[bookmark: _Hlk168322924]NDS Parent/Carer Observation Questionnaire
Please complete this questionnaire in full and in as much detail as possible.
	CHILD’S NAME  
	
	DATE OF BIRTH 
(DD/DD/YYYY)  
	

	ADDRESS  

	

	SCHOOL
	


	Has your child been seen by a Specialist Learning Support Teacher? 
 Yes – please attach the report to this form when returning.   
 No

	Has your child been seen by an Educational Psychologist? 
 Yes – please attach the report to this form when returning.           
 No

	Has your child been seen by any other professional/s? 
 Yes, by:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
                  Please attach the report/s to this form when returning.   
 No

	If you are home educating your child, please describe the type of home education your child is accessing and how they are progressing:

	







	If your child has previously attended a school setting and is now being educated in the home, or has always been educated in the home, what factors contributed to this? 

	






	Does your child experience any health-related needs which you feel may impact on their learning? (This includes physical and mental health such as any co-ordination difficulties, tics, hearing differences, anxiety etc). 

	









	Please describe your child’s apparent level of self-esteem:

	














	Do your child’s emotional responses seem appropriate to the context? (For example, when being asked to complete a learning-related task or experiencing a perceived injustice). 

	



































	PLEASE GIVE EXAMPLES & COMMENTS FOR EACH QUESTION IN THE SPACE PROVIDED

	SOCIAL COMMUNICATION SKILLS

	1. Does your child have any language difficulties (including difficulties with understanding, difficulties putting ideas together in a logical way, not talking in certain situations)?

	





	2. Does your child use any copied language (such as copying scripts from a TV show or copying someone else’s words)?

	





	3. Does your child refer to themselves using their own name? 

	





	4. Does your child use any unusual vocabulary for their age? Does their language ever sound too informal or formal?  

	





	5. Is your child able to tell you when they are frustrated? If not, what do they do (for example, walking out of the room, withdrawing in themselves, throwing something etc)?

	






	6. Does your child talk mainly about their own specific topics of interest?







	


	ANY ADDITIONAL COMMENTS:

	









	SOCIAL INTERACTION

	1. Does your child have friendships? If so, how do they spend time with their friends? 

	






	2. Does your child have any difficulties with joining in with group play, or show inappropriate attempts at joining in?

	






	3. Does your child show a lack of awareness of social norms (such as commenting on people’s appearance, not picking up on social cues)?

	






	4. Does your child become over-whelmed in social situations (such as parties/celebrations, park, supermarket etc)? 

	






	5. What are your child’s relationships like with other members of your family? 

	







	6. How does your child react to people being in their personal space?  

	






	7. Does your child show difference with their non-verbal communication (such as eye contact, facial expressions, gestures, tone of voice)?  

	






	ANY ADDITIONAL COMMENTS:

	








	FLEXIBLE BEHAVIOUR
To include information around repetitive behaviours, routines, obsessions, imagination.

	1. Does your child have difficulties with imagination or creativity (such as a lack of flexibility of play, difficulties with creative tasks)?  

	





	2. Does your child have difficulties managing less structured times (such as weekends and school holidays)?  

	






	3. Does your child have any difficulties managing change (such as leaving later than planned, a change in route, cancelling plans last minute)?

	






	4. How does your child react to timed activities, being rushed to complete a task, or when they must leave a task unfinished?


	






	5. Does your child show any repetitive movements or use repetitive words or phrases (such as tapping, spinning, walking back and forth, rocking back and forth)?

	





	6.  Does your child have any particular interests that appear greater in intensity than their peers or unusual in focus?

	






	7. Does your child show any unusual responses to sensory stimuli (such as loud noises, smells, light and reflections)? 

	






	ANY ADDITIONAL COMMENTS:

	









	HYPERACTIVE / IMPULSIVE BEHAVIOUR

	1. Is your child able to remain in their seat when expected (e.g., cinema, dinner table, restaurant/cafe)? 

	





	2. Does your child fidget and/or fiddle (such as playing with blue tac, picking up things to fiddle, tapping, picking skin/nails, bouncing legs)?

	






	3. Does your child interrupt you when you’re having a conversation or when completing an activity/task? 

	






	4. Does your child show impulsive behaviours which could impact their safety (such as running across a road, climbing up a tree etc)?

	






	5. How does your child manage quiet activities (such as reading, completing homework, craft, watching TV/YouTube)? 

	






	6. Is your child able to queue or line up? 

	







	INATTENTIVE BEHAVIOUR

	1. Can your child follow instructions easily? 

	







	2. Does your child appear distracted in activities or conversation (e.g., by somebody walking by, someone talking nearby, things happening in their environment)?

	





	3. What are your child’s organisation skills like (such as organising themselves and their school equipment/belongings)? 

	






	4. Does your child complete homework independently or do they need additional support for this? 

	






	ANY ADDITIONAL COMMENTS:

	









	ADHD RS-IV: Parent Version: Please answer the questions to the best of your ability. 

	Circle the number that best describes the child / young person’s behaviour over the past 6 months.
	Never or rarely
	Sometimes
	Often
	Very Often

	1. Fails to give close attention to details or makes careless mistakes in schoolwork
	0
	1
	2
	3

	2. Fidgets with hands or feet or squirms in seat
	0
	1
	2
	3

	3. Has difficulty sustaining attention in tasks or play activities
	0
	1
	2
	3

	4. Leaves seat in classroom or in other situations in which remaining seated is expected
	0
	1
	2
	3

	5. Does not seem to listen when spoken to directly
	0
	1
	2
	3

	6. Runs about or climbs excessively in situations in which it is inappropriate
	0
	1
	2
	3

	7. Does not follow through on instructions and fails to finish work
	0
	1
	2
	3

	8. Has difficulty playing or engaging in leisure activities quietly
	0
	1
	2
	3

	9. Has difficulty organising tasks and activities
	0
	1
	2
	3

	10. Is “on the go” or acts as if “driven by a motor”
	0
	1
	2
	3

	11. Avoids tasks (e.g. schoolwork, homework) that require sustained mental effort
	0
	1
	2
	3

	12. Talks excessively
	0
	1
	2
	3

	13. Loses things necessary for tasks or activities
	0
	1
	2
	3

	14. Blurts out answers before questions have been completed
	0
	1
	2
	3

	15. Is easily distracted
	0
	1
	2
	3

	16. Has difficulty awaiting turn
	0
	1
	2
	3

	17. Is forgetful in daily activities
	0
	1
	2
	3

	18. Interrupts or intrudes on others
	0
	1
	2
	3

	For office use only (for healthcare provider interpretation)

	IA subscale raw score
	
	Corresponding IA percentile score
	

	HI subscale raw score
	
	Corresponding HI percentile score
	

	Total (IA+HI subscale) score
	
	Total (corresponding IA +HI percentile)score
	




	ANY OTHER INFORMATION YOU WOULD LIKE TO ADD THAT WOULD HELP IN UNDERSTANDING YOUR CHILD’S NEEDS:

	
















	OTHER PROFESSIONAL INVOLVEMENT: Does your child have any other professional involved with them?

	
TYPE OF PROFESSIONAL

	NAME
	CONTACT DETAILS
	Report attached?

	
EDUCATIONAL PSYCHOLOGIST

	
	
	 Yes   No


	
SPECIALIST LEARNING SUPPORT TEACHER

	
	
	 Yes   No


	
OCCUPATIONAL THERAPIST

	
	
	 Yes   No


	SPEECH AND LANGUAGE THERAPIST
	
	
	 Yes   No


	

CAMHS


	
	
	 Yes   No


	

OTHER/S

	
	
	 Yes   No




	
NAME OF PERSON COMPLETING FORM

	

	
RELATIONSHIP 

	

	
DATE COMPLETED


	



Thank you for completing this checklist which will be used as an integral part of the assessment.


Please return this questionnaire to NDS, St. James Clinic, Extons Road, King’s Lynn, Norfolk, PE30 5NU

OR

NDS@nchc.nhs.uk 

