[bookmark: _GoBack]CHILD  SCREEING  QUESTIONNAIRE
Name__________________________________________________Date of Birth_______________ [  ] Male   [  ]  Female			First		Last                   MI	
Address_____________________________________City_________________________State_________Zip___________	
Phone (H)__________________________(C)_______________________Mother’s Name__________________________
Father’s Name_______________________________________e-Mail__________________________________________
General History
Give a brief statement of the primary reason for today’s visit?________________________________________________________________________________________________________________________________________________________________________________________________
Academic History
Indicate any problems in the following areas:
[  ]  Reading	[  ]  Comprehension		        [  ]  Reversals of letters or words	[  ]  Motivation/behavior
[  ]  Writing	[  ]  Avoidance of School work	        [  ]  Loses place/skips lines		[  ]  Low self-esteem
[  ]  Math	[  ]  Works too hard on school work   [  ]  Poor Memory			[  ]  Overly active
[  ] Spelling	[  ]  Slow Work			         [  ]  Attention/concentration	[  ]  Other__________________
Is the child achieving at expected levels in school? [  ]  YES   [  ] NO
Type of classroom:
[  ]  mainstream for all subjects
[  ]  special classroom for all subjects: explain______________________________________________________________
[  ]  special classroom for some subjects: explain___________________________________________________________
Is the child receiving any help outside of school for the above problems?  [  ]  NO  [  ]  YES 
If yes, explain______________________________________________________________________________________
Has the child ever repeated a grade?  [  ]NO   [  ]  YES     If yes explain

Medical History
Birth was [  ]  on time?  [  ] late   [  ] premature, if yes, explain_______________________________Birth weight_______
Were there any complications during pregnancy or delivery?  [  ] NO  [  ]  YES, 
If yes, explain______________________________________________________________________________________   
List all major health problems to date and medications
Allergies___________________________________________________________________________________________
Indicate problem areas:  [  ]  headaches  location on head_______________________________onset-time____________
How long do they last_______________________________what helps relieve the pain___________________________
Is there a history of migraine headaches in the family   [  ]  NO  [  ]  YES  If yes, explain_____________________________
[  ]  Speech or hearing: explain_________________________________________________________________________
Head or eye injury?  [  ]  NO   [  ] YES  If yes, explain_________________________________________________________
Visual History
Date of last exam__________________________Does the patient wear glasses [  ] NO  [  ]  YES  date prescribed_______
[  ]  contact lenses  [  ]NO  [  ] YES   date prescribed______________
Indicate problem areas:
[  ]  blur at far		[  ]  amblyopia (lazy eye)	[  ]  headaches/fatigue		[  ]  eye-hand coordination
[  ]  blur at near		[  ]  eye alignment		[  ]  eye strain			[  ]  depth perception
[  ]  astigmatism		[  ]  double vision		[  ] excessive blinking		[  ]  color vision
Eye surgery [  ]  NO   [  ]  YES
If yes, explain_______________________________________________________________________________________	
