LAQ-CP April 2014

LIFESTYLE ASSESSMENT QUESTIONNAIRE FOR CHILDREN
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If you complete this questionnaire, your answers will be treated in total confidence. Although we will use the information you give us, neither you or your child, nor your family will be identified.
How will we use the information you give us?
Information from you and other parents will help us decide whether we can provide services differently in a way that is better for children and families.

Who should fill in the questionnaire?
The questionnaire should be filled in by the parent or carer who is most involved with the day to day care of your child. Please answer the questions realistically based on what you know your child can do and does every day and not on what you think he or she should be able to do.

We have tried to make filling in this questionnaire as simple as possible. For most questions, all you will need to do is circle the appropriate response from those given. It will tell you in the question what to do.

There are also spaces for your comments, and we are very interested in what you have to say.
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Child's place of birth: ...........................................................

Home address at birth: ...............................................................

........................................................................................................

Current address..........................................................................................

……………………………………………………….……………

Child's birthweight if known: ................................................................

Child's current weight (approximate): ................................................

What is your relationship to your child?: .............……..............................

Name of nursery or school attended by your child: .................................

This information about your child will be kept confidentially on a secure computer. In any analysis or reports, neither you or your child nor your family can be identified.

1.
How many times has your child been seen over the last year by a children’s doctor – either a consultant or a senior children’s doctor under the consultant?

(Please circle one of the following)

	0
	1
	2 – 5
	6 – 12
	13+


2.
Has your child had to stay in hospital for any length of time over the last year?  Please indicate in weeks the total amount of time spent in hospital.

(Please circle one of the following)

	0
	less than 1
	1 – 3
	4 – 26
	27+


3.
How many operations have been carried out on your child over the last year?

(Please circle one of the following)

	0
	1
	2
	3
	4+


4.
Has your child had a leg, arm or other part of his/her body in plaster over the last year?  Please indicate in weeks the total time your child has spent in plaster.

(Please circle one of the following)

	0
	6 or less
	7 – 11
	12 – 17
	18+


5.
Has your child had to wear some form of body or leg support over the last year?  Please indicate in weeks the total time the support was worn.

(Please circle one of the following)

	0
	1 – 16
	17 – 32
	33 – 51
	52


6.
How many tablets, pills or doses of medicines did your child take yesterday?

(Please circle one of the following)

	0
	1 – 4
	5 – 8
	9 – 12
	13+
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7.
Is your child currently receiving a special diet for any reason? 
(Please circle one of the following) 
	YES
	NO


8.
How many times has your child experienced any epileptic seizures over the last year?

(Please circle one of the following)



No epileptic seizures at all



Occasional epileptic seizure during the day averaging one per month



Some epileptic seizures most weeks, day or night



Many epileptic seizures on most days and nights
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Constant epileptic seizures in frequent succession

9.
Has your child been seen by a specialist about difficulties in

his/her behaviour over the last year?
(Please circle one of the following) 
	YES
	NO


10.
How often has your child been seen by any sort of therapist over the last year?

(Please circle one of the following)

	0
	1
	2 – 12
	13 – 52
	53+


11.
Which of the following services/allowances is your child currently receiving?

(Please circle all of those currently used)

	Visits from Health Visitor
	Visits from Home Help
	Visits from Social Worker
	Visits from Community Nurse
	Voluntary Services
	Disability Living Allowance
	Mobility Allowance


Direct Payments                Personal Budget

12.
How many items of special equipment are there in the home which are currently, or have been, essential for your child?

(Please circle one of the following)

	0
	1 –  3
	4 – 7
	8 – 10
	11+
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What has been the financial cost to the family for your child over the last year in purchasing and maintaining such special equipment? 
(Please circle one of the following)

	£0
	£1 – 150
	£151 – 250
	£251 – 350
	£351+


14.
What has been the extra financial cost to your family over the last year other than in purchasing special equipment, which was not covered by grants and allowances?

(Please circle one of the following)

	£0
	£1 – 150
	£151 – 250
	£251 – 350
	£351+
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15.
Has your child's present home been adapted in any way over the last year because of your child?
(Please circle one of the following)

	YES
	NO


If YES, how many adaptations have been made?

(Please circle one of the following)

	1 – 3
	4 – 7
	8 – 10
	11+


16.
Please indicate how many (further) adaptations are planned or are considered necessary?

(Please circle one of the following)

	0
	1 – 3
	4 – 7
	8 – 10
	11+


17.
For each of the following activities, please tick one of the spaces to indicate how much help you would normally give to your child to complete that activity.

	
	No help given
	Some help/ supervision given
	Has to be done for him/her

	Washing hands
	____
	____
	____

	Eating a bowl of cereal
	____
	____
	____

	Putting on a vest/T-shirt
	____
	____
	____

	Doing up buttons or buckles
	____
	____
	____

	Getting out of bed
	____
	____
	____

	Getting out of the bath
	____
	____
	____

	Going to the toilet
	____
	____
	____

	Climbing stairs
	____
	____
	____

	Getting in and out of a car
	____
	____
	____

	Opening doors
	____
	____
	____

	Picking up an object from the floor
	____
	____
	____

	Carrying a drink the length of a room
	____
	____
	____


18.
How many times did you need to lift your child on the last occasion you spent a full day with him/her?

19.
How often has your child required assistance during the night over the last week?

(Please circle one of the following)

	0
	1 – 3
	4 – 7
	8 – 10
	11+


20.
Please list any other areas where your child requires assistance in the course of a normal day.

21.
[a]  How many rooms (excluding halls and passages) are there in your child's place of residence?


[b] Over the past week, how many of these did your child go into?


[c] How many of these did your child enter unassisted?

22.
Does your child normally need help in getting in and out of the house?

(Please circle one of the following)

	YES
	NO


23.
What is the furthest distance your child has gone outside without assistance over the past week?

	0
	1 – 100 yards
	101 – 440 yards
	¼ - ½ mile
	More than ½ mile


24.
How often has your child been out of the house by himself/herself over the past week?

(Please circle one of the following)

	0
	1 – 7
	8 – 13
	14 – 20
	21+


25.
Excluding trips to and from nursery/school, how many times has your child been on a longer outing over the past week, which required some form of transport?

(Please circle one of the following)

	0
	1 – 3
	4 – 7
	8 – 10
	11+


26.
What type of nursery/school is your child currently attending?

(Please circle one of the following)


None


Pre-school (e.g. nursery, playgroup etc)
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Special pre-school


Infant/Primary without special support unit attached


Infant/Primary with special support unit attached


Special school: physical disability


Special school: learning difficulties


Home teaching (including portage)


Other (please specify)..............................................................................

27.
How often does your child attend school?

(Please circle one of the following)

Part-time





Daily

Weekly boarding




Full time boarding
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Approximately how long does it take for your child to travel from home to school?

(Please circle one of the following)


0-15 minutes

16-30 minutes

31-45 minutes


46 minutes-1 hour

More than 1 hour
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How many friends has your child seen outside of school hours over the past week?

(Please circle one of the following)

	0
	1 – 3
	4 – 7
	8 – 10
	11+


30.
Do you have any family or friends locally to whom you can turn to for help if necessary?

(Please circle one of the following)

	YES
	NO


31.
Do you think that the people in your local area are generally supportive and understanding where your child is concerned?

(Please circle one of the following)

	YES
	NO
	SOMETIMES


32.
Do you think that your child’s disabilities restrict your social life in any way?

(Please circle one of the following)
	YES
	NO
	SOMETIMES


33.
Do you have any difficulties in organising family holidays because of your child’s disabilities?

(Please circle one of the following)

	YES
	NO


34.
Who does your child live with?

(Please tick one of the following)


Lives with both birth parents







(

Lives with one birth parent







(

Lives with neither birth parent 






(


e.g. grandparents, foster parents, adoptive parents
35.
Please describe if any member of the family has had to change their employment situation to make caring for your child easier.

36.
Do you think that your child’s disabilities have placed any extra stress on you as parents/carers?

(Please circle one of the following)

NONE

SLIGHT

SEVERE

37.
Do you think that your child’s disabilities have placed any extra stress on any other children within the family?

(Please circle one of the following)

	NO OTHER CHILDREN
	NONE
	SLIGHT
	SEVERE



Thank you for your time and co-operation in completing this questionnaire

Please feel free to add comments
About this questionnaire and how you can help us:





We are trying to get a better understanding of families who are caring for a child with movement difficulties. You could help us by letting us know your views and completing this questionnaire. These questions are all about the impact your child’s disability has on the everyday life which you and your child experience.
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Please give us some details about your child.





Child's name: ......................................................





Sex: ......................................................................





Child's date of birth: .................................……..





Date of completion of form….	…………..........





� EMBED MS_ClipArt_Gallery.5  ���





�





�





�





� EMBED Unknown  ���





�





� EMBED Unknown  ���





� EMBED Unknown  ���





�





� EMBED MS_ClipArt_Gallery.5  ���








PAGE  
1

_1107190449

_1107190515.unknown

_1107190532.unknown

_1107190572

_1107190488.unknown

_1107190440

