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Parent Questionnaire — Referral Form to the Child Development Unit
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Mother's Mobile Number
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Father's Mobile Number

Father's Name
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Referring Party: () Parents ( JTeacher/Kindergarten () Physician () Tipat Halav (] Other
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Main reason for referral to the Child Development Unit: () Speech Therapy (please attach ENT and hearing test)
(] Occupational Therapy () Developmental Physiotherapy () Other:
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Parents' opinion about the referral:

When did you first notice your child’s difficulties?
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Pregnancy and Birth | a2 rhn .3
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Birth Weight | Pregnancy Weeks Birthplace course of childbirth Course of Pregnancy
at birth
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Delivery Type: (J Natural (J Breech (J Forceps (J Vacuum (J Planned C-section (J Emergency C-section

Complications after birth:
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Does your child suffer from any chronic illness? o Yes o No — If yes, details:

Physical anomalies:

Chronic medication:

Previous hospitalizations:

Past Surgery:

Sleep | mw .5
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Hours of uninterrupted sleep at night:

Does the child wake during the night? o Yes o No — How many times ?
Does the child wet the bed? o Yes o No — How often ?

Does the child snore or make sounds while sleeping? o Yes o No

Does the child breathe with mouth open during sleep? o Yes o No
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Motor and Daily Functioning | ni'-ni* *1i7oni1 n"iom ninnsna .6
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At what age did your child:
Roll over tummy/back: _ Crawl: Sit Walk Stand
Toilet trained from age: Day Night
Eats independently? Dresses/undresses independently? o Yes o Needs help o Full assistance
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Mother's spoken language: Father's spoken language:

Other languages spoken at home: Language spoken in educational setting:
How long has the child been in this framework? Age of first words:

Age of combining 2—3 words: Age of fluent speech:

Breathing while awake: o Nose o Mouth | Uses pacifier? o Yes o No | Sucks thumb? o Yes o No

Speaks loudly? o Yes o No
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As a baby, the child was: o Breastfed o Bottle-fed o Both

Age child transitioned to solids:

Picky eater? o Yes o No | Eats with: o Closed mouth o Open mouth | Drools? o Yes o No

Sensory Issues | hwinn .9
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Avoids touch (e.g., hugs)? o Yes o No

Sensitive to materials (e.g., sand/glue/water)? o Yes o No — Specify:

Avoids/seeks certain food textures (liquid/solid)? o Yes o No

Experiences nausea in motion/playground rides? o Yes o No

Avoids/seeks strong swinging motion? o Yes o No
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Please rate your child on the following behaviors: Circle 1 if the behavior listed on the right was most of the
time. Circle 5 if the behavior listed on the left was most of the time. Intermediate states are represented by
the numbers 2, 3, and 4. If two behaviors are described (e.g., tantrums, head banging), circle the one that

best fits:

Calm and quiet 11213 a4 5 Loud and restless

Easy to feed 11213 a4 5 Daily feeding issues

Sleeps well 11213 a4 5 Frequent sleep issues
Usually calm 11213 a4 5 Usually calm

Inactive 1123 a4 5 Overactive

Enjoys hugs 1 2134 5 Avoids touch

Easy to calm 1 2134 5 Temper tantrums, head-banging
Cautious 1 2134 5 Accident-prone, adventurous
Enjoys eye contact 1 2134 5 Avoids eye contact

Likes friends 1 2134 5 Avoids social contact
Separates easily (from parents) 11213 a4 5 Severe separation anxiety
Describe any other behaviors of concern (at home or family):

Describe any traumatic or stressful events that may have affected your child’s development:

The child's age at the time of the incident and his/her reactions:

Has the child or family received emotional/professional support (e.g., therapy)?

o Yes o No — Please specify type, provider, and duration:
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Personality & Behavior Today | ni'> niananni nrex .11
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Mark all that apply:
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o Daycare o Family Daycare
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o Regular o Special
o Developmental
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Past or current developmental therapies (physical therapy, occupational therapy, speech therapy,
psychological therapy)
*If any evaluations were conducted, please attach reports

N{709N N2'O/NIRXIN 219'0n Yun 7910 NaW N1aoN 219'0n 210
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When did you first notice your child’s difficulties?
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Family Information | nnowna 0o .14

(xn/ynxn 2 IX) ARN 'OOD
Father's details (or adoptive/stepfather)
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Special Education/Training:

Developmental History (e.g., learning/language/growth problems):

Marital Status: o Single o Married o Divorced o Widowed o Separated

Mother's details (or adoptive/stepmother's) | (nain/nxnkn ox IX) DNN 'OID

NTY/RYIN N1 YN nT? My nNoswni 'S DY
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Special Education/Training:

Developmental History (e.g., learning/language/growth problems):

Marital Status: o Single o Married o Divorced o Widowed o Separated
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Number of household members: Child's birth order:

Additional Comments | nioon ninya .16
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Required in cases of separated/divorced parents
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Annex — Parental Consent
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When parents are separated, divorced or in the process of divorce - both parents must sign a consent form
for treatment.

If there is a court decision ordering treatment for the child despite the refusal or lack of consent of one of the
parents, a copy of the decision must be attached.

An adult companion (one of the parents or someone on their behalf) is required for the minor during his
visits to the clinic.

Child's details | n/1"'n 0o .1
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Date the questionnaire was completed ID Full Name

Parental Consent for Treatment of Minor | 'uj7a 719'0"7 DI nndon .2
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Please fill out the form in its entirety.

If there is another guardian — please attach a legal document that substantiates this.

I hereby confirm my consent to receive a diagnosis/treatment/medical examination for my child - at the Leumit Health Services
Child Development Center

Signature of Parent nin nn'nn

Signature nn'nn ID nint nTivn Full Name X' v

Signature of Parent nain nn'nn

Signature nn'nn ID nint nTyn Full Name NX'7n oY
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Accompanying adult for the child:

:Witness (staff/lawyer) nuy w'x IX T :annn? 1y .3

ID nint nTiyn Full Name X'm nw
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