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SchoolKit Transition Clinic
Questionnaire


· If you are able to complete this questionnaire it will enable our team to prepare for your child’s clinic. Please complete and return to the school. 
· If you require assistance completing this form or have any questions, please contact the school.
· Please attach any relevant reports (medical, therapy).



Child’s first name:  ________________________ 	Child’s surname: _____________________________

Date of birth:    ____________________________________________________________________________

School: 	 ____________________________________________________________________________

Address: 	 ____________________________________________________________________________

    		 ____________________________________________________________________________

Name of person providing information:   _______________________________________________________

Relationship to child: _______________________________________________________________________

Telephone number:    _______________________________________________________________________

Email address:  ____________________________________________________________________________



PARENT/CARER DETAILS: 
Name: ___________________________________	Relationship to child: __________________________
Occupation: __________________	Currently working:  F/T  P/T    
Contact details (if different from child):  ________________________________________________________
	
Name: ___________________________________	Relationship to child: __________________________
Occupation: __________________	Currently working:  F/T  P/T    
Contact details (if different from child):    _______________________________________________________

Language/s other than English spoken at home:  ________________________________________________
Would you like an interpreter? Yes / No 	If ‘Yes’, which language:  _____________________________
Date:  _____________________



MEDICAL DIAGNOSES / HOSPITALISATIONS 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PROFESSIONALS / AGENCIES INVOLVED WITH CHILD
(e.g. GP, therapists, specialists, hospitals, others (past and current)):
Name				Agency/Profession				Permission to contact/ 
										obtain reports from (Yes/No)  
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signature:     _______________________________	Name: ___________________________________
Date: _____________________________________

MEDICATIONS / VITAMINS

Name      		                      Dose    		                                Frequency        	                      
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________

Immunisations:  Are your child’s immunisations up to date? Yes / No   _________________________________
Allergies:  Does your child have any known allergies? Yes / No (if ‘Yes’, please list) __________________________________________________________________________________________

GENERAL HEALTH
Has your child had problems with:
Bowel / bladder:  ____________________________________________________________________________
Dental: 	___________________________________________________________________________________
Vision:	___________________________________________________________________________________
Hearing:  __________________________________________________________________________________
Sleep:  ____________________________________________________________________________________
Diet/Nutrition/Weight:_________________________________________________________________________

FUNCTION
How does your child communicate?  ____________________________________________________________  ________________________________________________________________________________________________________________________________________________________________________________________
	
Please circle the most suitable option/s for your child:
	Mobility:		Walking		Manual wheelchair	Power wheelchair
	Bladder:		Continent	Incontinent
	Bowel:			Continent	Incontinent
	Showering:		Independent	Needs assistance	
	Dressing:		Independent	Needs assistance
	Feeding:		Independent	Needs assistance	PEG/Enteral

TRANSITION

What are your concerns (if any) about your child’s transition? ______________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are your expectations from this clinic? How would you like us to help you? __________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




Life with my child right now feels:
0______1______2______3_______4_______5_______6_______7_______8________9_______10
Comfortable 			  	    Up & down					  Very hard

Does your child have any concerning behaviours that we may be able to help with?
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Any Other Information (e.g. recent stressors impacting on your child): 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Thank you and we look forward to meeting you.
Multidisciplinary School Transition Clinic Team 


This document has been sourced from the MRID SchoolKit available online at schoolkit.org.au. It was created as a tool to help run school-based medical clinics using the SchoolKit Clinic model and is copyrighted to the Metro-Regional Intellectual Disability Network.
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