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OCCUPATIONAL THERAPY AND PHYSICAL THERAPY 

FINE MOTOR/GROSS MOTOR CONCERNS CHECKLIST

The check list is designed to be used when a student is being considered for therapy services.  Please have the teacher(s) complete the checklist prior to requesting an evaluation.  Upon completion, submit the checklist to your LEA.  The LEA will submit the completed checklist to the ISD, attention OT or PT.
DATE: ____________________



       

REQUESTING:    _____ OT
      _____PT
STUDENT NAME: ____________________________________ 

BIRTH DATE: _______________ AGE: _____

PARENT/GUARDIAN _________________________________ 

GRADE: _________

REFERRING PERSON/TITLE : _________________________ 

SCHOOL DISTRICT: __________________

Concern/Problem/Diagnosis, if available:



Describe what has been attempted to resolve the concern or problem – be specific:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Indicate Present or Past Services or Programs student has received:
_____ Occupational Therapy
_____ Physical Therapy
     
_____Speech Therapy

_____ Psychological

_____ Social Work                 
_____ Special Program? ______________

What is the student’s Special Education eligibility? ________________________________________________

CURRENT TYPE OF CLASSROOM: (HOURS IN EACH)
______ Regular Ed             

______ Resource Room         _______ CI Room           _______ EI Room            _______ ECDD Room          _______ Other


OTHER FACTORS WHICH MAY INTERFERE WITH DEVELOPMENT AND PERFORMANCE IN EDUCATION:

_____ Physical Deficit _________________________________________________________________________________________
_____ Visual Deficit __________________________________________________________________________________________
_____ Hearing Loss     _____ Right        _____ Left         _____ Both
            _____ Chronic ear infections? 
_____ Seizure Disorder ________________________________________________________________________________________
_____ Behavioral Concerns _____________________________________________________________________________________
_____ Equipment:  ______wheelchair 
  _____ walker
    ____ crutches 
     _____ braces
 
     _____ adaptive feeding               _____ other:______________________________________________________
_____ Medications: ___________________________________________________________________________________________
_____ Other: ________________________________________________________________________________________________
GROSS MOTOR/MOBILITY SKILLS

_____Exhibits difficulty with sitting balance and/or standing balance when moving about the school environment:
           

     _______falls out of chair 
       _____ trips

_______falls often
_____Difficulty coordinating both sides of the body for: 
 _____walking 
     _____ running                   _____ skipping
     _____ jumping jacks 
_____During activities appears to tire easily/lower endurance 

_____ Poor body awareness:      ______ bumps into objects frequently        ______bumps into people frequently

_____ Difficulty walking      ________upstairs
_____ down stairs       _____ bus steps          _______curbs

_____Muscles seem      ______weak        _____ floppy

_____Muscles seem     ______tight          _____rigid

_____ Fearful when their feet are off of the ground        ______swinging 
 _____ balance tasks
_____Requires assistance to get to other areas of school _____inside 
                _____ or grounds outside







     
                  _____ short distance
  _____ long distance
_____Requires assistance when carrying    _____ books
_____ tote bag
  _____ lunch tray

_____Requires assistance with personal belongings       _____ hanging up coat/backpack
      _____ putting coat/backpack in locker






   _____removing coat/backpack from locker


_____Difficulties getting    _____on chair       _____ on toilet

 _____ off chair 
   _____ off toilet

SELF HELP SKILLS









DRESSING

_____ Requires assistance to remove clothing

_____ Requires assistance to put on clothing

_____ Needs assistance with:         ______ Velcro closures
_____ snaps
     _______zipper            _____ hooks
     

                                                        _____ tying shoes                _____belts 
    _____ buttons          


TOILETING:

_____Requires assistance to gain access to the toileting area

_____Requires assistance during toileting process

_____Requires toileting adaptations which are being provided

_____Requires additional adaptations which are presently not being provided

FEEDING:

_____Drooling observed

_____Constantly holds mouth in an open position

_____Difficulty with     _____chewing
_____ and/or swallowing

_____Difficulty drinking from a straw

_____Difficulty opening a   ______lunch box          _____ milk carton
       _____ plastic wrapped items

_____Difficulty with using utensils

_____Difficulty manipulating a cup

FINE MOTOR-HAND SKILLS
_____Does not appear to have established hand dominance

_____Does not automatically assist with other hand during two-handed tasks use of:             

                  
______scissors          ______ stringing beads
_____ stabilizing paper

_____ Appears to have difficulty manipulating objects within the classroom.



Be specific _______________________________________________________________________________
_____ Poor grip on writing utensil 

_____ Hands observed to shake or tremor when engaged in task

_____ Refuses writing/coloring tasks
_____ Unable to manipulate scissors
_____ Unable to color within boundaries

_____ Difficulty drawing simple shapes

_____ Difficulty writing letters or numbers

_____ Difficulty with reversals of letters/numbers

_____ Poor spacing between letters/words

_____ Difficulty writing on a line

BEHAVIOR/SENSORY RESPONSES:

_____Appears      _______hyperactive
  _____ distractible
_____ impulsive

_____Short attention span compared to classmates

_____Displays noticeable mood changes

_____Unable to adjust to change in routines

_____Does not interact appropriately with peers – Explain_____________________________________________________________ ___________________________________________________________________________________________________________
____Expresses feelings of low self-esteem-Explain:__________________________________________________________________ ____________________________________________________________________________________________________________
____ Avoidance of classroom work
____ Abusive or aggressive behaviors          _____ to self         _____ others      _____ objects
____ Low frustration tolerance
____ Poor sitting and/or standing posture:    _______slouches
                ______ leans head on hand

                                                                       _______ leans body against wall

_____Excessive   ______rocking
    _____ spinning
           _____ jumping
      ______hand flapping


 _____ or other movements which interfere with classroom  participation: _____________________________________________________________________________________________
_____Unusual Responses to sensory input of:  ______touch

_____ smell
_____ sounds


    _____ light
               ______taste         
           




   _____ other: ___________________________________________________________
 OT/PT Concerns Checklist Results
Date:_________________
Student: _________________________________________________________________________
Teacher: _________________________________________________________________________
School: __________________________________________________________________________
LEA: ____________________________________________________________________________
Therapist: ________________________________________________________________________
OT/PT Recommendations: 

________No therapy intervention.
________Consulted with teacher on recommended adaptations and or interventions.  
________ Need Review of Existing Evaluation Data (REED) filled out and signed.           
Therapist’s recommendations for adaptations and/or suggestions for student:
________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

______________________________________________________________________
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