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Name: ___________________
If you need help with this questionnaire, please call 07 3163 2412
Pre-Appointment
Questionnaire



  
Please provide as much information as possible to assist us in making an appointment.
Those who access Queensland Centre of Excellence in Intellectual Disability and Autism Health services are encouraged to attend with a support person who knows them well.
Those who use Queensland Centre of Excellence in Intellectual Disability and Autism Health services are entitled to access an independent advocate or support person who can speak up for them or advocate on their behalf.
If you believe that you need an independent advocate, information about advocacy can be obtained by calling 07 3163 2412; or from Queensland Advocacy Incorporated (www.qai.org.au).
Please return your questionnaire by posting to:
Queensland Centre of Excellence in Intellectual Disability and Autism Health
Mater Hospital Brisbane,
Raymond Terrace,
South Brisbane QLD 4101
Questionnaires can also be faxed to Queensland Centre of Excellence in Intellectual Disability and Autism Health on 07 3163 2403 or emailed to qcoe@mater.org.au
Please give details of the person completing this questionnaire:
Name of person completing this questionnaire:

Today’s date:
Relationship to person with intellectual disability:

____/____/20____



About me
	Last name
	
	First name
	

	Date of birth (age)
	
	Sex:  
	Female               Male

	 This is where I live

	…………………………………………………………………………………………………
………………………………………………………….…. Postcode ……………………

	Telephone
	H (    )                                               M (    )   

	Best contact number
	 

	Country of birth
	

	Aboriginal and / or Torres Strait Island background

Yes              No

	Medicare No.
	

	Private health insurance
	
Yes               No             Details: …………………………………………………………



My supports
Next of kin / guardian ________________________________________Relationship________________________
Address _________________________________________________________________________________________
Telephone/s _____________________________ Mobile ________________________________________________
Email ____________________________________________________________________________________________

Key worker (if different from above) _______________________________________________________________
Address _________________________________________________________________________________________
Telephone/s ______________________________ Mobile ________________________________________________
Fax _______________________________________ Email _________________________________________________

General Practitioner _____________________________________________________________________________
Address _________________________________________________________________________________________
Telephone/s ______________________________ Mobile ________________________________________________
Fax _______________________________________ Email _________________________________________________


My supports (cont.)
Specialist: _______________________________________________________________________________________
Address ________________________________________________________________________________________
Telephone/s ______________________________ Mobile _______________________________________________
Fax _______________________________________ Email ________________________________________________

Other professionals / agencies currently involved:_________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

NDIS Registered?       		Yes                    No
If yes, NDIA number ________________________________

Main reason for referral
Briefly outline the reason for referring the person at this time. Please detail concerns:
_________________________________________________________________________________________________
_________________________________________________________________________________________________

Level of intellectual disability

 None               	Mild                 Moderate                 Severe               Profound             Not known


Cause of intellectual disability (if known): 
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Is an interpreter needed for the consultation?	Yes 		No

Language spoken ________________________________________





Main health conditions / problems
	1
	5

	2
	6

	3
	7

	4
	8


	
	Medication
	Dose / frequency / commencement date

	
	

	
	

	
	

	
	

	
	

	
	

	
	


Current medications

Previous medications
	Medication
	Cessation date / reason

	
	

	
	

	
	

	
	

	
	




Vision check:		Yes	      No		Don’t know
				If yes:  Date ____ /____ / 20____  Results _______________________________________
				
Hearing check:	Yes	      No		Don’t know
				If yes:  Date ____ /____ / 20____  Results _______________________________________
 
Dental check: 		Yes	      No		Don’t know
				If yes:  Date ____ /____ / 20____  Results _______________________________________

Epilepsy
Any seizures in the past?		Yes		No
Seizure within the last 5 days?		Yes		No
If yes:  type(s) of seizures (or description of seizure) _________________________________________________
__________________________________________________________________________________________________

At what age did the seizures start?_________________________________________________________________
Duration of seizures_______________________________________________________________________________
Date of last seizure _______________________________________________________________________________
Epilepsy Management Plan?	Yes	  (please bring to appointment)	No

Women’s health (if applicable)
Menstrual periods		Yes		No		Not Known	
Premenstrual tension		Yes		No		Not Known	
Mid-cycle bleed 		Yes		No		Not Known	
Painful periods 		Yes		No		Not Known	
Vaginal discharge 		Yes		No		Not Known	
Date of last normal menstrual period:  ___ /___ / 20_____

Pap smear:		Yes:  ___ /___ / 20_____		   No		Not Known
				If yes, results: _______________________________________________________________
Mammogram: 	Yes:  ___ /___ / 20_____		   No		Not Known
				If yes, results: _______________________________________________________________

Behaviour
Are there any behavioural difficulties?   	Yes		No
If yes, please describe in detail: __________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

Behaviour (cont.)
Mood  (please describe)  ________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

Immunisation
	Diphtheria / Tetanus (ADT)
	Yes          (last dose  ___/___/____)
	No 
	Don’t know  

	Tetanus vaccine
	Yes          (last dose  ___/___/____)
	No 
	Don’t know  

	Polio vaccine
	Yes          (last dose  ___/___/____)
	No 
	Don’t know  

	Measles
	Yes          (last dose  ___/___/____)
	No 
	Don’t know  

	Rubella (German Measles)
	Yes          (last dose  ___/___/____)
	No 
	Don’t know  

	Meningococcal vaccine
	Yes          (last dose  ___/___/____)
	No 
	Don’t know  

	Hepatitis A vaccine
	Yes          (last dose  ___/___/____)
	No 
	Don’t know  

	Hepatitis B vaccine
	Yes          (last dose  ___/___/____)
	No 
	Don’t know  

	Influenza vaccine
	Yes          (last dose  ___/___/____)
	No 
	Don’t know  

	Pneumococcal vaccine
	Yes          (last dose  ___/___/____)
	No 
	Don’t know  



Tobacco
Current smoker:	Yes		No           	If yes, amount per day________________________
Pervious smoker:	Yes		No           	If yes, amount per day________________________
								Date ceased __________________________________
Alcohol
Current drinker 	Yes		No           	If yes, amount per day _______________________  
Previous drinker 	Yes		No           	If yes, amount per day _______________________
Other substances:        Yes		No           	 
If yes, please give details ________________________________________________________________________
_________________________________________________________________________________________________

Current functional abilities
Please  circle  all those that are appropriate
	Expressive communications
	smiles / vocalises / points or gestures / signs or uses symbols / words / phrases / sentences / articulation problems

	Comprehension
	no understanding of speech / understands one part command /               understands two-part commands
Details: ……………………………………………………………………………………………
……………………………………………………………………………………………………...

	Mobility
	immobile / rolls / crawls / walks with aid / walks unaided / operates wheelchair

	Fine motor
	reaches / grasps / holds / transfer / manipulates / none of these

	Eating
	tube fed / fed by others / feeds with assistance / feeds independently

	Bathing
	fully dependent / able with assistance / able with supervision / independent

	Toileting
	incontinent of bladder / incontinent of bowel / requires supervision /           continent of bladder / continent of bowel



Community living skills (e.g. shopping, banking)	Yes		No
Details ___________________________________________________________________________________________
__________________________________________________________________________________________________

Travels independently 				Yes		No
Details ___________________________________________________________________________________________
__________________________________________________________________________________________________


Domestic skills: (e.g. cooking, cleaning). 		Yes		No
Details ___________________________________________________________________________________________
__________________________________________________________________________________________________

Literacy skills:  						Yes		No

Any deterioration in skills or memory? 		Yes		No
Details ___________________________________________________________________________________________
__________________________________________________________________________________________________


Current functional abilities (cont.)
Eating problems / diet:				Yes		No
Chewing difficulty: 					Yes		No
Swallowing difficulty: 					Yes		No
Chokes when eating or drinking: 			Yes		No 
Regurgitates food or liquids: 				Yes		No
If yes to any of the above, please give details _____________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Food consistency		Puree		Soft		Cut - up 	     Normal
Any special diet?		Yes (describe below)		No
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Sleep
Sleeps through the night: 			Yes		No
Day time sleepiness: 				Yes		No
Snores: 					Yes		No
Details of any other sleep problems _______________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Physical activity
Regular physical activity? 			Yes		No
Type(s) of activity _________________________________________________ Hours/week __________________
Details: __________________________________________________________________________________________
__________________________________________________________________________________________________

Is the activity: 		Gentle		Medium	     Vigorous

Social history
Current residence:
Independent (sole)				Group Home (other)
Independent (share)				Boarding house/Hostel
Family Home					Large Residential
Group Home (DADHC)

Name of the accommodation/support agency: ____________________________________________________

Approximate date of arrival at the current residence (if not the family home):  _____ / _____ / 20_______

If in a group home or hostel:  		Number of residents: ______________________  
Level of supervision:				24 hours (waking shift)	
							24 hours (sleeping shift) 

							Other   	      (details) ___________________     ______________  

Work/day placement (1) _____________________________________________  Hours/week _______________
Work/day placement (2) _____________________________________________  Hours/week _______________
Other regular activities (hours/week) ______________________________________________________________
Favourite leisure activities _________________________________________________________________________
Last holiday ______________________________________________________________________________________

Friendships _______________________________________________________________________________________
__________________________________________________________________________________________________

Frequency of family contact _______________________Date of last family contact:____ / ____ / 20_______

Respite care:	Yes		No
If yes, name of the agency for respite care ________________________________________________________
Frequency of respite: _____________________________________________________________________________
Future accommodation plans: ____________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________


Healthcare providers

	Health professional
	Name
	Date last seen
	Reason for consultation 
& outcome

	Dentist
	
	___/___/20____
	

	Dermatologist
	
	___/___/20____
	

	ENT/Audiologist
	
	___/___/20____
	

	Gastroenterologist
	
	___/___/20____
	

	Geneticist
	
	___/___/20____
	

	Neurologist
	
	___/___/20____
	

	Ophthalmologist
	
	___/___/20____
	

	Orthopaedic
	
	___/___/20____
	

	Occupational Therapist
	
	___/___/20____
	

	Paediatrician
	
	___/___/20____
	

	Physiotherapist
	
	___/___/20____
	

	Psychiatrist
	
	___/___/20____
	

	Psychologist
	
	___/___/20____
	

	Rehab. Specialist
	
	___/___/20____
	

	Speech Therapist
	
	___/___/20____
	

	Others
	
	___/___/20____
	


 

Family historyThis section needs to be completed by the family (if available). 
If the family is not available, please provide the reason: _________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________




Order in the family (e.g. eldest, 2nd, 3rd) ___________________________________________________________
Consanguinity (are the parents related, e.g. cousins):	Yes		No
Has any genetic advice been given?				Yes		No
if yes, please specify ______________________________________________________________________________

Mother:  Name: _____________________________________________________ DOB _____ / _____ / _________
Health: ___________________________________________________________________________________________
Occupation:  _____________________________________________________________________________________

Father:  Name: _____________________________________________________ DOB _____ / _____ / _________
Health: ___________________________________________________________________________________________
Occupation:  _____________________________________________________________________________________

Siblings:
	Name
	DOB (Age)
	Health

	
	___ / ___ / ______
	

	
	___ / ___ / ______
	

	
	___ / ___ / ______
	

	
	___ / ___ / ______
	

	
	___ / ___ / ______
	



Maternal grandmother:	Age: ____________ Health: ____________________________________________
Maternal grandfather: 	Age: ____________ Health: ____________________________________________
Paternal grandmother: 	Age: ____________ Health: ____________________________________________
Paternal grandfather: 		Age: ____________ Health: ____________________________________________
Spouse/partner: 		Age: ____________ Health: ____________________________________________
Children: (Ages/Health) ___________________________________________________________________________

Family medical history: (please give details)
	Heart disease
	
	

	High blood pressure
	
	

	Diabetes
	
	

	Cancer
	
	

	Intellectual disability/learning problem
	
	

	Depression/other mental health problem
	
	

	Other health problems
	
	



Birth history:
Assisted conception: (e.g. fertility drugs, IVF, GIFT)	Yes		No
Details:___________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Mother’s age at birth _____________________________	Father’s age at birth ____________________________

Problems during pregnancy? 	     Yes		No 	 	Don’t know
Details:___________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________




Birth history (cont.):
Gestation (at how many weeks was the baby born) _______ weeks

Problems during labour	Yes		No		Don’t know
Was the delivery:		Normal vaginal delivery
					By forceps
					By vacuum extraction
					By caesarean section

Where was the baby born? (hospital/home) _______________________________________________________
 
Birth weight ________________ kg		Apgar score _______________

Was the baby well after birth?        	Yes		No		Don’t know
Details: __________________________________________________________________________________________
 _________________________________________________________________________________________________

How many days after the birth was the baby discharged home?____________________________________

Were there any problems with the baby in the first year of life (e.g. feeding / sleeping / crying)?
Yes			No		Don’t know
Details: __________________________________________________________________________________________
 _________________________________________________________________________________________________

Development
At what age did she / he / they first:
Smile: __________________________________________ Sit:______________________________________________
Walk: __________________________________________ Say words: ______________________________________
Speak sentences:________________________________________________________________________________

At what age were developmental problems first diagnosed? ______________________________________
Where was it done? _____________________________________________________________________________
What tests were done? __________________________________________________________________________




Early intervention /education 
	Intervention/school
	Commenced
	Special school
	Mainstream with support
	Ceased
	Comments

	 
	___/___/20___
	
	
	___/___/20___
	

	
	___/___/20___
	
	
	___/___/20___
	

	
	___/___/20___
	
	
	___/___/20___
	

	
	___/___/20___
	
	
	___/___/20___
	




Past employments / day placements
	Name of service
	Commenced
	Ceased
	Comments 

	
	___/___/20___
	___/___/20___
	

	
	___/___/20___
	___/___/20___
	

	
	___/___/20___
	___/___/20___
	

	
	___/___/20___
	___/___/20___
	

	
	___/___/20___
	___/___/20___
	




Past residential placements
	Name of service
	Commenced
	Ceased
	Comments 

	
	___/___/20___
	___/___/20___
	

	
	___/___/20___
	___/___/20___
	

	
	___/___/20___
	___/___/20___
	

	
	___/___/20___
	___/___/20___
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