading, writing and spelling. 







	Does your child have difficulty recalling the alphabet or other known sequences? 
	Yes
	No

	If yes, please give details: 




Numeracy 

	Please describe your child’s current strengths and difficulties with Numeracy. 




	Does your child have difficulty telling the time? 
	Yes
	No

	If yes, please give details: 









Memory, Attention and Concentration

	Does your child have difficulties with memory, attention or concentration? 
	Yes
	No

	If yes, please provide further details: 




Speech, Oral Language, Communication and Social Skills


	Are there any current difficulties with speech, oral language or communication? 
	Yes
	No

	If yes, please provide further details: 




	Does your child have difficulties with social skills, behaviour, peer relationships or emotional adjustment? 
	Yes
	No

	If yes, please provide further details: 


	Does your child have difficulties with self-esteem and confidence? 
	Yes
	No

	If yes, please provide further details: 



Organisational Skills 



	Does your child have good organisational skills? 
	Yes
	No

	If no, please provide further details: 







Fine and Gross Motor Skills



	Does your child have any difficulties with fine and gross motor skills e.g., body awareness, movement and balance?
	Yes
	No

	If yes, please provide further details: 



	Does your child experience left/right confusion?
	Yes
	No

	If yes, please provide further details: 




Strengths


	Please provide information about your child’s strengths, what they are good at, hobbies they enjoy etc: 











	Signed: 
	
	Print name:
	

	Relationship to child:
	
	Dated:
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