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These questions will help us to determine if there are aspects of development that may be linked to the current concerns you have regarding the skills of your child. We make every effort consider medical, social and developmental history in our assessment process to ensure that we can maximise the time and effort you make towards helping your child to achieve their goals.   
We’d also like your permission to contact other professionals who are linked with your child's progress and/or who may have additional information that will help us to provide a more effective Therapy Service for your child. By providing their name and/or contact information, you hereby give Early Links permission to seek information from these professionals. 
I, _________________________  agree that Early Links Therapists can contact the following people to my behalf to seek information related to my clinical care and/or therapy case.  
Signed : _____________________________________
	General Practice Doctor 
	YES / NO 
	Name: _________________________________ 

	Letter provided : 
	YES / NO 
	Contact Number : _______________________  

	Specialist 
	YES / NO 
	Name: _________________________________ 

	Letter provided : 
	YES / NO 
	Contact Number : _______________________  

	Speech Pathologist 
	YES / NO 
	Name: _________________________________ 

	Letter provided : 
	YES / NO 
	Contact Number : _______________________  

	Psychologist 
	YES / NO 
	Name: _________________________________ 

	Letter provided : 
	YES / NO 
	Contact Number : _______________________  

	Dietician 
	YES / NO 
	Name: _________________________________ 

	Letter provided : 
	YES / NO 
	Contact Number : _______________________ 

	Chiropractor 
	YES / NO 
	Name: _________________________________ 

	Letter provided : 
	YES / NO 
	Contact Number : _______________________ 

	OTHER 
	YES / NO 
	Name: _________________________________ 

	Letter provided: 
	YES / NO 
	Contact Number : _______________________  



Daycare information (if applicable)
As part of some Therapy Service Package we provide free education session for day-care providers, support staff and/or colleagues which will help create a larger more effective support network for you. 
Name of Organisation : _____________________________ Year: ________________________________ 
Contact person : __________________________________ Contact number : ________________________

Days of attendance : Monday,   Tuesday,   Wednesday,   Thursday,   Friday,    Saturday,    Sunday 
Family Information Sharing 

At Early Links we understand that families come in many different shapes and sizes. We want to make sure that we can contact and update all the people who need to be informed about your child’s therapy. 

Please list below the parents/caregivers who need to be informed and updated about therapy. Please indicate using the boxes how this information will be shared. Please list yourself as Person 1.

Person 1 Name: 
Relationship to child: 
How will this person be informed about therapy and your child’s progress:
· Will attend Early Links clinic with child and speak with therapist
· Please email reports and updates to email address __________________________________
· Please provide a brief phone updates by calling phone number ________________________

Person 2 Name: 
Relationship to child: 
How will this person be informed about therapy and your child’s progress:
· Will attend Early Links clinic with child and speak with therapist
· Person 1 will pass on all required information
· Please email reports and updates to email address __________________________________
· Please provide a brief phone updates by calling phone number ________________________

Person 3 Name: 
Relationship to child: 
How will this person be informed about therapy and your child’s progress:
· Will be attending Early Links clinic with child and speaking with therapist
· Person 1 will pass on all required information
· Please email reports and updates to email address __________________________________
· Please provide a brief phone updates by calling phone number ________________________

Any other information you would like Early Links to know about your family dynamics and what/how therapy information is to be shared with family members:







My Personal Details 
Given Name: ____________________________		Last Name: ___________________________
Address: _______________________________		Email:________________________________
Mobile: ________________________________		Home/work: ___________________________


My Child’s Personal Details 
Given Name: ____________________________		Last Name: ___________________________
Date of Birth: _______________________________	
Has your child previously seen an Occupational Therapist? 	YES / NO
If yes, please provide details: ____________________________________________________
Are you currently on any waiting list for another Occupational Therapist? 	YES / NO	

Medical history
1. List any complication during pregnancy or birth process. 
Please explain: ___________________________________________________________________________ 
_______________________________________________________________________________________
2. Any other health problems as a baby? YES / NO 
Please explain: ___________________________________________________________________________ 
_______________________________________________________________________________________
3. Any major health issues growing up / currently? YES / NO 
Please explain: ___________________________________________________________________________ 
_______________________________________________________________________________________
4. Has there ever been diagnosed of a disorder or disease? YES / NO 
Please explain: ___________________________________________________________________________ 
_______________________________________________________________________________________
5. Has there ever been major surgery or long periods spent in hospital? YES / NO 
Please explain: ___________________________________________________________________________ ______________________________________________________________________________________
  
6. Is there a family history of : 
a. Medical Conditions  
b. Food allergies  
c. Fussy eaters 
d. Distinct sensory preferences 
Please explain: ___________________________________________________________________________ _______________________________________________________________________________________




	7. Does your child have -  
	
	

	1.
	Frequent ear infections or grommets as a child? 
	YES / NO
	

	2.
	Involved in messy play as a child? 
	YES / NO
	

	3.
	Choking events? 
	YES / NO 
	

	4.
	Ongoing vomiting? 

	YES / NO 
	While eating? YES / NO 

	5.
	Breathing troubles? 

	YES / NO 
	While eating? YES / NO 

	6.
	Constipation? 

	YES / NO 
	

	7.
	Frequent crying or emotional strain? 
	YES / NO 
	

	8.
	Does your child experience pain with a normal intensity? YES / NO
	


 
Please explain... 
________________________________________________________________________________ 
________________________________________________________________________________   
  
Social and Living Situation  
Who lives at home?
	 	Name 
	Relationship 
	Age (siblings) 
	      Profession (parents)

	1. ____________________ 
	_____________________ 
	_________ 
	___________________  

	2. ____________________ 
	_____________________ 
	_________ 
	___________________  

	3. ____________________ 
	_____________________ 
	_________ 
	___________________  

	4. ____________________ 
	_____________________ 
	_________ 
	___________________  

	5. ____________________ 
	_____________________ 
	_________
	___________________  

	
	
	
	


2. Describe how your child interacts other family members:  ______________________________________ 
_______________________________________________________________________________________
_______________________________________________________________________________________
3. Describe how your child interacts with you: __________________________________________________ 
_______________________________________________________________________________________
______________________________________________________________________________________
4. Describe how your child interacts with other children and adults:   _______________________________ 
_____________________________________________________________________________________________________________________________________________________________________________
 

5. On a typical day, explain the following routines, include time of day, mood, actual events, etc.
a.  Morning wake-up   
    b. Bedtime / sleep patterns   
Developmental milestones  
This information, no matter how old your child is, allows our Therapists to identify if any aspect of your development may have impacted your child's current ability and/or be adding to your current concerns. This includes; movement patterns, reflexes, core activation, tolerating/understanding sensory information, learning and attention skills, as well as stress management.  
 
1. As a baby, was a good mouth seal formed around breast or bottle? YES / NO
2. What age did baby begin these movements?  
1. Head Lifting:______________________
2. Rolling: __________________________ 
3. Sitting Alone: _____________________ 
4. Crawling: ________________________ 
5. Walking: _________________________ 
6. Did baby meet Growth Charts? 	YES / NO Please explain: 
_____________________________________________________________________________ 
______________________________________________________________________________
Current Skills  
1. Describe how the child currently completes these daily activities
1. Toileting:_____________________________________________________________________
2. Eating:_______________________________________________________________________
3. Bathing/Showering: _____________________________________________________________
4. Dressing: ______________________________________________________________________
5. [bookmark: _GoBack]Travelling in the car: ____________________________________________________________
6. Play/Leisure activities alone: _____________________________________________________
7. Play/Leisure with family : ________________________________________________________ 
8. Play/Leisure with friends: ________________________________________________________ 
2. My child has strengths in …  
1. List 3 activities your child enjoys 
2. List 3 aspects of their personality that you consider to be strengths  
3. My child does not like … a. List 3 activities your child does not enjoy   

Reason for Referral… 
_______________________________________________________________________________________
_______________________________________________________________________________________
________________________________________________________________________________________ _____________________________________________________________________________________ 
Current Concerns 
1. When did you first notice differences with your child? 
______________________________________________________________________________________________________________________________________________________________________________
2. When did these difficulties become concerning? 
_______________________________________________________________________________________
______________________________________________________________________________________
3. When are these difficulties most easy to manage? 
_______________________________________________________________________________________
_______________________________________________________________________________________
 
4. When are these difficulties most challenging to manage? 
______________________________________________________________________________________________________________________________________________________________________________
  
5. What is the most important improvement you would like to see your child make during therapy sessions? 
______________________________________________________________________________________________________________________________________________________________________________

 
6. List 3 activities or skills you would like your child to learn during therapy sessions. 
a. ______________________________________________________ 
b. ______________________________________________________ 
c. ______________________________________________________       




Anything else you would like us to know?

Please add any comments you feel are relevant _______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________

Preferred & Available Days 
We will do our best to match a Therapist with you based on personal Therapy Planning, availability and preferred place for Services. Tick one (1) or more options that suit you. 
   ❏ Home  	    ❏ Clinic in Caringbah  	  ❏ School/Work – Suburb: _______________________    Please highlight the times that suit you best for Therapy Services. 
	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday

	8-9am
	
	
	
	
	
	

	10-2pm 
	
	
	
	
	
	

	2-3pm
	
	
	
	
	
	

	3-5pm
	
	
	
	
	
	

	After 6pm
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