
School Based Occupational Therapy  

Parent Questionnaire 
 

Return to:  _______________________________    School site: ___________________________________ 
Therapy Fun Zone 

1 

 

 

Student: School: DOB: 

Parent: Phone Number: Date: 
 

We have received a referral for an Occupational Therapy assessment for your child.  The focus of Occupational 

Therapy in the school environment is to assist educators in identifying and assessing areas that may be limiting 

the student from participating in their school curriculum.  Some areas that Occupational Therapy addresses are 

fine motor/handwriting, accessing school tools and the environment, and providing classroom program sensory 

strategies. Any recommendations made will be linked to academic skills.  If your concerns are more medically 

based as opposed to academic, then it is recommended that you contact your child’s physician for further follow 

up in those areas.  To facilitate the assessment, could you fill out this questionnaire regarding OT concerns. 

 

What do you see your child struggling with related to school and his ability to participate?  

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________ 
Assessment Scale:   

1 = (unable or never), 2 = (poor or seldom), 3 = (functional or frequently), 4 = (age level or appropriate) 

CLASSROOM ACTIVITIES/MATERIALS 1 2 3 4 COMMENTS 

Able to use class tools (scissors, glue, stapler)      

Able to use a computer      

Able to hold and manage a pencil      

Writing is legible (for age)      

Writes within space available      

Color with control (for age)      

      

SENSORY PROCESSING SKILLS 1 2 3 4 COMMENTS 

Able to keep hands to self      

Plays with messy materials (play doh, mud, paint)      

Touches things excessively      

Mouths objects or fingers      

Excessively distracted by sounds      

Overly sensitive (explain)      

Excessive rough play      

Avoids movement      

 

Other information that you would like us to know.  

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________ 
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