
   
 

 
 

Social Communication and Autism Assessment Service 

Children and Young Peoples Services  
Parent Information Form 

 
Child’s Name: 
 
 

Date of Birth: 
 

Person Completing form: 
 
 

Relationship to child: 

Setting your child attends: 
 
 

Does your child have any support in place through 
the graduated pathway? My Plan/My Plan +/ EHCP/ 
Not on graduated pathway 
 
 
 
 

 
Child overview 
 
Tell us about your child’s strengths: 
 

 

 

Tell us about what you are worried about/your child’s needs: 
 

 

 

What do you hope to get from your child having a social communication assessment? 
 

 

 

Tell us about who is at home and how the home environment has changed over time: 
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Language and Social Communication  
 
Spoken Language: Tell us how this has developed and describe their verbal communication now. Include things 
like their intonation (the way the pitch of their voice goes up and down as they talk), things they might talk about and 
anything that you feel is important.  

 

 

 

 
 

Eye contact, pointing and other gestures: Include how this has changed over time, any use of signing and 
the kinds of gestures used. 

 

 

 

 

Responding to others: Include how this has changed over time. For example, do they tend to understand what 
you say to them? Can they follow instructions? Do they notice when you speak to them and call them by name. 

 

 
Relationships and Friendships 

 
Interacting with others: Tell us about how your child tends to interact with adults and children of a similar age. 
Tell us about their understanding of personal space, how to change what they do based on where they are and who they 
are talking to and how interested they are in others. 
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Stereotyped or Repetitive Behaviour Speech/Motor Movements 

Interests and/or behaviours: Tell us about any behaviours your child does repeatedly, and any intense interests. 
 

 

 

 

 

 

 

Routines and Rituals 

Tell us about routines that are important to your child: Tell us about any routines they follow or you 
follow to help them and how they manage if these are not followed. 
 
 
 
 
 
 
 
 

 
Interests 
Ideas and imagination: Tell us about the development of pretend play for your child and how/if they use their 
imagination now. 

 

 

 

 

 

 

Sensory 
Sensory: Tell us about any sensory (sounds, textures, smells) experiences your child avoids or seeks out. 

 

 

 

 

 

 



4 | P a g e  
 

 
Emotions 
 
Emotions: Tell us about any meltdowns or times when your child may seem overwhelmed. Tell us how they respond 
to other’s emotions e.g. if they see someone crying, do they become anxious? 

Behaviour: Tell us any worries you have about their behaviour or behaviours that adults might find difficult to 
manage.  

 
Attention  
 
Distractibility: Tell us how long your child concentrates on activities they have chosen to do, and activities you would 
like them to do. Tell us how they get on when there are distractions around them. 
 
 
 
 
 
 
 
Impulsivity: Tell us about any concerns about your child acting without thinking or being impulsive and when you first 
noticed this behaviour 
 
 
 
 
 
 
 
Hyperactivity: Tell us about how active your child is and any concerns about their ability to sit still. 
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Please also complete the following information 
 
Compared with other children of a similar age, does your child have difficulty with any of the 
following areas? Please tick the boxes below and provide comments in the boxes available: 

 
 

ACTIVITY No A little A lot 
Comments, e.g. How? What?  
When? etc. 
Please list any strategies used 

1 Self-care 

A Dressing and undressing     

B Settling and staying asleep 

    

C Feeding 

    

D Toileting 

   
 
 

E Bathing/ teeth brushing 
   

 
 

2 Classroom skills 

A Using a pencil    

 
 
 
 

B Drawing and Writing    

 
 
 
 

C Using scissors    

 
 
 
 

D Sitting still and staying on 
task    

 
 
 
 

E Shouting out or doing things 
without thinking    
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F Completing tasks they are 
interested in    

 
 
 
 

3 Gross motor activities (activities that require whole body movement) 

A Balance    
 
 
 

B Co-ordination – jumping, 
hopping, skipping    

 
 
 
 

C 

Muscle strength and 
endurance, e.g. tires easily 
compared to children of a 
similar age 

    

D Joint hypermobility, e.g. very 
flexible      

E Physical Exercise (PE) 
activities     

F Riding a bike        

G Swimming        
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