MOTOR SCREENING 

Name: ____________________________________DOB: _______________________________

Date of Screening: _______________    Signature: _____________________________________

BALANCE + COORDINATION

1. Walks on smooth and uneven surfaces without falling 




 F     N



2. Steps up and down a curb/playground buildup without losing balance 


 F     N


3. Goes up and down bus steps without adult assistance 




 F     N
4.Runs at least 20’ on the playground without falling 




 F    N
5 Runs on the playground, making changes in speed and direction without falling                               F     N        

6. Can do one or more of the following- jumping, hopping, galloping 



 F     N

BALL SKILLS

7. Throws and catches a large playground ball





F     N 
8. Throws and catches a small ball (tennis, etc.) 





F     N

9. Kicks a rolling playground ball






F     N

PLAYGROUND

10. Plays on at least one type of moveable playground equipment (swing, seesaw) 

F     N           

11. Plays on low, stable play equipment (climbs stairs to platform, crosses bridge, etc.)

F     N          

12. Plays on high, stable play equipment (jungle gym, monkey bars) 



F     N          
SELF- CARE

13. Manages most self-care tasks during the course of the school day 


                F     N        

14. Opens napkin and utensil packages 






F     N          

15. Feeds self some portion of snack and or lunch





F     N         

MANIPULATION/MANIPULATION WITH MOVEMENT

16. Uses materials commonly utilized in classroom pertinent to curriculum 


F     N          

17. Picks up, carries, and puts down objects or containers in the classroom or lunchroom 

F     N          

18. Opens and closes doors 







F     N          

FUNCTIONAL COMMUNICATION

19. Makes basic wants, desires known  (pointing, gesturing, reaching, verbalizing, etc)
  
 F     N         

20. Makes choices (as above)







 F     N          

21. Follows classroom routines ( arrival, dismissal, simple cleanup, responds to teacher directives)    F     N                             

* Please obtain therapist’s review of completed screening and place in the confidential file. 

Therapist Review:   








Referral Indicated:   
 N    Y 

Therapist’s Initials: 
  Date: ________








ADMINISTRATION OF MOTOR SCREENING  

Date of Screening:  _____________________

Name:  ________________________________________DOB:___________________________

School:________________________________________Grade: __________________________

Please administer this screening prior to initiating a referral for an OT, PT or APEevaluation.  This screening is not designed to be used for students who have a diagnosis of Cerebral Palsy and/or significant mental impairment.  

Screening Key:  

Functional   =  F

Student is able to accomplish the task or activity 90 – 100% of the time, without physical assistance.

Needs Improvement = N

Student is unable to or does not accomplish the task or activity at least 80 –  90%  of the time without physical assistance. 

Comparing the student’s age, performance, environment and curriculum requirements may indicate that a student should be referred for further assessment. If you have concerns about the motor performance of this student, please contact your school occupational/physical therapist or Adaptive PE teacher.    

SCORING RESULTS FOR NUMBERS 1 – 12       F_______N_______

Comments: 

SCORING RESULTS FOR NUMBERS 13 – 21     F _______N_______

Comments:

Signature:  ________________________________________* Obtain therapist’s review on front.
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