Occupational Therapy Observation Form

Student Name:      
School:      
Grade:      
Teacher:      
Date and Time of Observation:      
Reason for Therapy Observation Request:      
School Environment(s) in which the student was observed:      
Assistive Devices Being Used:      
Observations:      
Behavior:                                          Writing Posture:                      Pencil Use:

 FORMCHECKBOX 
 age appropriate                             FORMCHECKBOX 
 appropriate                           FORMCHECKBOX 
 age appropriate        
 FORMCHECKBOX 
 not attending to lesson                  FORMCHECKBOX 
 slouching                             FORMCHECKBOX 
 Fisted Grasp
 FORMCHECKBOX 
 fidgeting                                       FORMCHECKBOX 
 lying on the desk                  FORMCHECKBOX 
 Thumb wrap
 FORMCHECKBOX 
disruptive behavior                       FORMCHECKBOX 
 not supporting paper             FORMCHECKBOX 
 Tripod
 FORMCHECKBOX 
 mouthing objects                          FORMCHECKBOX 
 not visually attending           FORMCHECKBOX 
 pressure too light
 FORMCHECKBOX 
 avoids touch/sensory input           FORMCHECKBOX 
 Other                               FORMCHECKBOX 
 pressure too heavy
 FORMCHECKBOX 
 Other                                                                                          FORMCHECKBOX 
 Other      
   Hand Dominance:                      Desk/Chair :                          Scissor Skills:
 FORMCHECKBOX 
 age appropriate                           FORMCHECKBOX 
 appropriate                        FORMCHECKBOX 
 age appropriate

 FORMCHECKBOX 
 right                                            FORMCHECKBOX 
 desk too high                     FORMCHECKBOX 
 right dominant
 FORMCHECKBOX 
 left                                              FORMCHECKBOX 
 desk too low                      FORMCHECKBOX 
 left dominant
 FORMCHECKBOX 
 switches hands                           FORMCHECKBOX 
 desk orientation poor         FORMCHECKBOX 
 thumb up position
 FORMCHECKBOX 
 not supporting objects                FORMCHECKBOX 
 chair inappropriate             FORMCHECKBOX 
 doesn’t support /rotate paper

 FORMCHECKBOX 
 does not cross midline               FORMCHECKBOX 
 Other                              FORMCHECKBOX 
 wrist position      
 FORMCHECKBOX 
 other                                                                                      FORMCHECKBOX 
 Other                                                                                                                                                                                                                                            
Writing Sample:                                          Act ivies of Daily Living (ADL’s) 

   FORMCHECKBOX 
 legible/age appropriate                            FORMCHECKBOX 
 age appropriate                                           
   FORMCHECKBOX 
 spacing inappropriate                               Student has Difficulty with the following:
   FORMCHECKBOX 
 alignment inappropriate                           FORMCHECKBOX 
 opening containers
   FORMCHECKBOX 
 capital/lower case letter confusion          FORMCHECKBOX 
 tying shoes 
   FORMCHECKBOX 
 reversals                                                   FORMCHECKBOX 
 putting on coat
   FORMCHECKBOX 
 other                    

        FORMCHECKBOX 
 taking off coat
                                                                         FORMCHECKBOX 
 clothes fasteners

                                                                         FORMCHECKBOX 
 others      
Additional Observations:      
Recommendations:      
      Please contact me at       if you have further questions or concerns.

Therapist Signature:___________________________________________________
