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	Parent Report Form 

	 
Instructions: This form is designed to gather information that is necessary for a psychological consultation, assessment or review on a child or adolescent. Please provide an answer to all or as many of the questions as possible. Note "no problems" or "not applicable" as appropriate.  No appointments can be provided without this form completed. (2024)
 

	PERSONAL DETAILS 

	Name of child/adolescent: 
 
 
 
	Date of birth: 

		Address: 	 
 
 
	Telephone: 
(landline) 
(mobile) 
(work) 

	Father's name: 
 
	Occupation: 

	Mother's name: 
 
	Occupation 

	Email address: 

	Marital status of parents:  
 
 
Please note that if the biological mother and father of the child are not together, then both parties need to be aware of this referral, and both parties are legally entitled to access information about the appointments.  The responsibility for ensuring that both parties have this information lies with the parent making the request, if this is possible.  Of course, there are circumstances when the parent is unable to pass this information on, and there can be specific circumstances when a court has directed that one particular parent no longer has this right.    

	Siblings – Name (eldest): 
	Age: 

	                          Name:  
	Age: 

	                          Name: 
	Age: 

	                          Name: 
	Age: 

	                          Name: 
	Age: 

	                          Name: 
	Age: 

	Others in household: 
 

	Other important adults in child's life: 
 

	Person closest to child: 
 

	Are there any difficulties within the child's family relationships? 
 

	DEVELOPMENTAL HISTORY 

	Place of birth: 
 
 
	Weight: 

	Any difficulties during pregnancy, delivery or neonatal period: 
 
 



	Any other stressors or changes around this time? 
 
 
 

	Early development of child: milestones (please give approximate age and any difficulties experienced)  

	Smile: 
 
	Sit: 

	Crawl: 
 
	Walk:

	When did s/he use first words:
	When did s/he start putting words together:



	Toilet trained: 
 
	Temperament during infancy: 
 

	EDUCATIONAL INFORMATION 

	Name of Pre/School: 
 
 
	Telephone: 

	Address of Pre/School: 
 
	Principal: 

	Class: 
 
	Teacher: 

	Attitude to Pre/School: 
 
 

	Educational Strengths: 
 
 

	Educational Weaknesses: 
 
 

	Has your child repeated any Classes/Years? If so, please give class/year and reasons. 
 
 

	Does your child receive any educational supports? Has she/he ever in the past? 
 
 
Please state any other educational supports that the child receives (e.g. Special Needs Assistant, etc) 
 
 

	Homework (amount, time taken, concentration, attitude): 
 
 

	Other comments or concerns on school attendance, performance, interests, friends: 
 
 

	Do you give consent to obtain school report if this is appropriate? 
 
 

	GENERAL HEALTH 
 

	Eating: 
 
	Sleeping/sleeping arrangements: 

	Hearing: 
 
	Vision: 
	Co-ordination: 



	Is there a family (immediate or extended) history of autism, dyslexia, asperger’s, dyspraxia/developmental coordination disorder, ADHD, learning disability or language delay? If so, please list out




	Is there a family (immediate or extended) history of mental health difficulties?  If so, please summarise.





	Childhood illnesses and hospitalisations: 
 

	Any current medical condition or disability? 

	Name of General Practitioner: 
 
Address of General Practitioner: 
 

	PERSONALITY AND PSYCHOLOGICAL WELL-BEING 
 

	Describe child's characteristics (e.g. easy-going/anxious, curious/bores easily, maturity level, etc.) 
 

	General hobbies/interests of child (outside of school): 
 
 

	Membership of clubs: 
 
 

	Friends (number, level of friendship, where they play, what they like to do): 
 
 

	Please describe the best things about your child: 
 
 

	What concerns you most about your child? 
 
 
 
 
 
 

	FAMILY BACKGROUND DETAILS 

	Are there any current or recent stressors or bereavements? 
 
 

	Please note some of the main changes or stressors experienced by the family in the past that may have had an impact on your child’s learning. (For example. moving house/town, bereavements, illnesses, period of unemployment etc.) 
 
 
 

	OTHER INFORMATION 

	Has your child been seen by a Psychologist before? If yes, note when and where and what was the outcome. 
 
 

	Has your child been seen by a Speech and Language Therapist or Occupational Therapist in the past? If yes, note when and where and what was the outcome. 
 
 



	Please state the name and job title of any other professionals involved in your child’s care (e.g. Consultant Paediatrician, etc) 
 
 
 

	Has your child been seen by a Psychiatrist or Social Worker in the past? If yes, note when and where and what was the outcome. 
 
 

	What do you hope to achieve from the psychological assessment/input? 
 
 
 
 

	Any other comments or information that you think might be important to add. 
 
 
 
 
 

	Please indicate whether you consent to a copy of the assessment report or feedback letter being sent to the following: -  
 
Your General Practitioner                                       YES                  NO      
The school                                                                YES                  NO      
The referrer, if not yourself or the above              YES                  NO      Other professionals currently involved in            YES                  NO                     your child’s care 
  

	 
Please indicate your choice of appointment type (if more than one applies please note that each assessment/appointment carries it own fixed fee. See Fee’s for Services for more information about what is provided by each assessment/appointment and for the applicable fees.): - 
 
	 	Child Psychoeducational Assessment (up to 16 years of age) 
	 	Adult Psychoeducational Assessment (17 years or older) 
	 	Diagnostic Assessment for an Autism Spectrum Disorder 
	 	ASD Review (must have diagnosis of ASD already) 
	 	Comprehensive ASD Assessment 
	 	ADHD Assessment (minimum age of 6 years, with at least two years in primary school) 
 Consultation appointment

    
 
Do you wish to be put on our cancellation list? (This may result in you getting an earlier appointment, but this is not guaranteed. You would sometimes be given less than 24 hours 
notice.)                                                                                                                          YES                NO       
 
 

	 
Please note the following practices for the service:  
 
Cancellation/Missed Appointment Policy:  A scheduled appointment means that time is reserved only for you.  If an appointment is missed or cancelled with less than twenty-four-hours notice, you will be still charged for the missed appointment. 
 
Telephone policy:   In order to preserve assessment and treatment time, telephone consultation is kept to a minimum.  Where a client requires a telephone consult (i.e. discussion on telephone, advice, etc) likely to take more than five minutes in duration, then the client is requested to seek a fee-for-service phone consultation.  These need to be scheduled, in order to not disrupt scheduled appointments.   
 
Clinic Arrangements:  Please read ‘Arrangements for Clinic’. 
 
Consent: Both parents must sign the referral form to confirm that they are aware of the assessment/appointment and that they have given their informed consent for their child to attend the assessment/appointment. 
 
Confidentiality:  All information provided is strictly confidential unless: -  
(1) The Client authorises release of information with his/her signature to specific services or agencies   (e.g. General Practitioner, etc) 
(2) The client presents a physical danger to self 
(3) The client presents a danger to others 
(4) Child/elder abuse/neglect are suspected 
 
In the latter two cases, I am required by law to inform potential victims and legal authorities so that protective measures can be taken.   
    
I understand that missed appointments (cancelled with less than 24 hours notice) are payable.          
                                                                                                                             Yes/No 
I have read the information on the telephone policy/Clinic arrangements 
                                                                                                                             Yes/No  
I have read the information on confidentiality 
                                                                                                                             Yes/No 
 
Signed by:  (Mother)________________________________ 
                            
 
 
Signed by: (Father)__________________________________ 
 
 
 
Date:          _______________________________         
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