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Islington Dyslexia Network Parent Questionnaire

Please complete and send electronically to palmer.j@srs.islington.sch.uk


	Your Child’s Name
	

	Your Name 
	

	Your Address

	
	Your contact information
	Telephone/Mobile:
Email:

	Child’s Date of Birth
	
	Relation to the Child
	

	Your Child’s School
	
	Your Child’s Year Group
	



Health, Early Years and Learning Family
	Is English your first language?  Y/N   If no, what language(s) do you speak at home?



	Who lives at home?




	Position of child in family and ages of siblings:




	Is there anyone in the close family who has experienced specific difficulties with reading, writing or spelling and/or has received any formal diagnosis, such as dyslexia?





Health, Early Years and Learning
	Were there any difficulties with your child’s birth?


	Did they reach their milestones as expected?
[bookmark: _GoBack]

	Is there a history of hearing/sight problems?



	What is your child’s general health? Did they have the usual childhood ailments?


	Did your child receive any speech/language therapy pre-school? If so, when and why were they discharged?


	Does your child have or have they had any difficulties with speech, oral language or communication?


	How are your child’s motor skills? (For example, any problems throwing, catching, using a knife and fork, tying laces?)


	Have they had a sight and/or hearing test in the past year?  This must be completed prior to assessment. 


	Does your child wear glasses? Yes/No

If yes (and necessary), please ensure they are worn in school, as they will need to wear them when completing the assessment. 

	Do they complain about any visual aspect of reading? (Please complete the Visual Screener below) If any difficulties are reported, this must be fully investigated by an orthoptist/behavioural optometrist before assessment can take place.

	Has your child received any other formal diagnosis (such as ASD, ADHD, Tourette’s, Dyspraxia)?  If so, please provide as much information as possible.




	Please give more information about any concerns regarding:
Reading:


Writing:


Spelling:


Maths:


Memory, attention and concentration (memory for words, pictures, general knowledge, forgetting what to do, unable to concentrate for prolonged periods):





Planning and organisational skills:



Social skills:



	Any other areas of concern?






Family
	Is English your first language?  Y/N   If no, what language(s) do you speak at home?



	Who lives at home?




	Position of child in family and ages of siblings:




	Is there anyone in the close family who has experienced specific difficulties with reading, writing or spelling and/or has received any formal diagnosis, such as dyslexia?



	Are there any specific family circumstances that may have affected your child’s development or progress?





General
	What are your child’s strengths?




	Is your child happy at school?

If no, why not?


	Is your child right or left handed?



	Do they get frustrated with their homework? 



	Do they reverse words or confuse letters/numbers (e.g. b and d or p and 9) when reading, writing and/or spelling?



	Is there anything else that may be helpful for the assessor to know? Please continue on a separate sheet if necessary and attach any relevant reports if you wish.







Visual Difficulties Screener
	Questions on eye and vision history
	Comments and notes

	1. Has your child had a history of visual difficulties/ problems with sight/visual impairment? 
	

	2. When did they last have a sight-test by an optometrist (“optician”)? 
	

	3. Was any prescription made? YES/NO

If YES, was your child advised to wear the prescription glasses/contact lenses for distance (e.g. for watching television) or near (e.g. for reading) or both? 

If YES, does your child wear the prescribed glasses/contact lenses? YES/NO  



If NO, why not? 

	


Please note prescribed glasses/contact lenses should be worn for a SpLD assessment, unless intended for distance use only.

	4. Has your child ever used coloured overlays/colour-tinted glasses? 

If YES, who advised and provided them? Why were they recommended? Did they help? If YES, in what way? 

Does your child still use them? YES/NO 

If NO, why not?

	

	Questions on reading/near work activity
	Comments and notes

	5. Approximately how many hours per school day does your child spend at a screen (phone, tablet, computer, etc.)?
 
	

	6. Approximately how many additional hours per school day does your child spend reading books, newspapers, comics or other paper-based texts? 

	

	7. Has your child’s screen /reading /near work time increased recently? If so, by how much? 

	

	
	Visual Difficulties Questionnaire (pre - 16 years)*
	Never 
	Rarely 
	Sometimes 
	Often 
	Always 

	
	Section for parents/carers
	
	
	
	
	

	1 
	Does your child report headaches when they are reading? 
	
	
	
	
	

	2 
	Does your child report that reading makes their eyes feel sore, gritty or watery? 
	
	
	
	
	

	3 
	Does your child report feeling tired or sleepy during or after reading? 
	
	
	
	
	

	4 
	Have you noticed your child become restless, fidgety or distracted when reading? 
	
	
	
	
	

	5 
	Have you noticed your child rubbing their eyes when they are reading? 
	
	
	
	
	

	6 
	Have you noticed your child screwing up their eyes when reading? 
	
	
	
	
	

	7 
	Have you noticed your child tilting their head to one side when reading? 
	
	
	
	
	

	8 
	Have you noticed your child moving their eyes around or blinking frequently when they are reading? 
	
	
	
	
	

	9 
	Have you noticed your child holding a paper or book very close to their eyes when reading? 
	
	
	
	
	

	10 
	How often does your child use a marker or their finger to keep their place when reading? 
	
	
	
	
	

	11 
	Have you noticed that your child frequently loses their place when reading? 
	
	
	
	
	

	12 
	Have you noticed your child covering or closing one eye when reading? 
	
	
	
	
	

	*N.B. Response categories for this protocol: Always = every day. Often = several times a week but not necessarily every day. Sometimes = 2-3 times a month. Rarely = only once every few months / a year. 


I give my consent for an assessor from the IDN to assess my child and understand that I may withdraw them from the assessment process at any time. I also understand that any information provided may be used in the report although if there is material, I do not wish to be included then I can indicate this.
Please sign and date below. This will need to be done prior to the assessment taking place.
	Signature
	
	Date
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Head of Outreach: Jane Palmer

11 Highbury New Park, London, N5 2EG. 
Contact: palmer.j@srs.islington.sch.uk


Head teacher: Cerys Normanton

11 Highbury New Park, London, N5 2EG. 
T. 020 7704 7490 
Email: school@srs.islington.sch.uk
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