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Functional Skills Checklist
Child name:   ______________________________________________ Age: _______________

Parent(s) name(s): ______________________________________________________________

Therapist name: ___________________________________ Today’s Date _________________

Please note any of the following tasks which present difficulty to your child.  If you feel he/she is too young to be responsible for the task, write N/A.

Dressing

· Shirt: ______________________________________________________________________
· Underpants: ________________________________________________________________
· Slacks: ____________________________________________________________________
· Able to turn garment inside out or right side out: ___________________________________
· Jackets: ____________________________________________________________________
· Mittens/Gloves: _____________________________________________________________
· Buttons: ___________________________________________________________________
· Snaps: _____________________________________________________________________
· Zippers: ___________________________________________________________________
· Shoes/Sneakers – knows correct foot? ____________________________________________
· Socks: _____________________________________________________________________
· Shoe Laces: ________________________________________________________________
· If your child is unable to do shoe laces, has he/she refused instruction? __________________
· Attempted it on his/her own? ___________________________________________________
· Been instructed but unsuccessful? _______________________________________________
· Other comments:  (i.e. timely, preferences, aversions) ____________________________________
___________________________________________________________________________

___________________________________________________________________________

Self Care

· Brush teeth: ________________________________________________________________
· Bathe self: _________________________________________________________________
· Does your child have difficulty at bath time? ______________________________________
· Refuses bath: _______________________________________________________________
· Difficulty undressing: ________________________________________________________
· Aversion to hair washing: _____________________________________________________
· Able to comb hair or tolerate hair combing: _______________________________________
· Able to tolerate hair cuts: ______________________________________________________
· Wash hands – can he/she manage a pump type dispenser for soaps or toothpaste? _________ ___________________________________________________________________________
· Blow nose effectively: ________________________________________________________
· Toileting
Wipe self effectively after toileting? __________________________________________

Dry at night? ____________________________________________________________

“Aiming” difficulty? ______________________________________________________

Feeding

· Can child feed self? __________________________________________________________
· Manage fork: _______________________________________________________________
· Manage spoon, especially with liquids such as cereal or ice cream: _____________________
· Manage knife: ______________________________________________________________
· Open snack containers: _______________________________________________________
· Open/close Ziploc baggie: _____________________________________________________
· Manage straw with juice box: __________________________________________________
· Eat a variety of foods: ________________________________________________________
· Drink from a straw: __________________________________________________________
· Does child get messier than siblings when eating: __________________________________
· Difficulty sitting for a short meal: _______________________________________________
· Spills frequently: ____________________________________________________________
· Gags frequently: _____________________________________________________________
· Able to set table: ____________________________________________________________
· Clear table of his/her setting: ___________________________________________________
· Wash table: _________________________________________________________________
· Independent lunch at school: ___________________________________________________
Recreational

· Will child play outside independently? ___________________________________________
· Can he/she manage a swing set? ________________________________________________
· Climbing portions: ___________________________________________________________
· Swings – what type can he/she propel? ___________________________________________
· Is he/she fearful of movement on swings? _________________________________________
· Will your child go on slides? ___________________________________________________
· Will your child traverse uneven surfaces? _________________________________________
· Please circle the playground equipment your child uses: _____________________________
cargo nets     bridges that move     ladders     uneven steps     monkey bars

· Does your child watch other children play on playground equipment but avoid doing it himself? ___________________________________________________________________
· Does your child participate in team sports? ________________________________________
· Does your child seem unaware of dangers when playing on swings and climbing equipment? ___________________________________________________________________________
· Do you have a swing set that your child can readily access? __________________________
___________________________________________________________________________

· Describe your child’s favorite toys and/or leisure time activity: ________________________
___________________________________________________________________________

· Describe your child’s least favorite type play: _____________________________________
___________________________________________________________________________

Biking

· Can your child ride a two-wheeler without training wheels? ___________________________
If yes, do not answer the remaining questions.

· If no, please indicate if he/she can ride the following:
Two-wheeler with training wheels: ___________________________________________

Tricycle or Big Wheel: _____________________________________________________

Other type of riding toy: ___________________________________________________

· Describe your child when approaching a bike.  (i.e. cautious, impulsive, clumsy, tires quickly, refuses, fearful, loves it, seems to be unable to make it go, etc.) _________________________________________________
___________________________________________________________________________

· Does your child want to learn to ride a bike? ______________________________________
· Do you want your child to learn to ride a bike? _____________________________________
Socialization

· Does your child play with children his own age? ___________________________________
· Does he prefer to play alone or with other children? _________________________________
· Does he prefer to play with adults or children? _____________________________________
· Does your child have opportunity to carpool with other children? ______________________
· Does he have difficulty going in a car of another adult? ______________________________
· Will your child play in homes of other children? ___________________________________
· Does your child prefer sedentary activities?  (i.e. video games, computer) ___________________ ___________________________________________________________________________
· Does your child have any personal space issues? ___________________________________
___________________________________________________________________________
School Performance

· Does your child like school – teachers, peers, location, length of day, etc.? _______________
___________________________________________________________________________

· Does your child have any difficulty transitioning between activities/classes? _____________
___________________________________________________________________________

· Does your child have adequate endurance during the school day? ______________________
· Can your child manage classroom tools effectively? (i.e. pencil, crayons, glue stick, scissors, pencil sharpener, art materials, etc.) _______________________________________________________
___________________________________________________________________________

· How does your child physically manage in the school environment? (i.e. carry lunch tray, move books on library shelf, push open heavy bathroom door, water fountain/faucet, doorknobs, paper towel dispenser, backpack, etc.) ____________________________________________________________________
________________________________________________________________________
· How does your child emotionally manage the school day?  (Describe any complaints of headache, stomachache, fatigue, distractibility, teacher complaints, etc.) _________________________________
___________________________________________________________________________

· Please describe your child’s posture when seated at a desk: ___________________________
___________________________________________________________________________

· What are your concerns related to your child’s abilities in managing school? _____________
___________________________________________________________________________

Sleep

· Where does your child sleep? (i.e. alone, w/ parents, w/ sibling) ___________________________
· Is your child on a regular sleep schedule? _________________________________________
· How many hours of sleep does your child get per day? ______________________________
· Does your child have difficulty falling asleep? _____________________________________
· Does your child have difficulty staying asleep? ____________________________________
· How many times does your child awaken throughout the night? _______________________
· Does your child have difficulty being awakened in the morning? ______________________
· Does your child take a nap and for how long? ______________________________________
· Does your child have any issues related to sleep?  (i.e. fears, night tremors, bad dreams) _________
___________________________________________________________________________

Other

· Are there any areas of skill, which have not been explored, which you feel are important to discuss in regard to your child’s current needs? ____________________________________
___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________
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