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Sensory Processing Screening Questionnaire

Helping us better understand your child’s unique sensory needs
Child’s Information:

o Child’s Name:

. Age:

o Parent/Caregiver Name(s):

o Contact Information:

e Primary Concern(s) About Sensory Processing:

Sensory Profile

1. Tactile (Touch) Sensitivities

Does your child...
Dislike certain textures in clothing (e.g., tags, seams, specific fabrics)?

Avoid getting hands messy (e.g., glue, sand, finger paint)?
Seek out excessive touching or rubbing of objects and people?
Seem unaware of messy hands, face, or clothing?

Avoid certain textures of food?

7 Please describe any specific concerns related to touch:

2. Auditory (Hearing) Sensitivities

Does your child...

Cover ears or become distressed by loud or unexpected noises?
Struggle in noisy environments (e.g., restaurants, playgrounds, classrooms)?
Seek out loud noises (e.g., banging objects, high volume on devices)?

Have trouble responding to verbal instructions in busy settings?

7 Please describe any specific concerns related to sound:
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3. Visual (Sight) Sensitivities

Does your child...
Seem bothered by bright lights or avoid eye contact?

Have difficulty tracking moving objects?
Become overstimulated in visually busy environments?

Seek out intense visual input (e.g., spinning, flashing lights)?

-7 Please describe any specific concerns related to vision:

4. Vestibular (Movement & Balance) Sensitivities

Does your child...
Fear movement activities (e.g., swings, slides, climbing)?
Seek excessive movement (e.g., spinning, jumping, running constantly)?

Have difficulty balancing or seem uncoordinated?

7 Please describe any specific concerns related to movement:

5. Proprioceptive (Body Awareness) Sensitivities

Does your child...
Seek deep pressure (e.g., tight hugs, weighted blankets)?

Struggle with knowing how much force to use (e.g., writing too hard/soft, breaking toys)?
Seem unaware of body position (e.g., bumping into things, difficulty sitting still)?

-7 Please describe any specific concerns related to body awareness:
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6. Oral (Mouth) Sensitivities

Does your child...
Have difficulty with certain food textures, temperatures, or flavors?

Chew on objects (e.g., clothing, pencils, toys)?

Struggle with using utensils, drinking from straws, or other oral motor tasks?
7 Please describe any specific concerns related to oral sensitivities:

7. Interoception (Understanding Internal Body Signals)

/ Check if your child experiences any of the following:

Hunger & Fullness Awareness

O Rarely notices hunger and forgets to eat

O Seems constantly hungry and struggles with portion control
O Avoids eating due to lack of awareness of hunger cues

Toileting Awareness

O Has frequent accidents due to not noticing the need to go

O Waits until the last moment to use the toilet

O Struggles with constipation or withholding due to sensory discomfort

Pain & Temperature Awareness

O Doesn’t notice minor injuries or pain until they are severe

O Overreacts to small bumps or scrapes

O Unaware of feeling hot or cold and doesn’t adjust clothing accordingly

Emotional & Physical Awareness

O Has difficulty identifying feelings (e.g., can’t tell when they are anxious, angry, or excited)
O Doesn't recognize body changes during strong emotions (e.g., racing heart, tense muscles)
O Struggles to use words to describe how they feel physically or emotionally

Daily Activities & Sensory Impact

7. How do sensory challenges impact daily life?

Eating/Mealtime
Dressing
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Hygiene (toothbrushing, bathing, haircuts, etc.)
Play & Social Interactions

Sleep

School & Learning

7 Describe the biggest struggles your child faces due to sensory differences:

Emotional & Regulatory Responses

/ Check any that apply to your child:

O Has frequent meltdowns over minor changes

O Struggles with transitions (e.g., moving from one activity to another)
O Has difficulty self-soothing or calming down when upset

O Becomes overwhelmed in busy or crowded environments

O Seeks predictable routines and becomes distressed if disrupted

Parent Goals & Next Steps

8. What are your top three concerns regarding your child’s sensory processing?

1.
2.
3.

9. How do these challenges affect daily activities (e.g., mealtime, school, social interactions,
sleep)?

10. What strategies have you tried? What has worked or not worked?

11. What are your goals for working with us?
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9. What goals would you like to focus on during our consultation?

Expanding food variety
Tolerating clothing and hygiene activities
Improving focus and regulation in busy environments

Helping my child feel more comfortable and confident in daily life
Other:

Thank You!
Team NewDay Child Coaching
Rachel Lynn, SLP @ | Amanda Rae, OTR ' | Amber Michelle ¢

Your responses will help us develop a personalized plan to support your child’s fine motor and
self-care development. We look forward to connecting with you!
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