                                                                                                                     Date:


School Questionnaire
Student’s Name: ____________________Grade:___ Your name:_______________________

Your position: ______________________ School: ____________________________________
1. How long have you known this student: (0-4 months    (5-8 months    (> 12 months

2. Please rate the student’s attendance:

(Poor (misses 5+       (Fair (misses 3-4       (Good (misses 1-2       (Excellent (misses <1


             day/month)                day/month)                     day/month)                          day/month)

3. How many teachers does this student have? ______

4. Do you see this student as having an academic, attentional, or behavioral difficulty? 
(yes   (no     Please describe:__________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

5. Overall, is this student:  (below grade level   (at grade level    (above grade level

6. Please list the academic areas where this student has difficulty: ______________________
____________________________________________________________________________________________________________________________________________________________
7. Does this student have an IEP?   (yes   (no  If yes, please provide
If yes, under what category?_______________________________________________________
8. Does this student have a 504 plan?  (yes   (no If yes, please provide
9. Does this student have a behavior support plan?  (yes   (no If yes, please provide
10. Has the student had any cognitive or academic testing?  (yes  (no  If yes, please provide 

11. Please check all school modifications that have been made (check all that apply)

    (Shortened day                    (Exempt from exams
                          (Tutor

    (Less homework                 (More time for exams/assignments         (Educational Assistant 

    (Preferential seating            (Fully self-contained classroom  
(School counseling
    (Speech therapy                  (Occupational therapy                             ( Physical therapy

    (Resource classes (please list subjects____________________________________________) 

    (Social skills assistance (please describe: _________________________________________)

    (Help with organizational skills (please describe: ___________________________________)

    (Other: _____________________________________________________________________
12. Have you noticed any difficulty focusing/staying on task?  (yes  (no
    Please describe: _______________________________________________________________
______________________________________________________________________________

13. Have you noticed any difficulty with memory and learning?  (yes  (no
      Please describe: _____________________________________________________________

​​​​​​​​​​​​​​​​​​______________________________________________________________________________

14.  Please comment on this student’s classroom behavior, work habits, and relationship with teacher: __________________________________________________________________

 ____________________________________________________________________________

15. Please comment on this student’s socialization with peers (popularity, sensitivity, bullying, friendships): __________________________________________________________
____________________________________________________________________________________________________________________________________________________________

Please use back of this form to describe any additional concerns. Thank you very much!
Wendi M. Hirsch, Ph.D., Clinical Psychologist

Kapi’olani Medical Center for Women and Children

Phone: 983-6100  Fax: 983-6100     Email: whirsch@kapiolani.org

