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Thank you for contacting www.rightmind.life with interest in booking an independent diagnostic assessment for your child. Please complete the questionnaire below and return it by email to:  assessment@rightmind.life  

Background information is very helpful for the assessor. Please include detail and example/s wherever possible. If you have any queries or difficulty in completing this form, you are welcome to phone or email for assistance. ruth@rightmind.life 

Pre-assessment Family Questionnaire

	Child’s forename/s: Click here to enter text.
	Preferred forename: Click here to enter text.


	Surname: Click here to enter text.

	Male / Female: Click here to enter text.

	Parents’ surname/s if different:
 Click here to enter text.

	Date of Birth:
 Click here to enter text. 	
	Age: Click here to enter text.
(years and months)

	Name and title of person requesting this assessment: 	: Click here to enter text.


	Relationship to child: Parent / Grandparent / Carer / Other: please give details:
 Click here to enter text.

	Full home address including post code: Click here to enter text.


	Contact telephone (mobile): Click here to enter text.
	Can we text or leave a message to this number? Click here to enter text.

	Contact number (other): Click here to enter text.
	Can we text or leave a message to this number? Click here to enter text.

	E-mail/s: Click here to enter text.


	STRENGTHS 
Dyslexia assessments identify strengths as well as difficulties and challenges. Please provide information about your child’s strengths, skills and interests, especially things they feel confident about:
Click here to enter text.





	Is English your child’s first language?  Click here to enter text.
If No, please give details: Click here to enter text.


	Was the birth full term and with normal delivery? Click here to enter text.


	Were all the developmental milestones reached at the usual time (e.g. talking, crawling, walking, riding a bicycle)? Click here to enter text.


	Has your child’s hearing been assessed? Click here to enter text.
Clinic/School/Hospital? Click here to enter a date.

Are you concerned in any way about your child’s current hearing / listening skills? Click here to enter text.


	Are there any special family circumstances that need to be considered such as parental separation / divorce? Click here to enter text.



	Are there any other members of the family or close relatives who may have, or had, significant reading, spelling or other difficulties? Click here to enter text.



	Which school does your child currently attend? Click here to enter text.

Is this a Local Authority or Independent (fee paying) school? Click here to enter text.


	Does your child like going to school? Click here to enter text.


	What subjects does he/she dislike?   Click here to enter text.


	What subjects is he/she good at? Click here to enter text.


	How old was your child when his/her learning differences/difficulties were first noticed? Click here to enter text.


	If your child has any additional specialist help at school, please give details (eg extra time in examinations, technological support, specialist teacher support, One Plan, SENCO involvement): Click here to enter text.
 

	If your child’s schooling been disrupted in any way, please give details: Click here to enter text.


	Did your child pass the KS1 Phonics Screening Test?  Yes ☐ No   ☐  Don't know ☐

If yes, was that at the end of year one ☐ or year two ☐ Don't know ☐

Does your child have any difficulty with phonics for their age group? For example, knowing “th” is the sound/symbol in the word thing, “ou” in mouse and “ir” in bird?  Some  ☐ None  ☐  Click here to enter text.



	
Does your child have an Education and Health Care Plan? : Click here to enter text.
(You would know if they had)  


	Will your child be sitting a school entrance exam soon? : Click here to enter text.
If so, please give details: Click here to enter text.


	Is your child’s general health good at present? Click here to enter text.


	Has your child ever suffered a serious injury or illness that has required medical attention? Click here to enter text.


	Is regular medication of any kind being taken? If ‘Yes’, is it affecting
his/her attention / concentration / memory in any way? Click here to enter text.


	Is your child on a specialised diet or highly allergic to certain foods? Click here to enter text.


	Has your child lost any skills recently or deteriorated in any way? Click here to enter text.


	Are your child’s physical skills satisfactory? (eg sports / walking / balance / writing / drawing / finger manipulation, etc.) Click here to enter text.


	Which hand does your child use for writing and drawing? left / right / sometimes both:  Click here to enter text.


	Would you consider your child to be forgetful for his/her age? Click here to enter text.


	Would you consider your child to have concentration and attention difficulties for his/her age? Click here to enter text.


	Would you consider your child to have any emotional or behavioural difficulties at home or elsewhere?   Click here to enter text.

Assessments take about two hours with a chartered educational psychologist or three hours with a specialist teacher assessor. Many children enjoy the variety of assessment tasks which include tests for visual and verbal skills, processing speed, phonological awareness, memory, spelling, literacy, sometimes maths, and fine motor skills. Assessments are one-to-one as having another person in the room influences the outcome. Bringing a drink and taking a short break is allowed. Do you anticipate your child to have any difficulties in coping with the assessment process? 
Yes ☐ No   ☐  If yes, please provide further information: Click or tap here to enter text.

After your assessment has been completed, would you like to hear about other dyslexia services provided through associates of www.righmind.life including: specialist tuition; support and study skills groups?  Click or tap here to enter text.






Pre-assessment checklist 
Please grade your child’s current difficulties in the table below. Put a ☒ in one box in each row.

	
	No 
Difficulties
	Mild difficulties
	Moderate
	Severe
	Comments

	Reading

	☐	☐	☐	☐	Click here to enter text.
	Spelling

	☐	☐	☐	☐	Click here to enter text.
	Maths and number

	☐	☐	☐	☐	Click here to enter text.
	Attention and concentration

	☐	☐	☐	☐	Click here to enter text.
	Handwriting and drawing

	☐	☐	☐	☐	Click here to enter text.
	Imagination

	☐	☐	☐	☐	Click or tap here to enter text.
	Creativity

	☐	☐	☐	☐	Click or tap here to enter text.
	Memory

	☐	☐	☐	☐	Click here to enter text.
	Body motor co-ordination

	☐	☐	☐	☐	Click here to enter text.
	Speech

	☐	☐	☐	☐	Click here to enter text.
	Social interaction

	☐	☐	☐	☐	Click here to enter text.
	Behaviour

	☐	☐	☐	☐	Click here to enter text.
	Health/well being

	☐	☐	☐	☐	Click here to enter text.
	Self-image

	☐	☐	☐	☐	Click here to enter text.
	Confidence

	☐	☐	☐	☐	Click here to enter text.
	Coping with stress

	☐	☐	☐	☐	Click here to enter text.
	Attitude to schooling

	☐	☐	☐	☐	Click here to enter text.
	Listening comprehension
	☐	☐	☐	☐	Click here to enter text.

	Friendships

	☐	☐	☐	☐	Click here to enter text.
	Diet

	☐	☐	☐	☐	Click here to enter text.
	Sleeping habits

	☐	☐	☐	☐	Click here to enter text.
	Study and organisational skills

	☐	☐	☐	☐	Click here to enter text.
	Coping with exams / tests

	☐	☐	☐	☐	Click here to enter text.
	Please provide any further information which may be helpful for us to know: Click here to enter text.






Visual History Questionnaire
The following questions provide information on visual history, which helps in putting any reports of current visual difficulties into context.
	QUESTIONS
	RESPONSES
	NOTES

	1. Have you been prescribed and advised to wear any optical prescription lenses (i.e. glasses or contact lenses)?

if YES then :

1a. Are these required for distance vision (e.g. television), near vision (e.g. reading), or both?

1b. Do you wear your glasses / contact lenses as advised?

1c. Do you have your glasses / contact lenses with you today?
	Yes / No : Click here to enter text.



Dist / Near / Both
: Click here to enter text.

Yes / No
: Click here to enter text.

Yes / No:
 Click here to enter text.
	: Click here to enter text.








If correction prescribed and normally worn for near work, then it should be worn for SpLD assessment

	2. How long ago was your last sight-test or eye test by an optometrist (”optician”) — less than two years ago, more than two years, NEVER)? 
Please give the appointment date if possible.
	
< 2 years
> 2 years
Never
: Click here to enter text.
	see Screening Protocol above for use of the response to this question
: Click here to enter text.

	3. Have you ever used coloured overlays or precision-tinted lenses?

if YES then :

3a. Who recommended and provided these?

3b. Why were they recommended?

3c. Did they help? — if YES, in what way?

3d. Do you still use them? — if NO, why not?
	Yes / No
: Click here to enter text.

: Click here to enter text.

: Click here to enter text.
	: Click here to enter text.



: Click here to enter text.

	4. Have you ever had hospital treatment for a problem with your eyes or vision?

for example …
— wearing a patch for a ‘lazy eye’ (amblyopia)?
or
— wearing glasses or having exercises to help correct a ‘turn’ in your eye (squint)?
or
— any other condition?



	Yes / No
: Click here to enter text.
	: Click here to enter text.


Visual Difficulties Questionnaire (VDQ)
The VDQ requests simple yes/no answers to a few questions about symptoms and signs involving FEEL (visual discomfort, Q1-3), SEE (visual disturbance Q4-7), DO (behaviour Q8-9), and one general question (10) about any other experience. 
	QUESTIONS
	NO
	YES

	often = persistent, occurring several times a week, though not necessarily every day
	☐	☐
	1. Do you often get headaches when you read or study?
	☐	☐
	2. Do your eyes often feel sore, or gritty, or watery?
	☐	☐
	3. Does reading from white paper or from a bright screen often feel uncomfortable?
	☐	☐
	4. Does print often appear blurred, or go in and out of focus, when you are reading?
	☐	☐
	5. Does the print, or book, or screen, often appear double when you are reading?
	☐	☐
	6. Do words often seem to move or merge together when you are reading?
	☐	☐
	7. Do objects in the distance often appear more blurred after you have been reading?
	☐	☐
	8. Do you often have to screw up your eyes to see more clearly when you are reading?
	☐	☐
	9. Do you often move your eyes around or blink to make things clearer or more comfortable when you are reading? 
	☐	☐
	10. Do you experience any other problems with your vision that interfere with your ability to read or study?

If YES then describe: Click here to enter text.

	☐	☐

Note the emphasis on the word often in questions 1-9, which is deliberately intended to identify when a symptom occurs frequently. Therefore, the individual should be advised to answer NO if reported symptoms would be considered infrequent (e.g. rarely, occasionally, sometimes, <2-3 times per month).
If you have any sensitive or confidential information that you think is relevant, but which you either do not want to record or be recorded within the report, then please consider sharing this confidentially with the person performing the assessment and obtain agreement on how this information is to be used.

By returning this form, you are giving permission for rightmind.life to store and share information electronically (or in hard copy format) with the assessor and other relevant persons working in connection with the assessment. Please see the data protection policy at www.rightmind.life website for more information.   

rightmind.life works in association with independent psychologists, teachers and therapists.  

When we have received your completed questionnaire, a dyslexia specialist will contact you to discuss the next step. 

Thank you

Ruth Gravelle
Dyslexia Specialist
www.rightmind.life

Chelmsford Counselling and Therapy Centre 
14 Wells Street
Chelmsford 
Essex
CM1 1JHZ

Visits strictly by appointment     
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