


	


Initial questionnaire
Surname, first name: ___________________________________ Date of birth: ______________

PREGNANCY:
Were there any physical stress factors?
[bookmark: _Hlk160528933]□ Lying times□ Vomiting□ Gestational diabetes□ Bleeding
□ further diseases: ___________________________________
Were there any psychological/emotional stress factors? 
(before/during/after pregnancy)
□ Separation□ Refugee experience□ Accident□ Depression
□ further diseases: ___________________________________
Were there any specific preliminary examinations? (e.g.: amniocentesis)
_______________________________________________________

BIRTH:
□ Complications, if yes, which ones? __________________________
[bookmark: _Hlk160530429]□ Caesarean section
Pregnancy week: ______ Weight: ______g Height: ______cm
APGAR (see U-booklet): ___ /___/ ___
□ Multiple birth Number______

NEONATAL PERIOD/HOSPITALIZATION:
□ Hospital stay (where, date)	____________________________
Incubator □ Warming bed □ Jaundice 
□ Respiratory disorder 
□ Further hospital stays or abnormalities: ________________

DISEASES:
□ Frequent infections, which ones?  _________________________________
□ Operation(s), which one(s)?     _________________________________
□ Medication, which one?   _________________________________
□ other illnesses/ allergies/ existing diagnoses: ____________________________

INVESTIgATIONS/ FUNDING MEASURES
[bookmark: _Hlk162334979]□ Social Pediatric Center	□ Early intervention 	□ Hearing test 	□ Eye test
[bookmark: _Hlk160531913]□ Speech therapy		                     □ Occupational therapy        □ Physiotherapy 
□ Further advice centers/other:           _________________________
□ ongoing examinations/treatments: _________________________
 

DEVELOPMENT OF YOUR CHILD
In which month could your child:
Turning ____ Sitting ____     Crawling ____      Walking ____

Can your child...?
□ run free							□ grab and release
[bookmark: _Hlk162335046]□ race 							□ Stack building blocks
□ Climbing stairs						□ playing with mud and sand
□ bounce	 						□ roll a ball
□ climb independently 					□ throw and catch a ball 
□ Drive vehicles; if so, which ones?                 	□ Stringing beads
[bookmark: _Hlk162336679]______________________________			□ paint		 
□ swing 							□ cut
								
How sensitive is your child to pain?
□ a lot 		□ normal 		□ reacts delayed to pain

[bookmark: _Hlk162337890]Does your child allow physical contact?	     □  no	   yes □ yes		  □ a lot		 □ little
[bookmark: _Hlk162338174]Is your child easily distracted?					□   no	□  yes 
Can your child complete a game or task?□ no	□  yes
Is your child brave? 							  □ no	 □ yes
Is your child curious and interested? 				  □ no           □ yes
 
What are your child's favorite games?
________________________________________________________		
Who does your child play with?
________________________________________________________			


What special abilities, skills and preferences does your child have?


Does your child have hobbies? If so, which ones?


Does your child use media? If so, which ones? And for how long? 
_______________________________________________________________________

In which everyday situations is your child already independent?
□ Washing 		□ Getting dressed 		□ Way to kindergarten
[bookmark: _Hlk162339012]□ To eat		□ Drinking		□ Sleeping			
□ Going to the toilet	□ Sonstiges ________________________________
	
Does your child point at objects/people?		□  no	□ yes 
Does your child make eye contact? 				□  no 	□ yes
Does your child respond to his/her name?			□  no	□ yes 
Do you speak several languages in   your family?         □ no	□ yes
If yes, which is the first language? ___________________________
Can your child understand orders in everyday life? 		□ no		□ yes 
When did your child start speaking? ______________________
Does your child express themselves in?
□ Gestures	□ sounds	□ words	□ sentences 
Can your child pronounce all the sounds? 			□ no		□yes 
If not, which ones? _____________________________________
Is your child well understood by other people?□ no	□ yes 
Does your child like to talk a lot? 				 □ no	□ yes
Is your child sensitive to noise?			□  no	□ yes

Does your child go to kindergarten? 			 □ no	□ yes
If yes, since when and in which ones? _____________________________
Who looks after your child most of the time? 					
Are there other children in the family? ____________________________




Why did you register your child with us?
																																																																																											



												
Place, date			          				Signature	
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