
Oakridge Pediatrics
EarlyChildhood Inventory-IV: Teacher RatingScale

Adapted from C&W Mental Health Programme

Tothe teacher: Please complete this form in pen and return to parents to bring with them to their
appointment or fax to us directly (604)266-1583

Child/youth's name: Age: Gender:

School: Year: Date:

Please indicate physician being seen:
Dr. A. Lipson • Dr. R. Wingerin • Dr. H. Kitson • Dr. S. Ruzic •

Dr. V. Kalkov a Dr. M. Clarke • Dr. M. Deevska • Dr. M. Mahal •

Name of person completing this form:.

Contact information:

Lengthof time you have known student: Lengthof time speech each day with student:.

Type of class (e.g. IVIontessori):

Current Special Education Services (e.g. Supported Child Development, Speech Therapy):

Please complete the following form (Suse additional paper if needed) in order for us to get a better
understanding of the child/youth's overall functioning in the classroom setting.

1. Primary Areas of Concern;
What are your major areas of concern/worry for this child? How long has this been a concern for
you? To what extent are these difficulties for the child upsetting or distressing to the child? Or
to you and the other students?

2. Behaviour:

Transitions- Howdoes this child handle transitions such as going in and out for outdoor
activities, putting toys away or changing activities/ Does s/he follow routines well? What
amount of supervision or reminders does s/he need?

Social Interactions - How does this child get along with others? Does this child have friends that
seek him/her out? Does s/he initiateplay successfully? Whattypes of activities does s/he
participate in with others?
















