Intermediate Unit 1

Sensory Response Checklist

Name ____________________________
Date _______________________

Please circle Y (behavior observed), N (behavior not observed), N/A (not applicable)

Daily Living:

Eating/Oral-motor:

Y  N  N/A
1.   Dislikes wiping face during or following eating

Y  N  N/A
2.   Rejects certain food textures when eating (specify___________)

Y  N  N/A
3.   Resists taking medications
Hygiene:


4.   Resists grooming (circle which)

Y  N  N/A
4a. face washing

Y  N  N/A
4b. hand washing

Sleep habits:


5.   Is lethargic or has excessive sleepiness.

Y  N  N/A
5a. Has excessive sleepiness or lethargy during the day (specify 



      when _________________________)

Dressing:

Y  N  N/A
6.   Likes wrap around body
Y  N  N/A
7.   Likes wrap around wrist, arm or finger

Y  N  N/A
8.   Strongly prefers layers of clothing, covered arms and legs

Y  N  N/A
9. Pulls or adjusts at clothing frequently

Y  N  N/A
10. Dislikes certain clothing textures (specify_________________)

Y  N  N/A
11. Prefers bare feet

Y  N  N/A
12. Dislikes bare feet
Responses to the Environment and to Others:

Y  N  N/A
13. Dislikes touching certain textures or objects

Y  N  N/A
14. Dislikes being too close to other person or object

Y  N  N/A
15. Dislikes being hugged or touch by another person

Y  N  N/A
16. Dislikes groups or crowds

Y  N  N/A
17. Prefers to place self behind furniture or other barrier 

Y  N  N/A
18. Bites peers or staff (specify _______________________)

Y  N  N/A
19. Hits peers or staff (specify ____________________)

Y  N  N/A
20. Withdraws from staff or peers (specify ________________)

Y  N  N/A
21. Resists hand contact/palm with people or objects

Y  N  N/A
22. Toe walks (specify on surfaces _____________) persistently

Y  N  N/A
23. Avoids playing around others

Y  N  N/A
24. Avoids messy substances
Y  N  N/A
25. Wants cleaned up immediately

Y   N  N/A
26. If bumped or touched unexpectedly overreacts

Y  N  N/A
27. Tastes or licks inedible objects
Y  N  N/A
28. Seeks activities to manipulate small objects
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Y  N  N/A
29. Seeks persistent touching

Y  N  N/A
30. Shows little awareness of temperature or pain
Y  N  N/A
31. Shows over sensitivity to normal or slightly raised levels of sound

Y  N  N/A
32. Fearful of certain sounds

Y  N  N/A
33. Covers ears when hearing loud noises

Y  N  N/A
34. Shows appearance of pain when presented with loud noises

Y  N  N/A
35. Seeks quieter part of room or environment

Y  N  N/A
36. Shows discomfort or agitation with loud music

Y  N  N/A
37. Makes self noises or hums

Y  N  N/A
38. Bothered by smells (specify______________________)

Y  N  N/A
39. Likes certain smells (specify _____________________)

Y  N  N/A
40. Brings objects up to nose to smell

Y  N  N/A
41. Shows no reaction to unpleasant or strong odors

Y  N  N/A
42. Does not identify items by smell

Y  N  N/A
43. Covers face or head

Y  N  N/A
44. Avoids maintaining eye contact

Y  N  N/A
45. Over sensitivity to bright lights

Y  N  N/A
46. Prefers darkness, dim light

Comments/Examples: ___________________________________________________________

______________________________________________________________________________

Reaction to Movement:

Y  N  N/A
47. Hesitates movement unless holding onto someone or something

Y  N  N/A
48. Prefers sitting on the floor

Y  N  N/A
49. Resists participating in physical activities

Y  N  N/A
50. Dislikes moving from place to place

Y  N  N/A
51. Dislikes having to move in unfamiliar environments

Y  N  N/A
52. Gets motion sickness

Y  N  N/A
53. Looses balance

Y  N  N/A
54. When falling does not catch self

Y  N  N/A
55. Uses wall or table for support when standing or sitting

Y  N  N/A
56. Seeks rocking

Y  N  N/A
57. Seeks movement that interferes with daily schedule

Y  N  N/A
58. Need to move, shows difficulty in sitting still

Y  N  N/A
59. Runs instead of walks

Y  N  N/A
60. Runs back and forth

Y  N  N/A
61. Doesn’t get dizzy when participating in fast moving or spinning                               
      activities

Comments/Examples: ____________________________________________________________

______________________________________________________________________________
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Use of Body:

Y  N  N/A
62. Shows difficulty holding objects

Y  N  N/A
63. Looks at hands to reach with accuracy or perform a task that is familiar

Y  N  N/A
64. Speech is mumbled or speech is slurred 

Y  N  N/A
65. Difficulty with movements requiring strength

Y  N  N/A
66. Does not sit on furniture or equipment 

Y  N  N/A
67. Squarely shifts self or rocks in chair

Y  N  N/A
68. Awkward or clumsy movements

Y  N  N/A
69. Shows difficulty with fine motor skills

Y  N  N/A
70. Resists reaching across the body

Y  N  N/A
71. Shows difficulty with 2 hand activities such as clapping and catching ball

Y  N  N/A
72. Bumps objects accidentally

Y  N  N/A
73. Trips/falls often

Y  N  N/A
74. Hesitates when walking up ramps, stairs or changes surfaces

      (specify _____)

Y  N  N/A
75. Sits in slouched position

Comments/Examples: ____________________________________________________________

______________________________________________________________________________

Self-Stimulating Behaviors (interferes with completion of tasks/activities):

Y  N  N/A
76. Pushes body against wall/objects/people

Y  N  N/A
77. Makes self vocalizations, hums, whistles

Y  N  N/A
78. To an unusual degree shows a desire to jump, hop, stamp

Y  N  N/A
79. Shows a desire to flap hands, clap

Y  N  N/A
80. Presses wrists

Y  N  N/A
81. Bangs heel

Y  N  N/A
82. Bites self/objects/others (specify __________________)

Y  N  N/A
83. Presses face, particularly chin against objects or others

Y  N  N/A
84. Mouths clothing/objects (specify _________________)

Y  N  N/A
85. Plays/rubs 

Y  N  N/A
86. Rubs finger(s) against other fingers or hand

Y  N  N/A
87. Persistently holds or manipulates an object (specify ________________)

Y  N  N/A
88. Touches certain surfaces, objects, textures constantly

Y  N  N/A
89. Rocks self/head

Y  N  N/A
90. Twirls body

Y  N  N/A
91. Shows constant pacing

Y  N  N/A
92. Shows impulsive running

Y  N  N/A
93. Fixates on spinning, turning of objects

Y  N  N/A
94. Flicks/waves fingers near eyes persistently

Y  N  N/A
95. Stares at bright colors/lights persistently

Y  N  N/A
96. Stares at reflective shiny objects or mirrors persistently

Self-Injurious Behaviors (Frequently interferes with completion of tasks/activities:

Y  N  N/A
97. Picks/scratches skin

Y  N  N/A
98. Pinches

Y  N  N/A
99. Hits

Y  N  N/A
100. Punches

Y  N  N/A
101. Slaps
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Y  N  N/A
102. Pulls Hair

Y  N  N/A
103. Bites arm/hand/wrist

Y  N  N/A
104. Hits body/ head against objects/surfaces

Y  N  N/A
105. Pokes eyes

Comments/Examples: ____________________________________________________________

______________________________________________________________________________

General Responses:

Y  N  N/A
106. Shows frustration easily

Y  N  N/A
107. Gets upset when room or environment is changed

Y  N  N/A
108. Gets upset when there is a change in routine

Y  N N/A
109. Gets upset when around unfamiliar person(s)

Y  N  N/A
110. Difficult to calm when upset

Y  N  N/A
111. Shows delay in responses to sensation (pain, sound, smell, touch)



        or to social communication                           

Y  N  N/A
112. Shows short attention to task, very distractible

Y  N  N/A
113. Shows preference for certain individuals/places

Motivational/Reinforcement Considerations

What type of objects/textures does student enjoy handling? ________________________

________________________________________________________________________

What other types of activities does the student enjoy? ________________________________________

________________________________________________________________________

	Proprioceptive         Oversensitivity/Undersensitivity

Tactile                     Oversensitivity/Undersensitivity

Vestibular              Oversensitivity/ Undersensitivity

Auditory                Oversensitivity/Undersensitivity

Olfactory               Oversensitivity/Undersensitivity

Visual                   Oversensitivity/Undersensitivity  

              


Prepared by:







___________________________________

 Signature


Date

___________________________________

 Signature


Date
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Intermediate Unit 1

Sensory Response Worksheet

Name ____________________________
Date _______________________

The purpose of this worksheet is to guide the development of each individual’s Sensory Checklist Summary. Circle the item numbers that correspond to “Y” responses on the Sensory Response Checklist. The sensory areas below will correspond to the Sensory Response Checklist. The worksheet will be used to develop the Sensory Plan.

	SENSORY CATEGORY
	OVERSENSITIVITY
	UNDERSENSITIVITY

	Proprioceptive

	
	6 7 62 63 64 65 66 67 68 69 76 77 78 79 80 81 82 83 97 98 99 100 101 102 103 104 105

	Tactile
	1 2 3 4 4a 4b 8 9 10 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26
	11 27 28 29 30 84 85 86 87 88



	Vestibular


	5 5a 47 48 49 50 51 52
	53 54 55 56 57 58 59 60 61 70 71 72 73 74 75 89 90 91 92

	Auditory


	31 32 33 34 35 36


	37



	Olfactory


	38


	39 40 41 42

	Visual

	43 44 45 46
	93 94 95 96


Prepared by:







      ________________________________







       Signature


Date
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SENSORY PLAN

Name ____________________________
Date _______________________

	Sensory Category
	Activity
	Time

	 Proprioceptive


	
	

	Tactile


	
	

	Vestibular


	
	

	Auditory


	
	

	Olfactory


	
	

	Visual

	
	


SPECIAL INSTRUCTIONS:









Prepared by:















____________________________














Signature

   Date
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