Northwest Auditory Processing Clinic, PLLC
49 Front Street N

Issaquah, WA   98027

425-392-1161
AUDITORY PROCESSING DISORDER QUESTIONNAIRE

For children
Date___________________________

GENERAL INFORMATION
Patient name_____________________________________  Nickname______________

Patient’s birthdate____________________   Age_____________ Sex_____________

School attending_______________________________________Grade_____________

School address__________________________________________________________

Teacher’s name__________________________

Name of person completing this form/relationship to child________________________

Mother’s name______________________________  Phone_______________________

Home address____________________________________________________________

Father’s name_______________________________  Phone_______________________

Home address, if different__________________________________________________




      City_______________________State______Zip___________

List other people living in the child’s home:

    Name



Age

Relationship to child

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is there more than one language spoken in the home?______If so, which?_____________

Primary care physician___________________________________  Phone____________

Physician’s address________________________________________________________
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Who referred your child to this clinic? (name, address, and phone) __________________

________________________________________________________________________

 Why is your child being referred for APD testing? ______________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________

When was the problem noticed?______________________________________________

________________________________________________________________________

What has been done about this problem (in school, therapy, home)?_________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________

What is the goal of this evaluation (by family, teachers, therapist)?__________________

________________________________________________________________________________________________________________________________________________

Is there a family history of hearing loss, APD, learning disorders?___________________
If so, please explain________________________________________________________

________________________________________________________________________

Has your child been diagnosed with attention deficit disorder (ADD or ADHD)?_______ If so:   With or without hyperactivity?___________  Who diagnosed?________________

            At what age was your child diagnosed?________ 
Does your child take medication for ADHD?_______
How long does it take to see the medication’s effect?______________________

How long until the medication appears to stop being effective?______________

Has your child been evaluated for speech and/or language concerns?_______________

If yes, who conducted the evaluation (name, address, phone) and briefly describe the results of this evaluation____________________________________________________

________________________________________________________________________________________________________________________________________________

Is your child enrolled in speech/language therapy?___________How often?___________

Name, address, and phone of speech pathologist if different that above_______________

________________________________________________________________________

Is your child’s speech intelligible to unfamiliar listeners?__________________________

Has your child been diagnosed with a learning disorder?_________When?___________
If so, who made the diagnosis? (Name, address, and phone)_______________________

_______________________________________________________________________

Please describe any assistance your child receives for the learning disorder___________

_______________________________________________________________________
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Has your child had a comprehensive hearing evaluation in the past year?_____________

If so, please provide a copy of the results with this questionnaire.
Is your child sensitive to loud sounds?______________

Describe your child’s auditory behavior _______________________________________

_______________________________________________________________________
_______________________________________________________________________

Is your child able to listen carefully in the presence of background noise?_____________
If not, please describe a situation that demonstrates this difficulty___________________

_______________________________________________________________________

_______________________________________________________________________

To what extent do you think your child’s auditory/communication problem affects his/her self esteem?    Not at all       Not much         Some        A lot        Not sure

Please list the names and addresses of any other specialists your child has seen (speech pathologist, audiologist, OT, PT, neuro-psychologist, psychologist, ear, nose, throat physician, neurologist, developmental pediatrician, etc.)

      Name

Address/Phone

Reason for visit/results
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________
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MEDICAL HISTORY

Were there any complications before, during or after the child’s birth?_____  If yes, explain__________________________________________________________________
________________________________________________________________________

Is your child currently taking any medications?_________ If yes, please list __________

_______________________________________________________________________

Has your child had or been diagnosed with any of the following?

_____
Ear infections    How many?________________  Started at what age?_________

_____
Hearing loss    When diagnosed?____________________

_____  Ear surgery    For what reason?_______________________When?_________

_____  Cleft palate

_____
Autism

_____
Allergies, please list _________________________________________________

_____
Head injury

_____
Seizures
_____
Upper respiratory infections

_____
Coma

_____
Cerebral palsy

_____
Vision problems    Is vision corrected? ___________   

Any other medical conditions?

DEVELOPMENTAL HISTORY
When did your child:


Say his/her first word?____________start using two-word sentences?__________


Roll over?_________Crawl?_________Walk?________Ride a bike?__________

Did your child’s development stop or reverse at any point?________________________
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BEHAVIORS AND CHARACTERISTICS

Name three of your child’s strengths (may include physical, academic, social, etc.):

1.  _____________________________________________________________________

2.  _____________________________________________________________________

3.  _____________________________________________________________________

Name three of your child’s weaknesses (may include physical, academic, social, etc.:

1.  _____________________________________________________________________

2.  _____________________________________________________________________

3.  ____________________________________________________________________
What leisure activities does your child enjoy?___________________________________
If your child enjoys sports, is individual or team sports preferred?___________________

Does your child play a musical instrument or sing?_______________________________

Check all that apply to your child:

_____
Accepts adult authority

_____
Disruptive at school
_____
Anxious



_____
Good self-esteem
_____
Appears unmotivated


_____
Forgetful
_____
Awkward or clumsy


_____
Distractible
_____
Daydreams



_____
Impulsive behaviors
_____ 
Dislikes school


_____
Overly active
_____  Disruptive at home


_____
Short attention span
_____
Upset by change


_____
Works well with others
_____
Appears to have hearing loss

_____
Tires easily at school
_____
Asks for repetition

_____  Difficulty understanding verbal instructions in background noise

_____
Responds in slow, delayed manner when spoken to

_____
Socially appropriate for age

   _____   Makes friends easily 

_____
Prefers to play alone


   _____  Jokes a lot

_____
Prefers to play with younger children   
_____  Understands an enjoyable TV program
 

_____  Plays musical instrument well without reading music

_____  Difficulty following 2 -3 directions

_____  Plays musical instrument well while reading music

_____
Responds too quickly without waiting for instruction

_____  Is able to toss a ball between hands
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ACADEMIC HISTORY

Is your child on an IEP or 504 Plan?____________  If so, please provide a copy with this questionnaire. Why did your child qualify and when?_____________________
______________________________________________________________________

If your child is not on an IEP or 504 Plan, is he/she receiving any additional help or instruction outside the usual classroom setting?_________  If so, please explain__________________________________________________________________________________________________________________________________________

Check all that describe your child:
____
Inconsistent school performance

____
Completes homework assignments

____
Writes with right hand
____
Writes with left hand

____
Uses opposite hand for other tasks

____
Difficulty paying attention in classroom

____
Improved performance in structured environment

____
Rushes schoolwork without recognizing errors

____    Reads words by sounding out/cannot identify by sight

____    Can tell different sounds apart

____
Easily comprehends what is read

____
Difficulty understanding a story read out loud by another

____
Difficulty with verbal (story) math problems

____
Grade level or better performance in reading

____
Grade level or better performance in spelling

____
Performs best with auditory and visual cues presented simultaneously

____
Recognizes letters of the alphabet
____
Reads aloud in a monotone
____
Difficulty explaining an abstract story or idea

____
Difficulty with math calculations

____
Grade level or better performance in music

____    Performs better with concrete than with abstract information

____    Reads words by sight

____
Poor handwriting



____
Well-organized

____
Verbally expresses ideas and thoughts logically

____
Reverses words, numbers, or letters when reading, speaking, or writing

____
Difficulty following lengthy or complex directions

Child’s favorite subject in school ______________________

Child’s easiest subject in school_______________________

Child’s most difficult subject in school_________________________

Is there any academic information you would like to add?  
