The Therapy Closet  

450-106 SR 13 N # 235

Jacksonville, Florida 32259
Phone (904)329-6458  Fax (904)677-7800
OCCUPATIONAL THERAPY SCREENING FORM

Child’s Name:  _______________________________________   
Age: ___________   Date: _____________
School/Institution: ____________________________________
Teacher: ___________________________

******************************************************************************************
Hand Function                
Preferred hand:   R    L    Mixed
Grasp Pattern:  Small objects:  Pincer_____  Other____ 
Pencil Grasp: _____________________Mature___  Immature___
Pencil Pressure:  Adequate ____ Light ____ Heavy ____  In-Hand Manipulation:  Complete___ Partial ___  Incomplete___
Functional Hand Separation:  Yes___ No____   
Fine Motor Strength:  Good___ Fair___ Poor_______ __________________________________________________________________________________________________________________________________________________________
************************************************************************************************************
Controlled Tool Use      

Coloring:  





Cutting:  
Age Appropriate____ Not Age Appropriate_____   

Age Appropriate____    Not Age Appropriate___ _____________________________________________________________________________
_____________________________________________________________________________
 **********************************************************************************************************
Design Copy Skills/Drawing    
 

▐           ▬       ○       ┼       □        ∕           Δ       ◊     Age Appropriate___   Not Age Appropriate___
Person Figure Drawing: 
 Age Appropriate _____ Not Age Appropriate_____
__________________________________________________________________________________________________________________________________________________________

************************************************************************************************************
Handwriting

Name:      First      Last       Full          Legible        Not Legible        Partial Legibility       Unable to write name
Alphabet:    Upper Case      Lower Case       Both      Unable to write alphabet    
Sentence Copying:  Legible ____ Not Legible_____  N/A       Sentence Composition: Legible___ Not Legible____   N/A

Letter Formation:    Good___ Fair___ Poor___
Letter Sizing: 
Good____ Too Large___ Too Small___

Spacing: 
Good____ Fair____ Poor _____

Line Alignment: 
Good____   Letters Above Line____ Letters Below Line____
Letter Recognition:  
Good___ Fair___ Poor___
__________________________________________________________________________________________________________________________________________________________************************************************************************************************************
Functional Performance: ______              Would Benefit from Further Testing: ______


_______________________________

                                                                


Occupational Therapist
If you have any further questions regarding the results of this screening, please do not hesitate to contact us at (904) 329-6458 or thetherapycloset@yahoo.com
