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fl Data entered I lnvoiced

Name of medical centre :

Name of person providing B4SC :

CHILD'S DETAILS

\ ,ori*"
4al^^a:,*ao

Family name

First name(s)

Also known as

Date of birth

Home address

T-- ^ f-t -. ,

L _j boy I lblrl NHI

Ethnicity (tick all the boxes that apply)

I New Zealand European I Samoan

I wtaori I Niuean

Details of Parent/Caregiver/Guardian

Name

I Cook lsland Maori

L__l longan
I chinese

! tndian

Relationship to child:

Address:

Phone: I Home..... [work...... I tttobite

Tick one phone number that you would prefer to be contacted on

CONSENT

I have read the "lnformation for Parents and Guardians" leaflet and understand that the data
will be stored on a New Zealand data base. Ivrs I ruo

| ...................... understand what the 84 School Check involves and
PRINT FULL NAME OF PARENT/LEGAL GUARDIAN

vrS f NO f] | give my consenr to the 84 School Check.

YES n NO I I give permission for data to be shared with external health and education agencies managing
this programme.
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NHlNumber

For the Public Health Nurses*:

Who is your family Doctor?

What is the name of your medical centre?

CHILD HEALTH QUESTIONNAIRE

Which early childhood centre, if any, does your child attend?

Location of early childhood centre:

lf your child is not enrolled in early childhood education, would you like them to be ? [ Ve S f r.rO

lf yes, do you give your permission for your contact details to be shared with the Ministry of Education so they can

conractyou? [VfS InO

lf yes, provider of the check to phone (07) S50 8BB0 to arrange contact.

Schoolthe child will attend at 5 vears:

Do you have any other children in your care? [ Vf S f] ruO

Does your child have any pre-existing conditions? (eg. allergies, asthma, eczema or other skin problems,

heart condition, epilepsy or fits, cerebral palsy, chronic chest cough, learning problems, other conditions)

lf so, do you have any concerns about these ?

Has your child spent time in hospital? I vrs n r,ro

lf yes, details:

ls your child on any medication?

Please list:

[vrs I ruo
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FinalQuestions:

ls the caregiver currently getting help from any services? [vrs Ino
lf yes, which services?

It is mandatory to write a comment in the database if yes is the answer to any of the following 3 questions:
i ) Does the caregiver have any concerns about toileting? [ VfS I ruO

2) Does the caregiver have any concerns about sleep? Jyrs I no

3) Does the caregiver have any concerns about eating? fl yfS fl nO

Does anyone in the household smoke indoors?
Mandatory to document smoking answer in B4SC database

Iyes E ruo

ls there anything else about the child that the caregiver would like to talk about with the nurse?

- Reading/the library

- Recognition of illness (when to

seek medical advice)

- Preparation for School

Health topics the nurse should discuss with you:
- Family relationships

- Feeding your child/nutrition

- Safety (traffic, sunsmart, water/swimming,

safety belts, car seats)

- Outcome Chosen:

DENTAL

Lift the Lip grade
(ie Progression of decay)

Was the child already enrolled with the dental service?

Has the child been enrolled with dental at the B4SC?

- Outcome Chosen:

GROWTH

[vrs Eruo

flvrs I ruo

- Outcome Chosen:

IMMUNISATIONS

[ 6 weeks

Date 4 year old immunisations were given:

- Outcome Chosen:

I3 months [+yearsI s months I i s months
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PARENTAL EVALUATION OF DEVELOPMENTAL STATUS

1 Please list any concerns about your child's learning, development and behavior.

2 Do you have any concerns about how vour child talks and makr, ls speecn sounds.

Circ\e one: YES NO A LITTLE CoMMENTS:

3 Do you have any concerns about how your child understands what you say.

CiTcIe one: YES NO A LITTLE COMMENTS:

4 Do you have any concerns about how your child uses his or her hands and fingers to do things.

Circle one: YES NO A LTTTLE COMMENTS:

5 Do you have any concerns about how your child uses his or her arms and legs.

CiTcIe one: YES NO A LITTLE COMMENTS:

6 Do you have any concerns about how your child behaves.

CiTcIe one: YES NO A LITTLE COMMENTS:

7 Do you have any concerns about how your child gets along with others.

C|TCIC One: YES NO A LITTLE COMMENTS:

8 Do you have any concerns about how your child is learning to do things for him/herself.

CJrcIe ane: YES NO A LITTLE COMMENTS:

9 Do you have any concerns about how your child is learning preschool or school skills.

CIrcIe one: YES NO A LITTLE COMMENTS:

10 Please list any other concerns.
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lf the number in the shaded box is 2 or more, follow path A.
lf the number shown is exactly 1, follow Path B.

ro,"tf-l
Shaded Score | |

lf the number in the unshaded box is i or more, follow path C.
lf the number shown is 0, consider Path D if relevant. otherwise follow path E.

Total
Unshaded Score T

I 
PathA:

two or more

1 significant
i,-.

; Pred cI v:on-cerns/

r
Path B:

One significant
predictive concern?

Path C:

Non siqnificanl

concerns?

w---
! 

Parental difficulties

icommunrcailng/
t*._.,"*-.-.__

f*-**
Two or more concerns
about self-help, social,

school, or receptive

language skills? r-
Screen or refer

for screening.

Counsel in areas of
difficulty and follow up 

-"---*in several weeks.

. lf screen is failed, refer for testjng
in area(s) of diff culty.

Refer for audiological and speerh -

langudge testing. Use professional
judgement to decide if referrals are

also needed for social work,

occupational/physiotherapy, mental
health services, etc.

Refer for intellecrual and educational
assessments. Use professional judge-
menr to decide if speech-language,

audiological, or other va'uations are

also needed

lf screen is passed, counsel in area(s)

of concern and monitor carefully.

lf unsuccessful, screen for emotionar/

behavioural problems and refer as

indicated. Otherwise refer for parent

trainlng, behavioural intervention, etc

1I---
t
I

7*"
i

. EIicit any concerns at
" future time-point?

I*** :ffi,""'"Tfi [::li[1]: ff"[L:J'
elsewhere.

Send PEDS home in preparation for

second visit; seek an interpreter, or
refer for screening elsewhere.

Use PEDS at future time-point.

Foreign language

a barrier?

, WHAT'S THE PLAN?
I
I

I

- Outcome Chosen:

NB: lf you require advice or want to
and/or behaviour issues (ie Special

refer for speech and language issues

Education) phone 07) 850 BBB0.
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STRENGTHS AND DIFFICU LTIES QUESTIONNAIRE

For each item, please mark the box for NotTrue, SomewhatTrue or CertainlyTrue. lt would help us if you
answered all items as best you can even if you are not absolutely certain. Please give your answers on the basis
of your child's behavior over the last 6 months. We are looking for EXTREME behaviour.

Somewhat Certainly
True True

Not
True

Considerate of other people's feelings T TT
Restless, overactive, cannot stay still for long rT T
Often complains of head aches, stomach aches or sickness TT T
Shares readily with other children, for example, toys, treats, pencils IT n
Often loses temper n TT
Rather solitary, prefers to play alone IIT
Generally well behaved, usually does what adults request Tln
Many worries or often seems worried rII
Helpful if someone is hurt, upset or feeling ill TtrT
Constantly fidgeting or squirming T T l
Has at least one good friend TT
Often fights with other children or bullies them TIn
Often unhappy, depressed or tearful Ttr T
Generally liked by other children Tn T
Easily distracted, concentration wanders IIT
Nervous or clingy in new situations, easily loses confidence Tnn
Kind to younger children Iu T
Often argumentative with adults TTu
Picked on or bullied by other children trtrtr
Often offers to help others (parents, teachers, other children) uu u
Can stop and think things out before acting uTu
Can be spiteful to others T Tl
Gets along better with adults than with other children T n T
Many fears, easily scared T T T
Good attention span, sees work through to the end lTT

Do you have any other comments or concerns?

B4SC Questionnaire - October 2012 (version 5)
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Overall, do you think your child has difficulties in one or more of the following areas:

emotions, concentration, behavior or being able to get on with other people?

YE5 YES

Minordifficulties Definitedifficulties

TNT
lf you have answered "Yes'i please answer the following questions about these difficulties:

YES

Severe difficulties

l

. How long have these difficulties been present?

Less than
a month

I
. Do the difficulties upset or distress your child?

Not
at all

T

1-5

months

n

Only
a little

T

Only
a little

T
T

Only
a little

T

6-12
months

tr

Over
a year

n

A great
,{^^luEol

Tr
l
T

A great
deal

T

Quite
a lot

T

A great
deal

l

' Do the difficulties interfere with your child's everyday life in the following areas:

Home life

Friendships

Learning

Leisure activities
T
T

r
T

Not
at all

T
l
T
T

Quite
a lot

n
tr

. Do the difficulties put a burden on you or the family as a whole?

Not
at all

T

Quite
a lot

n

- Outcome Chosen:
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