


















OCCUPATIONAL THERAPY SCREENING

Teacher Observation Form

Student: ___________________________ Elig.: _________Teacher of Record:_________________

Date:_____________ School: _________________________Grade: ______ DOB:______________

Teacher Instructions: Please check all items in which the student shows difficulty beyond the majority of

his/her peers. Please return the completed screening form to testing@awssc.k12.in.us

Fine Motor Skills: Sensory Processing:

___ difficulty opening containers ___ does not like to touch certain textures

___ slow/difficult manipulation of objects ___ exhibits self-stimulating behavior

___ poor hand/finger/arm strength ___ poor motor planning

___ awkward/unusual grasp/pinch ___ sensitive to sounds

___ lack of integrated hand preference ___ inattentive

___ poor or illegible handwriting

___ difficulty with computer use Other_________________________________

Other_____________________________

Visual Motor Skills: Self-Care Skills in School Environment:

___ awkward pencil/crayon grip ___ difficulty with dressing/clothing fasteners

___ difficulty copying material ___ difficulty accessing items in environment

___ difficulty using scissors

___ unable to attend to tasks requiring Other_________________________________
visual motor coordination

Other_____________________________

Results

___ Screening Information does not warrant further evaluation. Screener to be placed in file.

___ Screening information indicates the need for further evaluation for Occupational therapy services.

Therapist Signature:____________________________________ Date:_____________________
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PHYSICAL THERAPY SCREENING

Teacher Observation Form

Student: ___________________________ Elig.: _________Teacher of Record:_________________

Date:_____________ School: _________________________Grade: ______ DOB:______________

Teacher Instructions: Please check all items in which the student shows difficulty beyond the majority of

his/her peers. Please return the completed screening form to testing@awssc.k12.in.us

PHYSICAL THERAPY

Gross Motor Skills: Equipment:

___ poor sitting balance in chair, on floor ___ difficulty propelling wheelchair

___ fatigues easily/shortness of breath ___ difficulty transferring in/out of wheelchair

___ weak/poor posture ___ requires equipment for standing/walking

___ complaints of pain ___ requires equipment for support/positioning

___ stiff/inflexible Other__________________________________

___ difficulty on playground equipment

___ difficulty with transfers (toilet, floor, bus/car) Gait:

Other__________________________________ ___ difficulty with stairs or curbs

___ frequent falls

___ difficulty walking

Other_________________________________

Results

___ Screening Information does not warrant further evaluation. Screener to be placed in file.

___ Screening information indicates the need for further evaluation for Physical therapy services.

Therapist Signature:____________________________________ Date:_____________________

Related Services Updated October 2024 Section P
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