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OCCUPATIONAL THERAPY ADULT CASE HISTORY QUESTIONNAIRE 

(Please complete this questionnaire and return before your appointment) 

 

 Date  

 Client Name   

 Date of Birth   

 Address  

 Preferred Contact Number  

 Email address   

 Preferred Pronouns   

 Emergency contact (name &   

 number)  

 

 Primary Diagnosis  

 Referred by  

Reason for Referral  

NDIS Number  

NDIS Dates  

 Self or Plan Managed  

 NDIS Plan  Please send the plan with this document.  

 

REASON FOR SEEKING OCCUPATIONAL THERAPY 

What are the main concerns for seeking Occupational Therapy? 

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________ 

 

Has the participant had an Occupational Therapy Assessment done within the last 6 months?           

⎕   Yes  ⎕   No  

 

If yes, please send through the OT Assessment Report before the Initial Consult.  

 

PREVIOUS TREATMENT / INTERVENTION 

DISCIPLINE NAME PLACE AGE REPORTS 

SENT IN 

ONGOING 

(YES/NO) 

Speech Therapy      

Physiotherapy      

Occupational 

Therapy 

     

Psychology      

Psychiatry      

Other      
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SIL/ILO Provider       

Support 

Coordinator  

     

 

DO YOU REQUIRE ANY OF THE FOLLOWING? 

 

DESCRIPTION YES NO 

Functional capacity evaluation (FCA): is a comprehensive evaluation 

designed to assess an individual’s ability to perform daily tasks and activities, 

and identifies their strengths, challenges, and support needs under the NDIS 

and inform intervention plans. 

  

Assistive Technology: refers to the use of devices, equipment, and software 

to help individuals with disabilities improve their independence and daily living 

skills. For example, wheelchairs, sensory equipment, communication devices.  

  

Home modifications: Alterations to the home to support independence like 

ramps, railings, shower alterations.  

  

 

MEDICAL HISTORY 

Please list any relevant medical history (injuries, diagnoses and/or hospitalisations? Please specify: 

 

 

 

 

Are there any current medications? If yes, what are the names, dosage and administration 

schedule.   

_______________________________________________________________________________________ 

Does the participant have any allergies or sensory sensitivities (e.g. to light, sound, food, fabrics 

etc): 

_______________________________________________________________________________________

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

Does the participant experience and mental health challenges (e.g. anxiety, depression, PTSD etc): 

 

 

 

 

Is the participant currently engaged with mental health supports (psychologist, counsellor, peer 

worker):  

⎕   Yes  ⎕   No        If yes, please specify:  
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DAILY LIVING   

Does the participant experience challenges in any of the following areas? Tick all that apply and 

describe how they impact you: 

 

AREA YES 

NO  

COMMENT  

Cooking and meal prep 
  

Shopping or meal planning 
  

Cleaning or household 

maintenance 

  

Budgeting or money handling 
  

Medication management 
  

Personal hygiene / grooming 
  

Showering / bathing 
  

Toileting / continence    

Dressing  
  

Transport / community access 
  

Planning / organisation / 

memory 

  

Communication (verbal, non-

verbal, AAC) 

  

Sleep (getting to sleep, staying 

asleep) 

  

Regulation of emotions 
  

Motivation / routine / initiation 
  

Pain / fatigue / energy 

management 
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DAILY ROUTINE 

Is the participant currently working, studying or volunteering?   

 

 

 

 

 

If yes, describe hours, tasks, or challenges: ________________________________________________ 

_______________________________________________________________________________________

_______________________________________________________________________________________ 

 

Are there activities that the participant used to enjoy that are now difficult? 

_______________________________________________________________________________________

_______________________________________________________________________________________ 

 

What goals would the participant like to work on with OT support? 

_______________________________________________________________________________________

_______________________________________________________________________________________ 

 

HOME AND LIVING  

Current living arrangement:  

 

 

 

 

 

Is the home safe and accessible for the participant’s needs:  

⎕  Yes      ⎕  No      ⎕  Unsure 

Please specify any barriers (stories, steps, hazards): 

_______________________________________________________________________________________

_______________________________________________________________________________________ 

 

Home environment  

• House  

• Apartment  

• Residential / group home 

• Other, please specify:______________________________________________________________ 

Do you need support to transition to more independent or supported living? 

⎕  Yes ⎕  No ⎕  Unsure 

• Full time  • Student  

• Retired  • Unemployed  

• Part time  • Volunteering 

• Alone   • In supported accommodation   

• With family   • Other, please specify   

• With housemates   
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Does the participant currently use or require any assistive technology or equipment (e.g., 

wheelchair, rails, communication devices)? 

⎕  Use  ⎕  Required 

Please specify and list: 

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________ 

 

COMMUNITY PARTICIPATION AND SOCIAL ENGAGEMENT  

Does the participant currently attend community groups, sports, volunteering or activities? 

_______________________________________________________________________________________

_______________________________________________________________________________________ 

 

Would you like more support to improve your confidence or access to the community? 

_______________________________________________________________________________________

_______________________________________________________________________________________ 

 

Any social or environmental barriers that impact participation (e.g., sensory, communication, 

physical access)? 

 

 

 

 

What are the participant leisure occupations and hobbies? 

_______________________________________________________________________________________

_______________________________________________________________________________________ 

 

COMMUNICATION 

Languages spoken at home: _____________________________________________________________ 

 

Does the participant speak and/or understand this language?            ⎕ Yes          ⎕ No 

 

How does the participant communicate their wants/needs? (single words, visuals, sentences, 

gestures, signs): 

_______________________________________________________________________________________ 

 

Does the participant have a communication device? Please specify: 

_______________________________________________________________________________________

_______________________________________________________________________________________ 
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PERFORMANCE COMPONENETS 

 

COGNITION  / EXECUTIVE 

FUNCTIONING  

If yes, please specify:  

Do you have any concerns 

with the following:  

• Attention and 

concentration 

• Organisation and 

time management  

• Memory  

• Problem solving  

 

 

  

 

 

FINE AND GROSS MOTOR 

SKILLS  

If yes, please provide more information including body parts 

impacted:  

• Strength  

• Balance / falls risk  

• Endurance  

• Coordination  

 

 

Health History Checklist 

Please tick any relevant current or past medical or health conditions below: 

 

Gastrointestinal: 

☐  IBS   ☐  Reflux   ☐  IBD   ☐  Peptic Ulcers  

 

Cardiovascular/Metabolic: 

☐  Stroke  ☐  High Blood Pressure  ☐  Diabetes (Type 1 / 2)  ☐  Insulin Resistance  

☐  High Cholesterol   ☐  Thyroid Condition (Hypo/Hyper)  ☐  PCOS 

 

Mental Health / Neurological: 

☐  Anxiety  ☐  Depression  ☐  PTSD  ☐  Bipolar  ☐  ADHD  ☐  Autism  ☐  Schizophrenia  

☐  Migraines  ☐  Seizures  ☐  Cognitive Decline 

 

Pain / Musculoskeletal: 

☐  Chronic Pain  ☐  Fibromyalgia  ☐  Osteoarthritis   

☐  Head Injuries (when?) _____________________________________________________________ 
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Respiratory: 

☐  Asthma  ☐  Sleep Apnoea  ☐  Chronic Sinusitis  ☐  Emphysema 

 

Autoimmune / Inflammatory: 

☐  Chronic Fatigue  ☐  Hashimoto’s  ☐  Lupus  ☐  Rheumatoid Arthritis  ☐  Immune Deficiency 

 

Skin: 

☐  Eczema  ☐  Psoriasis  ☐  Acne  

 

Sensitivities / Allergies: 

☐  Food  ☐  Latex  ☐  Environmental  

 

Genital / Urinary: 

☐  UTIs  ☐  Interstitial Cystitis  ☐  Kidney Stones  ☐  Gout  ☐  Sexual Health Issues  

 

Other: 

_______________________________________________________________________________________

_______________________________________________________________________________________ 

 

Previous Accidents, Surgeries or Hospitalisations: 

Please list with dates if known: 

_______________________________________________________________________________________

_______________________________________________________________________________________ 

 

 

Thank you for completing this form. 

This information will allow our Therapists to be better prepared for your appointment. 
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