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Psychological Assessment Parent Questionnaire
(Please complete this questionnaire and return to us before your appointment)

Today’s Date:

Participant Name:
Date of Birth:
Address:

Parent/Guardian/Caregiver
Name:
Relationship to Participant:

Contact Number:
Email:

Participant Diagnosis:
Referred by:

Reason for Referral:

If you are NDIS Funded, are
you Self or Plan Managed:

Has the Participant had a Psychology Assessment done within the last 12 months? Yes No
If yes, please send through the Psychology Assessment before coming in.

Is the Participant at risk of self harm/suicidal ideation? If yes, do you require a Safety Plan? Yes No

Reason for seeking Psychology

What are the main concerns for the Participant regarding Psychology?

Developmental History

Please describe the Participant’s early motor development (any concerns with crawling, sitting, walking or fine
motor skills)?

Please describe the Participant’s early language development (any concerns about speech onset, articulation,

understanding instructions or expressing themselves to others)?
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Please describe any previous assessments and/or diagnosis for the Participant (for example speech & language,

occupational therapy, cognitive/ psychometric, medical assessments, etc.)?

Do you require or are you in search of Psychology Assessments? Yes No
(Examples of Assessments: WISC-V, ADHD, Dyslexia, Intellectual, Functioning)
Does the Participant take any regular medications?

Does the Participant have any allergies?

Does the Participant have a history of recurrent ear infections? Yes No

Does the Participant have grommets?

Yes

No

Has the Participant’s eyesight been tested? If yes, please specify when, where and what the results were?

Has the Participant’s hearing been tested? If yes, please specify when, where and what the results were?

Has the Participant received services from any of the following professionals (Doctors, Occupational Therapists,

Speech Pathologists, Physiotherapists, Psychologists, ENT Specialists etc.)?

Profession — Name
of Centre:

Age Started and
Frequency
(Weekly/Fortnightly):

Reasons/Concerns: Ongoing?

Yes or No
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Household information

Participant lives with:

Name: Age: Relationship to Participant:

Participant’s favourite toys/games:

Typical routine at home (please specify wake and sleep times, any activities usually done daily):

Weekdays: Weekends:

Education & Learning

How do you feel the Participant is currently performing at preschool/school?

Describe the Participant’s concentration (ability to focus attention & sustain effort for certain periods of time):

Are there concerns with academic progress for the Participant?
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Behaviour

Describe the Participant’s compliance (following instructions, directions and willingness to want to complete
requests):

Social & Friendship skills:

Are there any psychological concerns with respect to the Participant? (such as anxiety, depression, limited social
skills, conduct problems, low self-esteem and varied behaviours):

Thank you for completing this form.
This information will allow our Therapists to be better prepared for your appointment.
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