
Oakridge Pediatrics

Child's name: Date of Birth: Age:

Name of person completing form: Relationship to child: Date:

Or. A. Llpson • Dr. R. WIngerIn • Dr. H. Kitson • Dr. S. Ruzic •

Dr.M.Clarke • Dr. M. Mahal • Dr. M. Deevska • Dr. Y. Kaikov •

Is child attending daycare or education program? If"yes" please specify type:

Ischild receiving special education services (e.g. speech therapy, physiotherapy):.

What concerns you most about your child at this time:,

Have you ever sought help for these problems? If"yes" please specify:,

Directions! Compared with other children who are the same age, vour child;

Never Some

times

Often Very

Often

1. Uses words efficiently to communicate his or
her needs

2. Understands what other people say to him or
her

3. Has conversations with you about events or
activities

4. Pronounces words in a way that other people
can understand

5. Seems clumsy or poorly coordinated

6. Has difficulty with hand coordination such as
using scissors, crayons, blocks or manipulating
small objects

7. Hasdifficulty taking care of self (washing,
eating, dressing, toileting)

8. Enjoys make believe play with other children

9. Enjoysmake believe play by himself or herself

10. Plays with other children the same age














