Making Schools Better Places for Learning 
Please help us find out about any difficulty or disability that may affect your child’s learning so that the right support and help is provided. We want all children to get the best from their education. You may find it helpful to ask your child some of these questions to find out what they think. 

Please take the time to answer all questions and return the form whether or not your child has any difficulties. 

A quick electronic version of this form is available at: http://tinyurl
If you need help to fill in this questionnaire please let your school know.
	Child’s Surname / family name    
………………………………..………………………………………..
	Child’s first name

……………………….…………………………………………………     

	Child’s Other names      ………………………………………………………       
	Date of Birth (dd/mm/yy)           ../ .. / ..

	Year group (please circle):                   Reception                 Year 4                        Year 8   

	Gender (please circle):                Boy                         Girl


1. Does your child have any difficulty that interferes with his or her:
	
	Yes
	Sometimes
	No

	a) Classroom learning?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	b) Relationships with his or her classmates / peers?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	c) Other school activities?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



2. Does your child have a disability or difficulty such as: anxiety or depression, arthritis, asthma, autism, cancer, diabetes, epilepsy, hearing or visual impairment, ME, MS, mental health difficulty, mobility problems, learning difficulty, physical difficulties or severe disfigurement?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No


3. Does your child have a difficulty or disability which means that they are sometimes absent from school?

	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No


4. Does your child have a difficulty that limits activities at home?
	No difficulty
	 FORMCHECKBOX 


	Mild – occasionally interferes with everyday activities and only in a minor way
	 FORMCHECKBOX 


	Moderate – intermittent  but regular limitation of normal activities
	 FORMCHECKBOX 


	Severe – frequent and significant impact on daily activities
	 FORMCHECKBOX 


	Profound – unable to take part in a number of activities
	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No


5. Overall how would you describe the impact of the difficulty (or difficulties)?   
6. Has your child seen a professional because of a difficulty?
	If yes please circle who you have seen:

educational psychologist    /     doctor        /        counsellor       /        paediatrician       /     therapist 

other (please specify):

	If yes what was the medical diagnosis:




	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No


7. Has your child had an accident or trauma in the last 5 years that has significantly limited their activities?

	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No


8. If you have answered yes to any of the questions above please describe the support that your child finds particularly helpful to overcome his / her difficulties:

	     


9. Does your child have a longstanding illness, medical condition, difficulty or disability? By longstanding we mean anything that has troubled them over a period of a year or more, or that is likely to affect them over this period of time?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No


10. How would you describe their particular needs? Please tick where appropriate, this may be more than one box.
	No additional needs
	 FORMCHECKBOX 


	Health or medical needs e.g. allergies, asthma, blood pressure, cancer, circulation, diabetes, epilepsy, HIV, ME, MS etc
	 FORMCHECKBOX 


	Cognitive or learning needs e.g. dyslexia, moderate learning difficulty, profound and multiple learning difficulty, severe learning difficulty, specific learning difficulty
	 FORMCHECKBOX 


	Mental health difficulties e.g. anxiety, depression, eating disorder, phobias
	 FORMCHECKBOX 


	Sensory Impairment e.g. blind or multisensory impairment, deaf, hearing impairment, visual impairment
	 FORMCHECKBOX 


	Speech language, communication or interaction needs and difficulties; speech and language difficulties
	 FORMCHECKBOX 


	Autistic spectrum disorder, eg. Asperger’s syndrome, autism
	 FORMCHECKBOX 


	Physical needs and difficulties e.g. arthritis, cerebral palsy, rheumatism, stroke
	 FORMCHECKBOX 


	Behaviour, emotion and social development needs e.g. attention deficit (hyperactivity) disorder, conduct disorder, emotional and behavioural difficulties
	 FORMCHECKBOX 


	Other (please specify):


11. Would you like the opportunity to talk about any of these issues with a member of school staff?

	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No



The information will be used by the project team on behalf of The Department for Children, Schools and Families for educational research purposes. No information will be published that would identify your child or school. Information will be shared with those staff in the school and in the Local Authority who support your child. By returning this form you are agreeing that the information can be used in this way.

We will treat what you have told us here sensitively. None of the views on your child will be shared with other parents and pupils.

If there is anybody in the school or Local Authority staff who you would not like to share this information with please name them below:
…………………………………………………………………………………………………….
On behalf of The Department for Children, Schools and Families project team:

Dr Jill Porter, University of Bath (email: j.porter@bath.ac.uk    tel: 01225 386857)

Please return the completed form to your school by Thursday 15th November
Many thanks for taking the time to complete this form.

 Having your views is an important step towards making schools better places for learning.
Have you any comments about how we can improve this form?








If yes please tell us about these difficulties:
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