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Dear Abacus Parents,                                                                     

Date: 07.10.2017
Sensory Tots Occupational Therapy Screening for K1 & K2 students
As part of a collaborative project between Abacus and Sensory Tots, Linsey Irvine is offering a screening service for K1 & K2 students. The aim of this service is to identify any students who would benefit from a full Occupational Therapy assessment and support.

Occupational therapy is a health profession that uses activities with specific goals to help people from all ages prevent, reduce or overcome effects of disabilities. The fundamental purpose of occupational therapy is the development and maintenance of a person's capacity, throughout life, to perform those tasks and roles essential to productive living, including self-care, daily living, leisure and work (Singapore Association of Occupational Therapy 2010).

In summary:

· The Screen is to investigate a child’s occupational performance in relation to school assessing gross and fine motor skills, pre-writing skills, sensory processing skills, play and attention

· It will take place in October at Abacus Kindergarten

· Each child is seen by Linsey on their own for approximately 20-30 minutes

· A written summary report will be provided within 15 working days of the screening

· The report will be provided via your child’s school bag/home diary

· Your attendance at the screen is not required.

· The fee for this screen is $500 per child

· Cheques should be made payable to ‘Sensory Tots’
· The results of the screen will be shared with Abacus staff

· To ensure your child has a screen appointment, please complete the attached background information & consent form to Linsey at Sensory Tots and return to school.
Please note a screen is not a replacement for a full Occupational Therapy assessment, but a tool to determine the necessity of a full assessment or the need for therapy
Should you have any questions after receipt of the report you can contact Linsey via e mail or through your child’s teacher at Abacus.

Linsey Irvine
Occupational Therapist
BSc (Hons), Reg HCPC
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Occupational Therapy Service

Parent Questionnaire

Re:____________________________________________

Person completing this questionnaire:__________________________________
Relationship to the child:_____________________________________________
Date:______________________________________________________________

I, ______________________, parent/guardian of ________________ request an individual Occupational Therapy screening appointment at Abacus. I also give consent for the findings to be shared with Abacus staff.

I acknowledge that my form must be returned as soon as possible to ensure an appointment.

I enclose a cheque of $500 made payable to ‘Sensory Tots’ as payment for this appointment.

Signature: _______________________________  Date: ______________________

Please return to:

Linsey Irvine

Sensory Tots

ESF Abacus

Child’s Details

	Name:


	Date of Birth:
	Chronological Age:

	Address: 


	Post Code:
	Sex:

	Home phone number:


	Home fax number:
	Home email address:

	Class:


	Teacher:
	Other professionals:

SALT, Physiotherapist




	Diagnosis (if any):


	

	Diagnosis made by (name of diagnostician) and when (date)


	Name of diagnostician:

Date of diagnosis:

	Does your child wear glasses?  
	Yes                              No



	Does your child have any allergies?


	Yes                              No

Describe:

	Is your child taking any medication?


	Yes                              No

Describe:


What does your child like to do at home? ____________________________________________________

_____________________________________________________________________________________

What does your child like to do at school? ___________________________________________________

_____________________________________________________________________________________

What does your child dislike? _____________________________________________________________

_____________________________________________________________________________________

Family Details

	Mother’s Name


	Phone
	Email

	Father’s Name


	Phone
	Email


Sibling Details

	Name
	Age
	Sex
	Grade in School
	Special Needs (if any)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Persons living in your child’s family home:_____________________________________________

______________________________________________________________________________
School Details

	School


	

	Class


	

	Teacher


	


General
Describe your child in general ______________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

What are your child’s favourite activities/ toys? _________________________________________

______________________________________________________________________________

______________________________________________________________________________

What are your child’s strengths? ____________________________________________________

______________________________________________________________________________

______________________________________________________________________________
What are your child’s difficulties/ weaknesses? ________________________________________

______________________________________________________________________________
Currently what are your main concerns about your child? ________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Medical
	Question
	Yes
	No
	Comments:

	Has your child had any serious illness?
	
	
	

	Does your child have convulsions or seizures or fits?  Or suffered in the past?
	
	
	

	Does your child have any allergies?
	
	
	

	Does your child have frequent ear infections?
	
	
	

	Is your child on any special diets or supplements?
	
	
	

	Is your child on any medication?
	
	
	

	Was your child on any medication?
	
	
	


	When was your child’s hearing tested?
	Date:
	Place:
	Findings:

	When was your child’s vision tested?
	Date:
	Place:
	Findings:

	Does your child wear glasses?
	Yes
	No
	Comments


Birth and Developmental History

What was the gestation period for your child? _________________________________________

What was your child’s birth weight? _________________________________________________

Were there any complications or problems during pregnancy or delivery? ____________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Developmental milestones:

	Skill 
	Age achieved

	Sitting alone
	

	Crawling
	

	Walking
	

	Running
	

	Saying first words
	

	Saying short phrases
	


�








