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Starfish Developmental Questionnaire 

Early development is often important for both child, youth and adult difficulties. We need someone who knows about the referred child or adult’s early years to complete this form on their behalf. In most cases this will be mother, father or adoptive parent. We realise that not all the information may be available. Please have the form completed then return it to us at Starfish Clinic, PO BOX 608, Waiheke Island or FAX to 09 372 4546.

Name of child, youth or adult referred_________________________________

Date of birth________________________________

Name of person completing form_____________________________________

Relationship to child/person________________________________________________

QUESTIONS ABOUT THE CHILD AS A BABY: 

	Before your child was born were there problems with the pregnancy?
	Yes
	No

	Where there any maternal health problems during the pregnancy?


	Yes
	No

	Where there any maternal mental health problems before or during pregnancy?
	Yes
	No

	Any use of medication, drugs, cigarettes or alcohol during the pregnancy by the mother (please underline)?
	Yes
	No

	Were there any difficulties during the labour or delivery?


	Yes
	No

	Did your child spend any time in intensive or special care unit?
	Yes


	No

	Did the child's mother have any medical problems after the birth?


	Yes
	No

	(If you answered YES to any of the above questions, please give details below)




	How much did your child weigh at birth?



	How old was your child when s/he first started to sleep through the night?



	 Did your child settle into a regular feeding pattern before 3 months?


	Yes
	No

	Did your child settle into a regular sleeping pattern before 3 months?


	Yes
	No

	If you answered NO to any of the above questions, please give details below;
  




	How old was your child when s/he reached the following milestones: 

	Smiling?

	 


	First Words?
	 

	Sitting?
	 


	Talking in sentences?
	 

	Walking?
	 
	Crawling?


	 

	Dry at night:
	 


	 Clean during the day:

	 

	Any comments?




 QUESTIONS ABOUT YOUR CHILD AS A TODDLER / PRESCHOOLER 
	 Did your child have regular difficulties settling to sleep?
	Yes
	No

	Did your child enjoy cuddles?
	Yes
	No

	Did your child have good eye contact?
	Yes
	No

	Did your child enjoy playing peek a boo?
	Yes
	No

	Did your child have more temper tantrums or behaviour problems than most other children of the same age?

	Yes
	No

	Was your child a picky or fussy eater?

	Yes
	No

	Did your child like to point things out to you with their finger?
	Yes
	No

	Did your child like to bring and show you things?
	Yes
	No


	Comments 

 

 

 


  
	Did your child attend  kindies    /     pre-school     /      playcentre    /   none of these

	Did your child have any difficulty settling into daycare / preschool?

	Yes
	No

	Did daycare / preschool staff report any concerns to you?
	Yes
	No

	How did your child get on with other children?
	Yes
	No

	How old was your child when they started school?
	Yes
	No

	Did your child have any difficulty settling into school?
	Yes
	No

	Comments 

 

 

 
	 
	 


	MORE QUESTIONS ABOUT YOUR CHILD’S BEHAVIOUR.

	Is / was  your child able to play well with other children of his / her own age?

	Yes
	No

	Can / could your child play well on their own without supervision?

	Yes
	No

	If you answered YES – by what age were they able to play on their own?
	Yes
	No

	Does / did   they have any special interests?
	Yes
	No

	Anything unusual about how s/he plays or used to play??
	Yes
	No

	Is he/she obsessional in any way?
	Yes
	No

	He / she have any unusual movements / tics etc ??
	Yes
	No

	He/she get upset if routines are changed?
	Yes
	No

	Comments 

 


QUESTIONS ABOUT YOUR CHILD’S FAMILY 

Please list all the people living at your home with your child. 
	Name 
	Age 
	Relationship to child (eg Mother) 

	  
 
	  
  
  
  
  
  
	  
  
  
  
  
  


  
	Does anyone in the family have a history of serious physical illness?
	Yes
	No

	Does anyone in the family have a history of mental ill health?
	Yes
	No

	Has any one else in the family had similar problems to your      child when they were young?
	Yes
	No

	Did either of the natural parents have school learning problems when they were your child’s age?
	Yes
	No

	Comments 

 

 


  Optional question;
	How easy was it to fill in this questionnaire?                        

Please circle from 0 (easy) to 3 (hard).                                                                                                  
	0
	1
	2
	3

	What did you find hard?



	How could it be improved?




Please return to Starfish, PO BOX 608, Waiheke Auckland 1840

or FAX to 09 376 5897
The Starfish Clinic Ltd  215 Ponsonby Rd. Ponsonby Auckland   Ph: 09 372 3154


