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OCCUPATIONAL THERAPY CASE HISTORY QUESTIONNAIRE 

(Please complete this questionnaire and return before your appointment) 

 

 Date  

 Child’s Name   

 Date of Birth   

 Address  

 Parent/Guardian/Caregiver  

 Name 

 

Relationship to Child  

 Contact Number  

 Email  

 Child’s 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 the child regarding Occupational Therapy? 

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________ 

Has the child 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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DO YOU REQUIRE ANY OF THE FOLLOWING? 

 

 DESCRIPTION YES NO 

Functional 

Capacity 

Evaluation 

An FCA is a comprehensive evaluation designed to assess the child’s 

ability to perform daily tasks and activities, and identifies their 

strengths, challenges, and support needs under the NDIS, providing 

a detailed insight into their development to help set priorities and 

inform individualised intervention plans. 

  

Assistive 

Technology (AT) 

AT 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.  

  

Other  

 

To be discussed with the therapist at the initial assessment, e.g. 

feeding therapy, group programs, school holiday groups. 

  

 

PREGNANCY AND BIRTH HISTORY 

 

 YES / NO COMMENT 

Was mother ill or on medication?     

Was pregnancy full term?      

Was it normal or caesarean section birth?      

Were there complications at birth?      

What was birth weight?      

Did the child cry immediately after birth?      

Was there difficulty breathing?      

Was there difficulty sucking?      

Did he/she suck immediately after birth?      

Was there difficulty swallowing?      

Was special treatment like NICU, light therapy, 

nasogastric tube, oxygen etc required?  

   

 

MEDICAL HISTORY 

Has the child had any significant illnesses, injuries, and/or hospitalisations? If yes, please specify: 

_______________________________________________________________________________________________

_______________________________________________________________________________________________ 

Does the child take any regular medications? If yes, what are the names, dosage and administration 

schedule.   

_______________________________________________________________________________________________ 

Does the child have any allergies? 

_______________________________________________________________________________________________ 
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PREVIOUS TESTS YES / NO DATE 

Eyes      

Ears      

Grommets      

Other     

 

DEVELOPMENTAL HISTORY 

 

AT WHAT AGE DID THE CHILD ACHIEVE THE FOLLOWING MILESTONES? 

Rolling (back to tummy, vice 

versa): 

 

Sitting independently: Crawling independently:  

 

Standing independently: Walking independently:  

 

 

Cooing (making vowel sounds 

e.g. ooh, ahh): 

Babbling (e.g. mama, dada, 

baba, nana): 

 

Saying their first word: Putting two words together: 

 Toileting – wee:  Toileting – poo: 

 

 

Holding items: 

 

FAMILY DYNAMICS 

Does the family live together? Yes/No_____________________________________________________________ 

Who does the child live with? (indicate below) 

NAME AGE RELATIONSHIP TO CHILD 

   

   

   

   

   

 

Does any other family have the same problem or a similar problem as the child? 

_______________________________________________________________________________________________ 

What is the family history of medical problems? 

_______________________________________________________________________________________________ 

SOCIAL HISTORY  

Does the child play with other children? 

_______________________________________________________________________________________________ 

How well does the child interact with others? 

_______________________________________________________________________________________________ 
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Do you have any concerns with turn taking, sharing and responses to winning/losing during play? 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

What are the child’s favourite toys/games?  

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

 

PLAY BEHAVIOUR: WHAT TYPE OF PLAY DOES THE CHILD ENGAGE IN?  

Imaginary: 

 

 

Constructive: Imitative:  

Solitary: 

 

 

Structured / Unstructured:  Other: 

 

EDUCATIONAL INFORMATION 

Does the Child attend?           Childcare           Preschool           Primary School           High School 

Institution Name: _______________________________________________________________________________ 

Year / Class: ___________________________________________________________________________________ 

Contact person and designation in case further information is required: _______________________________ 

Does the Child receive any extra support at school?           Yes           No 

If yes, please describe: 

______________________________________________________________________________________________ 

COMMUNICATION 

Languages spoken at home? 

______________________________________________________________________________________________ 

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

How does the child communicate their wants/needs? single words, visuals, sentences, gestures, signs: 

_______________________________________________________________________________________________ 

Does the child have a communication device? Please specify: 

_______________________________________________________________________________________________

______________________________________________________________________________________________ 

 

REGULATION AND SENSORY PREFERENCES 

 

Emotional regulation 

(Understanding / expressing feelings, coping with changes, coping with unexpected circumstances i.e., losing 

a game, coping when upset, coping with changes in routine) 
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COMMENT 

Number of meltdowns / 

tantrums in an average day? 

  

Triggers?   

  

Time of day they tend to 

occur? 

  

How long to calm down?   

 

What strategies currently 

used to calm down? 

  

Able to describe emotions 

(age appropriate)? 

 

 

Does the child engage in risk taking behaviours at home, school or within the community e.g. jumping off 

lounges, staying with caregiver in the community, crossing the road): 

______________________________________________________________________________________________

______________________________________________________________________________________________ 

 

Sensory 

(e.g. unusual craving or sensitivity to touch/movement/light/sound/taste) 

 

SENSORY INPUT COMMENT 

MOVEMENT  

Can they sit still 

Do they need to be constantly moving (running, 

jumping or stomping)? 

Do they frequently bump into things or is unaware of 

surroundings?   

  

 

 

 

 

TACTILE OR TOUCH  

Are they irritated by socks, tags or seams? 

Do they like messy play?  

Are they resistant to tight or loose clothing or certain 

fabrics?  

Are they irritated by their hair being brushed, washed 

or cut?  

Reacts strongly to being bumped or touched  

  

 

AUDITORY 

Are they distressed by loud or sudden noises?  

  

   

ORAL  

Are they a fussy eater? 

Gags on food 

  

  

   

OLFACTORY 

Reacts strongly to smells   
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MOVEMENT/BODY POSITION 

Difficulties with balance  

Hesitant to climb or play on equipment  

 

  

  

VISUAL 

Difficulty tracking objects with eyes 

  

  

OTHER  

Avoids eye contact 

High pain threshold  

Difficulty following multistep instructions  

 

 

MOTOR SKILLS 

(Looking at how the muscles in our body are working) 

 

COMMENT (Are there any difficulties? Does it affect their participation?) 

GROSS MOTOR  

Hopping / Jumping  

 

 

  

 

Running  

 

 

  

   

Climbing stairs    

Balance and coordination on even and 

uneven surfaces 

 

  

  

 

Playing with a ball 

Throwing/Catching/Bouncing 

 

  

  

Riding bike 

 

 

  

  

Skipping  

 

 

 

FINE MOTOR 

Holding a spoon  

 

Using a fork 

 

 

Fastening buttons and zippers 

 

 

 

Scooping food 
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Grasping small items using pincer grip 

 

 

 

Scissors use 

 

 

 

Pencil grasp and control 

 

 

 

Developing hand dominance 

 

 

 

 

ACTIVITIES OF DAILY LIVING 

 

How does the child manage the following? 

KEY: Please tick relevant descriptor and add comments      

D: Dependent: cannot do it at all  A: Assisted: completes with help   I: Independent 

SELF CARE 

Bathing/showering  Toileting  

 

 

 

Washing hands  

Dressing  

 

Brushing teeth  

 

 

 

Tying shoelaces  

 

Using cutlery  

 

Cutting hair  

 

 

 

Fastening buttons and zips  

 

Eating  

 

Cutting nails  

 

 

Washing hands  

 

 

 

Sleep  

 

 ADDITIONAL COMMENTS: 

 

 

 

 

 

Thank you for completing this form. 

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