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PLEASE COMPLETE IN WITH CAPITAL LETTERS. 
 

QUESTIONNAIRE 
 

(Date, when you fill this form in:  ) 
 
 
 
1. PERSONAL DETAILS: 
 
CHILD’s 
 Family name:   
 Given name:   
 Date of birth (day, month, year):   
  
 
MOTHER's 

Family name:   
Given name:   
Date of birth:   
Profession:   

 
FATHER's 

Family name:   
Given name:   
Date of birth:   
Profession:   
 

 
E-MAIL ADDRESS:   
ADDRESS (including post code):   
   
TELEPHONE (with area code):   
FAX NO. (If there is any):    
 
 
 
2. FAMILY HISTORY 
 
Are there any medical problems in either the mother's or father's families (epilepsy, sight or 
hearing problems, speech trouble neurological diseases, etc.)? Who is the sufferer? 
  
 
Is there anybody among the relatives, who has similar problems like this child? 
  
Did the mother have any serious diseases in the 3 months before or during pregnancy? 
(kidney, liver diseases, asthma, diabetes, allergies, heart disease, etc.) 
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3. HISTORY 
OF THE PRESENT PREGNANCY 
OF THE PRESENT BIRTH  

 
Was this a planned pregnancy?   
 
Did the mother take any medicines before conception? 
  
 
During the pregnancy did the mother have frequent check ups? 
  
 
How many pregnancies did the mother have (including miscarriages)?  
  
 
How many children does the mother have?   
 
Which pregnancy was the present child born from?   
 
At how many weeks’ gestations was the child born?   
 
How long was the labour?   

 

What was the labour like? (difficult, easy, quick, slow, induced, vacuum, caesarean section, 
forceps) 
  
 

 

 

QUESTIONS CONCERNING THE CHILD 
 

Birth weight:   

APGAR score:   

Did he/she cry out immediately?   

Any problems after the birth (pneumonia, jaundice): 

  

Was oxygen administered?   

Did the child have sucking reflex after the birth?   

Feeding after the birth (tube, breast feeding):   
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Did the child need any special treatment or examination during staying in the hospital after 

birth (incubator, brain scan)? 

  

Did the child take any medicine in the early childhood? 

  

How old was the baby, when he/she was taken home from the hospital?:   

Were the parents informed about the child’s problem? (who and when informed the parents first) 
  
 

 
 
 

 
QUESTIONS 

CONCERNING YOUR CHILD’S PRESENT CONDITION  
 
 
Your child’s 

1. Age:   

2. Height - in centimetres -(age appropriate or not):   

3. Weight – in kilogram -(age appropriate or not):    

4. Mobility:   

a. can your child roll over YES/NO 
b. can your child crawl  YES/NO 
If yes, how long is the distance, how long does it take to make it? 
  

 
c. Sitting up: can your child sit up from lying position without manual help? 

YES/NO 
 

d. Sitting: can your child sit independently (without manual help)? YES/NO 
(If yes: could you describe (like: holding grasping bar) 
  
 
e. standing up from sitting position: can your child stand up from sitting 

positions without manual help) YES/NO 
(If yes, how – like holding ladder-back chair, grasping the table) 
  
 
f. standing: can your child stand independently YES/NO 
If yes: what your child need to stand independently without manual help: like 
gaters, frames, walking sticks) 
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g. walking: can your child walk independently (without manual help) YES/NO 
If yes, what does your child use for the independent walking: ladderback chair, 
walking frame, walking stick(s)… 
  
 

5. Hand function 
a. does your child use her/his hands (both of them) YES/NO 

How does she/he use the hands:  - only for grasping and releasing  
 - for fine finger movements as well 
b. does your child use only one hand 

Which hand is used?   
 
 
 

6. Feeding:  
a. Does your child have feeding (chewing and drinking problems)? YES/NO 

If yes, please describe:   
 

b. can your child feed her/himself independently YES/NO 
Only finger food YES/NO 
With spoon YES/NO 
If unable to feed her/himself, what kind of assistance do you need to give? 
  

 
c. can your child drink independently: YES/NO 

If yes, what does your child use for drinking: two handle cup / ordinary cup / 
straw:   
If unable to drink independently, what kind of assistance do you need to give? 
  

 
 
 

7. Toileting  
a. Is your child toilet trained YES/NO 
Yes: only during the day 
Yes: if I put my child on the toilet regularly 

 
 
 

8. Communication 
a. Does your child speak YES/NO 

Only a few worlds 
Only short sentences 

b. Does your child use with sign language? YES/NO 
If yes: which kind of?   

c. If your child does not speak, does not use sign language, how does your child 
communicate? Please describe (like eye point, mimicry, …….) 
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9. Medical aspects 

a. Does your child take any kind of medicine regularly? YES/NO 
If yes: he/she takes medicine because of:   

b. Has your child had any kind of surgery? YES/NO 
If yes: what and when?   
 

10. Treatment: 
a. How old was your child, when she/he received the first 

habilitation/rehabilitation treatment for the motor disorder? 
  

 
b. Which kind of treatment has your child received since now? 

Name of the treatment (OT, PT, speech therapy, Pető course) 
  
How many times /how often (twice for 3 weeks each, or twice a week for 
30 minutes):   

 
 

11. Special aids 
a. Does your child use special aids YES/NO 

If yes: which kind of special aids: gaters, special shoes, AFO 
  

b. special aids for mobility: walking sticks, rollator, wheelchair: 
  
 
 

12. Orthopaedic control 
Regularly (per month / per year, etc.)   
 
X-ray and result:   
 

13. Kindergarten, School: 
a. Does your child go to kindergarten / school? 
b. Full time / part time? 
c. regular primary school / special school or kindergarten  
d. does your child have personal assistant in the kindergarten / school 
Notes:          
           

 
 
Date: 
 
 
            
         -----------------------------
          Signature   

 


