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Family questionnaire prior to registration for ERETSA

	Child's last name:
	[bookmark: Texte1]     
	Child's first name:
	[bookmark: Texte8]     

	Date of birth:
	[bookmark: Texte2]     
	Gender:
	[bookmark: CaseACocher2]|_| Female
	[bookmark: CaseACocher1]|_| Male

	Home phone:
	[bookmark: Texte3]     
	Work Phone:
	[bookmark: Texte9]     

	[bookmark: _GoBack]Child's current address:
	[bookmark: Texte4]     

	Name of the person completing the questionnaire:
	[bookmark: Texte5]     

	Name of the person referring the child:
	[bookmark: Texte6]     

	Name of the physician or pediatrician who follows the child:
	[bookmark: Texte7]     



	1. REASONS FOR REFERRAL

	WHAT PROBLEMS DOES YOUR CHILD PRESENT WITH AND WHICH ONES ARE YOU CONSULTING FOR? WHAT ARE YOUR CONCERNS? 

	[bookmark: Texte10]     

	ARE THESE CONCERNS SHARED BY BOTH PARENTS?
	|_| YES
	|_| NO

	[bookmark: Texte11]     



	


2. PREVIOUS EVALUATIONS

	

	WHICH SPECIALIST(S) HAVE YOU CONSULTED FOR YOUR CHILD?

	Specialists
	Names
	Establishments
	Dates

	Audiologist
	[bookmark: Texte12]     
	     
	     

	Occupational therapist
	     
	     
	     

	Neurologist
	     
	     
	     

	Otorhinolaryngologist
	     
	     
	     

	Speech therapist
	     
	     
	     

	Pediatrician
	     
	     
	     

	Physiotherapist
	     
	     
	     

	Psychologist
	     
	     
	     

	Psychiatrist or child psychiatrist
	     
	     
	     

	Social worker
	     
	     
	     

	Psychoeducator
	     
	     
	     

	Other:
	     
	     
	     


	3. LIVING ENVIRONMENT

	

	WHO DOES THE CHILD LIVE WITH?

	|_| Both parents
	|_| Mother
	|_| Father

	|_| Custody of the child is shared
	Who has custody?
	     
	If separated, date:
	     

	|_| A foster family
	Since when?
	     
	For how long?
	     

	|_| An adoptive family
	Since when?
	     
	Country of origin of the child?
	     

	

	DOES THE CHILD LIVE IN A BLENDED FAMILY?   |_| No          |_| Yes

	If so, does the child live with:

	half-brother(s), how many?
	     

	half-sister(s), how many?
	     

	children of the new spouse, how many?
	     

	

	WHAT TYPE OF HOUSING DOES THE CHILD LIVE IN?

	|_| Single-family house
	|_| Apartment

	|_| Duplex
	|_| Other, specify:
	     

	Does the child have his own room?
	|_| No          |_| Yes

	If not, who does the child share his room with?
	     

	

	HAS THE CHILD MOVED?
	|_| No          |_| Yes

	If so, how many times?
	     

	

	HAS THE CHILD BEEN SEPARATED FROM HIS PARENTS FOR AN EXTENDED PERIOD OF TIME?
	|_| No         |_| Yes

	If yes, complete the following table:

	Reason
	Environment
	At what age?
	Duration

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	WHAT IS THE LANGUAGE(S) SPOKEN AT HOME?

	|_| French
	|_| English
	|_|  Others, specify:
	     

	WHAT LANGUAGE DOES YOUR CHILD USE MOST OFTEN?
	     

	

	DOES A BABYSITTER TAKE CARE OF YOUR CHILD?
	|_| No          |_| Yes

	If yes, specify the location: 
	     

	|_| At home, by whom?
	     

	|_| In a home daycare

	|_| In a nursery school (early childhood education centre)

	|_| Prekindergarten program or preschool workshops

	|_| Other: 
	     

	Has the child had to change his childcare environment?
	|_| No          |_| Yes

	If so, why?
	     



	4. FAMILY HISTORY



	CHILD’S FAMILY OF ORIGIN:

	Child's family
	Date of birth
	Completed education
	Occupation

	Father
	     
	     
	     

	Mother
	     
	     
	     

	Brothers
of the child
	     
	     
	

	
	     
	     
	

	
	     
	     
	

	Sisters
of the child
	     
	     
	

	
	     
	     
	

	
	     
	     
	



HAS THE FAMILY EXPERIENCED FAMILY CRISES (E.G., JOB LOSS, MORTALITY)? 
	|_| No 
	|_| Yes
	If so, which ones:
	     



WHAT ARE THE CHALLENGES PRESENTED BY ONE OR MORE MEMBERS OF YOUR IMMEDIATE OR EXTENDED FAMILY? 
Please add an "X" in the appropriate box. 
	Difficulties
	Father of the child
	Mother of the child
	Child's siblings
	Other relatives

	Developmental delay
	|_|
	|_|
	|_|
	     

	Language delay or disorder
	|_|
	|_|
	|_|
	     

	Learning/academic difficulties
	|_|
	|_|
	|_|
	     

	Behaviour (e.g., aggression, peculiarities, withdrawal)
	|_|
	|_|
	|_|
	     

	Intellectual disability
	|_|
	|_|
	|_|
	     

	Pervasive developmental disorder/Autism
	|_|
	|_|
	|_|
	     

	Hereditary diseases (passed from one generation to the next), specify:      
	|_|
	|_|
	|_|
	     

	Neurological diseases (epilepsy, muscular dystrophy, etc.), specify:      
	|_|
	|_|
	|_|
	     

	Mental health problems (depression, anxiety, attention deficit disorder with or without hyperactivity, tics)
	|_|
	|_|
	|_|
	     

	Drug and alcohol addiction
	|_|
	|_|
	|_|
	     

	Other, specify:      
	|_|
	|_|
	|_|
	     






	5. PREGNANCY AND CHILDBIRTH

	HOW MANY PREGNANCIES (INCLUDING MISCARRIAGE AND ABORTION) HAS THE CHILD'S MOTHER EXPERIENCED?

	To date?
	     

	Weeks of pregnancy for this child:
	     

	

	Description of pregnancy
	Yes
	No
	Comments

	Single
	|_|
	|_|
	     

	Twin birth (twins)
	|_|
	|_|
	     

	Multiple (triplets)
	|_|
	|_|
	     

	Good health during pregnancy?
	|_|
	|_|
	     

	Blood loss during pregnancy?
	|_|
	|_|
	     

	Toxemia, eclampsia (high blood pressure, swelling)?
	|_|
	|_|
	     

	Gestational diabetes?
	|_|
	|_|
	     

	Infection during pregnancy?
	|_|
	|_|
	     

	Which one?      
	When?      
	
	
	

	Accident during pregnancy (trauma, etc.)?
	|_|
	|_|
	     

	Medication taken, which ones?      
	|_|
	|_|
	     

	Drug use?
	|_|
	|_|
	     

	Alcohol consumption?
	|_|
	|_|
	     

	Abnormal ultrasounds?
	|_|
	|_|
	     

	Amniocentesis?
	|_|
	|_|
	     

	Hospitalization during pregnancy?
	|_|
	|_|
	     

	Other issues, specify:      
	|_|
	|_|
	     



	Description of childbirth
	Yes
	No
	Feedback

	Spontaneous labour?
	|_|
	|_|
	     

	Induced labour? What for?      
	|_|
	|_|
	     

	Labour for more than 24 hours?
	|_|
	|_|
	     

	Labour for less than two hours?
	|_|
	|_|
	     

	Use of forceps or vacuum extractor?
	|_|
	|_|
	     

	Use of general or local anesthesia?
	|_|
	|_|
	     

	Urgent c-section?
	|_|
	|_|
	     

	Planned c-section?
	|_|
	|_|
	     

	Abnormal presentation (breech)?
	|_|
	|_|
	     

	Medical complications during birth?
	|_|
	|_|
	     








	6. NEONATAL PERIOD (refer to the child’s health booklet if necessary)	Comment by sylvain dupont: Veuillez confirmer car health diary existe aussi

	
	

	Place of birth (hospital):
	     

	Birth weight (kilograms or pounds):
	     

	Head circumference at birth (in centimetres or inches):
	     

	APGAR:
	     

	

	Neonatal problems
	Yes
	No
	Comments

	Did the baby need special care?
	|_|
	|_|
	     

	Did the baby suffer injuries or trauma during childbirth?
	|_|
	|_|
	     

	Did the baby have breathing difficulties?
	|_|
	|_|
	     

	Did the baby have jaundice (icterus)?
	|_|
	|_|
	     

	Did the baby have an infection. Which one? Antibiotics?
	|_|
	|_|
	     

	Did the baby have seizures?
	|_|
	|_|
	     

	Did the baby have hypoglycemia (low sugar)?
	|_|
	|_|
	     

	Was the baby a carrier of a congenital malformation?
	|_|
	|_|
	     

	Did the baby have a heart problem?
	|_|
	|_|
	     

	Did the baby need to take medication?
	|_|
	|_|
	     

	Did the baby stay in the hospital for more than five days?
	|_|
	|_|
	     



	7. INFANT (0 to 12 months)

	
	

	Your child was:
	Yes
	No
	Comments

	Awake
	|_|
	|_|
	     

	Quiet (little gurgling and babbling)
	|_|
	|_|
	     

	Smiling
	|_|
	|_|
	     

	Sociable
	|_|
	|_|
	     

	Easy
	|_|
	|_|
	     

	Difficult to calm down, the baby cried a lot
	|_|
	|_|
	     

	The baby looked into people’s eyes
	|_|
	|_|
	     

	The baby did not seem very expressive
	|_|
	|_|
	     

	The baby liked to be picked up and cuddled
	|_|
	|_|
	     

	The baby did not react much to contact, smiles and what 
surrounded him
	|_|
	|_|
	     

	The baby slept little
	|_|
	|_|
	     

	The baby slept a lot
	|_|
	|_|
	     

	The baby had difficulty breastfeeding/latching
	|_|
	|_|
	     

	The baby often spit up
	|_|
	|_|
	     

	The baby had difficulties when breastfeeding
	|_|
	|_|
	     

	The baby had colic
	|_|
	|_|
	     

	The baby babbled a lot
	|_|
	|_|
	     





	8. DEVELOPING HEALTH PROBLEMS  

	
	

	WHAT HEALTH PROBLEM(S) HAS YOUR CHILD HAD SINCE BIRTH?

	Health Problem
	Never
	0-5 months
	6-11 months
	12-24 months
	3-5 years old
	6-8 years old
	9-11 years old
	12 years old
	Don't know

	Ear infections
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Hearing problems
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Vision problem
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Meningitis
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Convulsion with fever
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Convulsion without fever
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Asthma, respiratory problems
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Anemia
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Heart problems
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Kidney problems, urinary tract infections
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Injuries, trauma, fractures
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Allergies to medications
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Childhood diseases (e.g. chickenpox)
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Pneumonia
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Poisoning (e.g. lead)
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Other diseases, specify:
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|



	AS A RESULT OF THESE HEALTH PROBLEMS, DID YOUR CHILD HAVE TO:

	Undergo surgery (tubes or other)?
	|_| No
	|_| Yes
	At what age?
	     

	Be hospitalized?
	|_| No
	|_| Yes
	At what age?
	     

	Take medication on a regular basis?
	|_| No
	|_| Yes
	At what age?
	     

	

	If you answer "yes" to any of these questions, please specify (e.g., reasons, age of child, frequency, duration): 

	     

	

	Has he had any of the following tests?
	|_| EEG
	|_| SCAN
	|_| Radiology
	|_|  Laboratory test








	9. DEVELOPMENT PROFILE

	This section is used to gather information about your child's development.
Indicate how your child is currently doing by ticking in the corresponding box.

	LANGUAGE AND COMMUNICATION

	

	How does your child communicate most often?

	|_|  With words
	|_|  With gestures

	|_|  By grabbing my hand
	|_|  Others, specify:
	     

	At what age did your child say his first words?
	     

	How many words does the child say approximately?
	     

	At what age did the child start forming short two-word sentences? 

	|_|  12-18 months
	|_|  around 2 years old
	|_|  Not yet

	Give some example sentences:
	     

	     

	     

	Are there any sounds or words that your child has difficulty pronouncing compared to other children his age?

	|_|  No
	|_|  Yes
	Give some examples: 
	

	

	Mark the sentences that describe your child:

	|_|
	My child tends to drool more than other children

	|_|
	My child seems to understand few words

	|_|
	My child seems to understand words that are related to the daily routine

	|_|
	My child makes repeated sounds (e.g. "kete kete")

	|_|
	My child makes a low variety of sounds

	|_|
	My child does not tend to repeat the verbal model that I present to him as if to learn

	|_|
	My child uses my hand to point at what he wants

	|_|
	My child tries to get what he wants on his own (e.g. will climb on the counter)

	|_|
	My child uses few gestures such as pointing and saying bye bye

	|_|
	The words my child repeats don't seem appropriate (e.g., he repeats questions instead of answering, repeats word for word)

	|_|
	My child started repeating verbal patterns after he was two years old

	|_|
	My child's verbal language is almost absent or very limited

	|_|
	My child doesn't seem to enjoy communicating

	|_|
	My child does not seek contact with people he is familiar with

	|_|
	My child doesn't look at me much when I talk to him

	|_|
	My child used to say a few words, but doesn't say them anymore

	|_|
	My child does not respond to his name

	|_|
	My child understands concrete questions better (e.g. what is the name of your cat?) than more abstract questions (e.g. what is your favourite colour?)

	|_|
	My child tends to answer questions incorrectly (e.g. what is your favourite animal? My cat's name is Mittens)






	AUTONOMY

	

	Personal care
	Acquired
	Not yet
	Comments

	Participates in dressing and undressing
	|_|
	|_|
	     

	Undresses on his own
	|_|
	|_|
	     

	Gets dressed on his own
	|_|
	|_|
	     

	Does not wet himself during the day 
	|_|
	|_|
	Since when?
	     

	Does not wet himself at night 
	|_|
	|_|
	Since when?
	     

	Does not soil himself	Comment by sylvain dupont: Somewhat colloquial, but this phrasing reflects what an anglophone parent would actually say in real life and is unambiguous
	|_|
	|_|
	Since when?
	     

	Washes body and hair without help
	|_|
	|_|
	     

	Blows his nose alone
	|_|
	|_|
	     

	

	Feeding
	Acquired
	Not yet
	Comments

	Eats with his fingers
	|_|
	|_|
	     

	Eats with utensils
	|_|
	|_|
	     

	Drinks with a glass with two hands
	|_|
	|_|
	     

	Drinks with a straw
	|_|
	|_|
	     

	

	Are there any particular problems related to food?
	|_| No          |_| Yes

	Specify:
	|_|  Difficulty chewing
	|_|  Difficulty swallowing

	
	|_|  Special tastes
	|_|  Refuses certain textures

	
	|_|  Allergies
	|_|  Choking

	
	|_|  Appetite (low or excessive)
	|_|  Frequent vomiting

	
	|_|  Other: 
	     

	

	SLEEP

	

	Are there any particular problems related to sleep?
	|_| No          |_| Yes

	Specify:
	|_|  Refuses to lie down
	|_|  Has difficulty falling asleep

	
	|_|  Wakes up during the night
	|_|  Refuses to sleep alone

	
	|_|  Has nightmares
	|_|  Other:
	     





	10. INTERESTS AND ACTIVITIES

	

	WHAT ARE YOUR CHILD'S FAVOURITE ACTIVITIES?

	     

	     

	WHAT ARE THE ACTIVITIES HE LEAST WANTS TO DO?

	     

	     

	WHAT ACTIVITY(IES) DOES HE LIKE TO DO:

	Alone?
	     

	With friends?
	     

	With his family?
	     

	

	IS YOUR CHILD OK WITH BEING INTERRUPTED IN HIS ACTIVITIES?
	|_| No          |_| Yes

	If not, explain his reactions to the interruptions:
	     

	     

	     

	

	WHAT ARE YOUR CHILD'S PARTICULAR STRENGTHS OR QUALITIES?

	     

	     

	     




	11. SCHOOL HISTORY

	

	Does the child attend school?
	|_| No        |_| Yes
	If so, which one?
	     

	If the child attends school, complete the following questions. 
Otherwise, skip to the next section.

	What grade is he in?
	

	The child is:
	|_|  in special class

	
	|_|  in a regular stream accompanied by an educator or a teacher's assistant

	
	|_|  in a regular stream unaccompanied 












	12. BEHAVIOURS

	

	WHAT IS (ARE) THE BEHAVIOUR(S) YOU NOTICE IN YOUR CHILD?

	My child:

	|_| Has seizures
	|_| Cries frequently for no apparent reason

	|_| Bites or hits others
	|_| Laughs for no apparent reason

	|_| Bites or hits himself
	|_| Reacts strongly to separation from his parents

	|_| Bites his nails
	|_| Has difficulty sitting still

	|_| Breaks toys
	|_| Eats inedible objects

	|_| Moves a lot
	|_| Steals items

	|_| Is impulsive
	|_| Complains of various ailments (stomach aches, headaches)

	|_| Rocks his body
	|_| Exhibits repetitive motor movements or sounds

	|_| Holds his breath
	|_| Quickly becomes familiar with strangers

	|_| Throws objects
	|_| Overreacts to strangers

	|_| Has particular fears
	|_| Reacts negatively to new things (new places, new people)

	|_| Runs away or tries to run away
	|_| Resists changes in routine

	|_| Sucks his thumb
	|_| Learns quickly

	|_| Masturbates
	|_| Does not obey instructions

	|_| Is embarrassed or shy
	|_| Gets distracted easily

	|_| Is easily consolable
	|_| Seems unaware of the danger

	|_| Climbs everywhere
	|_| Has particular habits or mannerisms

	|_| Sometimes seems not to hear
	|_| Seems disturbed by certain noises

	

	WHAT DISCIPLINARY MEASURES DO YOU USE MOST FREQUENTLY?

	|_| Ignoring behaviours
	|_| Verbal reprimand

	|_| Time out or isolation
	|_| Physical correction

	|_| Withdrawal of privilege
	|_| No

	|_| Arguing
	|_| Other:
	     

	|_| Redirecting the child's attention

	Which disciplinary measure do you think is most effective?
	     

	For what type(s) of behaviour?
	     

	Which disciplinary measure do you think is the least effective?
	     

	For what type(s) of behaviour?
	     

	

	Are there any disagreements between parents about your child's education?
	|_| No        |_| Yes

	If yes, explain:	
	     

	     

	     

	     





	13. CONCLUSION

	

	HOW ARE YOUR OTHER CHILDREN REACTING TO THE CURRENT PROBLEM OF THE CHILD FOR WHOM YOU ARE CONSULTING?

	     

	     

	     

	     

	     

	DO YOU HAVE ANY ADDITIONAL COMMENTS OR OBSERVATIONS?

	     

	     

	     

	     

	     

	WHAT ARE YOUR EXPECTATIONS OF OUR SERVICES?

	     

	     

	     

	     

	     

	



Thank you!




	
	
	

	Signature
	
	Date



In this text, the masculine gender is used inclusively for conciseness purposes only with no discrimination intended.
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