                                                                 PARENTS’ QUESTIONNAIRE (Pre School) 

The Service for Deaf and Hearing Impaired Children is always trying to improve the quality of the service offered to deaf children and their families, schools and other professionals. 
The NDCS are supporting the Redbridge Service to evaluate the support for deaf children in the borough. 
We would be grateful if you could take a few minutes to fill in the questionnaire below, as this will help evaluate current support and to plan for the future.
ABOUT YOUR CHILD
1. NAME OF CHILD: .................................................................................................................................
2. DATE OF BIRTH: …………………………………………………………. 3. ETHNICITY: ……………………………………………
4. WHO IS YOUR CHILD”S TEACHER OF THE DEAF: ..................................................................................
5. DOES YOUR CHILD ATTEND:   NURSERY 	PLAYGROUP 	CHILDMINDER   	
        IF YES, PLEASE GIVE DETAILS: ......................................................................................................
6. IS YOUR CHILD’S HEARING LOSS:
        MILD 	MODERATE                SEVERE                     PROFOUND                   DON’T KNOW  
        UNILATERAL (one ear)                                    BILATERAL (both ears)  
7. DOES YOUR CHILD HAVE HEARING AIDS?   YES               HOW MANY?                                 NO  
8. DOES YOUR CHILD HAVE A COCHLEAR IMPLANT?   YES                HOW MANY?                    NO  
9. DOES YOUR CHILD HAVE ANY SPECIAL NEEDS IN ADDITION TO THEIR HEARING LOSS?  NO  
        IF YES, PLEASE GIVE DETAILS: ……………………………………………………………………………………………….

SUPPORT
One of our main responsibilities is to support you and your family with your child’s hearing needs. Please tick () the examples that you feel have benefited your child. 
HOME VISITS:                                  SUPPORT AND ADVICE ON METHODS OF COMMUNICATION:                          
HELP WITH AUDIOLOGICAL EQUIPMENT (how to look after hearing aids, etc;):    
EXPLAINING PROFESSIONAL REPORTS (such as those from the Audiology Clinic):  
ADVICE ON ACTIVITIES TO DO WITH YOUR CHILD:                  ADVICE ON SCHOOL PLACEMENTS:           
 PLEASE GIVE DETAILS OF ANY ACTIVITES THAT YOUR TEACHER OF THE DEAF CARRIES OUT WITH YOU THAT YOU FIND PARTICULARLY USEFUL?


VISITS FROM TEACHER OF THE DEAF
1. HOW MANY VISITS HAVE YOU HAD FROM THE TEACHER OF THE DEAF IN THE LAST YEAR?
                              2 – 5 VISITS:                                  6 – 10 VISITS:                            OVER 10 VISITS:  
2. IS THIS …..? 
     THE RIGHT AMOUNT OF TIMES:                 NOT OFTEN ENOUGH:                    TOO MANY TIMES:  
3. HOW WOULD YOU RATE THE QUALITY AND USEFULNESS OF THE ADVICE, SUPPORT AND INFORMATION YOU AND YOUR FAMILY HAVE RECEIVED FROM THE SERVICE?
   EXCELLENT:                          GOOD:                                         FAIR:                                             POOR:     
4. HAVE YOU TRIED TO CONTACT THE SERVICE AT ANY POINT IN THE LAST YEAR:   YES:             NO:  
     IF YES, HOW QUICKLY DID YOU GET A RESPONSE?
    1 – 2 DAYS:             WITHIN A WEEK:                     OVER A WEEK:                 NO RESPONSE RECEIVED: 


MONITORING
HOW WELL DO YOU FEEL YOUR CHILD IS CURENLTY PROGRESSING?
VERY WELL:          QUITE WELL:            ABOUT RIGHT FOR THEIR AGE:             BEHIND FOR THEIR AGE:                                 
                                                                                            DON’T KNOW:               

PARENTS GROUP
As you may know, we also offer a parent support group ‘Link up’, where there is the opportunity to meet other parents, opportunities to learn signing and talk to the Teachers of the Deaf in an informal environment. Please tick () the boxes below that apply to you:
1. I ATTEND THE PARENTS’ GROUP:                 I WOULD LIKE TO KNOW MORE ABOUT THE PARENTS’ GROUP:    
   I DO NOT ATTEND THE PARENTS’ GROUP AND I DO NOT WANT TO KNOW MORE:  
2. IF YOU ATTEND THE PARENTS’ GROUP, DO YOU FIND THE GROUP:
                                          USEFUL:                                                         NOT USEFUL:   
    PLEASE EXPLAIN WHY: …………………………………………………………………………………………………………………………
    ………………………………………………………………………………………………………………………………………………………….





FUTURE
1. HAS THE SERVICE HELPED YOU TO UNDERSTAND YOUR CHILD’S HEARING LOSS AND THEIR NEEDS?
                                           YES:                                  NO:   
2. ARE THERE ANY OTHER WAYS IN WHICH THE SERVICE COULD SUPPORT YOU? 

3. WHAT DO YOU FEEL THE SERVICE DOES WELL?

4. PLEASE TELL US ABOUT ANY PARTS OF THE SERVICE THAT YOU THINK COULD BE IMPROVED:

5. IS THERE ANYTHING ELSE YOU WOULD LIKE TO SEE OFFERED BY THE SERVICE?

6. ARE THERE ANY OTHER COMMENTS YOU WOULD LIKE TO ADD?



YOUR DETAILS 
THANK YOU VERY MUCH FOR TAKING THE TIME TO COMPLETE THIS QUESTIONNAIRE
PLEASE GIVE YOUR TELEPHONE NUMBER, EMAIL AND ADDRESS IF YOU ARE HAPPY FOR US TO CONTACT YOU:
  TELEPHONE NUMBER: ……………………………………………………….. EMAIL: …………………………………………………….
  ADDRESS: ……………………………………………………………………………………………………………………………………………
WOULD YOU LIKE TO RECEIVE INFORMATION ABOUT NDCS AND / OR BECOME INVOLVED IN A LOCAL GROUP OF PARENTS?                     YES:               NO:  
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every deaf child




