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ASSESSMENT AND EVALUATION  
PRO FORMA 

 
 Get Active Northumberland Programme  

(7-13 years)  
 
 
 
 

 
 
 
Child’s Name _________________________________ 
 
 
 
NHS Number _________________________________ 
 
 
 
GAN Programme ______________________________   
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Name of Child_________________________________________ 
 
Date of Birth __________________________________________ 
 
Address: 
_____________________________________________________ 
 
_____________________________________________________ 
 
NHS Number __________________________________________ 
 
School/School Nurse____________________________________ 
 
Home Telephone Number: _______________________________ 
 
Mobile number: ________________________________________ 
 
Name of parent / carer (who will attend with child) 
____________________________________________________ 
 
Relationship to the child _________________________________ 
 
Address (if different than Child’s): 
_____________________________________________________ 
 
 
Is there a child protection plan in place for the child? Yes �  No �  
 
Social Worker/ Professionals currently involved with the family  
 
_____________________________________________________  
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Name of child ______________________ 
 
NHS Number________________________ 
 
Social data: this information is required to ensure we are reaching 
all sections of the community and is strictly confidential. 
Ethnicity: please circle the appropriate number to indicate your 
ethnic background. 
 

1. White British 

2. White Irish 

3. Any other white background (please specify _____ _______) 

4. Mixed – White and Black Caribbean 

5. Mixed White and Black African 

6. Mixed – White and Asian 

7. Any other Mixed Background (Please specify______ _____) 

8. Asian or Asian British – Indian 

9. Asian or Asian British – Pakistani 

10. Asian or Asian British – Bangladeshi 

11. Any other Asian background (please specify_____ _______) 

12. Black or Black British – Caribbean 

13. Black or Black British – African 

14. Any other Black background (Please specify_____ _______ 

15. Chinese 

16. Any other ethnic group (Please specify ________ ___) 

Do you own your own accommodation?  Yes  No 

If not, whom do you rent from? Please circle the appropriate 

number. 

1. Local Authority or housing authority 

2. Private Landlord or letting agency 

3. Employer of a household member 

4. Relative or friend of household member 

5. Other 
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Name of child ______________________ 
 
NHS Number________________________ 
 
 
Measurements 
 
Weight ____________________kg 
 
 
Height _____________________cm 
 
 
BMI _______________________kg/m2 
 
 
Waist Circumference __________cm 
 
 
 
Nutrition 
 
How many portions of fruit and vegetables do you eat on average 
per day? 
_____________________________________________________ 
 
How many times a week do you have breakfast? 
_____________________________________________________ 
 
 
What do you normally eat for breakfast? 
_____________________________________________________ 
 
How many packets of crisps do you normally eat a week? 
____________________________________________________ 
 
 
How many glasses of fizzy drink do you normally consume a 
week? ______________________________________________ 
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Name of child ______________________ 
 
NHS Number________________________ 
 
 
 
Physical Activity 
 
How many minutes a day on average do you spend sedentary? 
_____________________________________________________ 
 
 
How many minutes a day on average do you spend being active 
(moderate Intensity) 
_____________________________________________________ 
 
 
What physical activities do you enjoy? 
__________________________________________________ 
 
__________________________________________________ 
 
Do you have a disability or medical condition that we need to be 
aware of? 
____________________________________________________ 
 
_____________________________________________________ 
 
 
Step Test (3 Minutes – 22.5 steps/minute)  
 
Resting Heart rate ________________________ 
 
Heart rate at 2 Minutes ____________________ 
 
Heart rate at 3 Minutes ____________________   
 
Recovery rate ___________________________ 
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Name of child ______________________ 
 
NHS Number________________________ 
 
 
Emotional 
 
Are you experiencing any bullying and/or name calling about your  
 
appearance? 
__________________________________________________ 
 
_____________________________________________________ 
 
_____________________________________________________ 
 
Is anybody helping you with your emotions and feelings? 
_____________________________________________________ 
 
_____________________________________________________ 
 
Please identify which face represents how you feel most of the 
time.  
 
 
1) Happy & Confident      2) Worried about appearan ce   3) Very Unhappy 

And/or name calling 
 
 

 
 
 
 

 
 

 
 
Would you like to talk to someone about how you feel? 
_____________________________________________________ 
 
_____________________________________________________ 
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Name of child ______________________ 
 
NHS Number________________________ 
 
 
 
Consent for information sharing and photographs 
 
 

·  I herby give consent for information related to my child’s 
assessment and progress to be shared with other health 
professionals such including the School Nurse and GP 

 
·  I hereby give my consent to take part in publicity and/or the 

publication of my photograph(s) in materials promoting the 
work Northumberland Care Trust. This may include the 
Press and NHS web sites as well as printed NHS materials. 

   
 
 
 
Parent/Carers Signature ___________________Date:__________ 
 
 
Signature of Health Worker _________________Date:_________  
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Primary Clinical Assessment of the Overweight or Ob ese 

Child 
This form should be completed with the Parent by a 

 Registered Health Practitioner.  
 
The aim of this questionnaire is to identify those children who may need 
investigations and/or referral to a paediatrician for evaluation of underlying 
cause of obesity and to identify/treat associated complications 

 
Name of child: 
 
DOB of child: 
 
Date of assessment: 
 
Name & role of assessing practitioner:  
 

1. Is the child’s height less than the 50th centile? YES/NO 

2. Is there a history of excessive hunger / always eating / 
seeking food? 

YES/NO 

3. Is there a history of obesity since early childhood?  YES/NO 

4. Any unusual facial appearance?  YES/NO 

5. Any history of significant learning difficulties?                        YES/NO 

6. Any history of significant visual problems? YES/NO 

7. Any family history (1st degree relative) of type 2 diabetes
/ ischaemic heart disease / hypertension?                                                                                    

YES/NO 

8. Any history of menstrual disturbance?                               

- menstrual cycle – regular / irregular 
- length of cycle 
- pattern of bleeding – heavy / light 

YES/NO 

9. Any history of sleep problems?                                         YES/NO 

10. Any history of mobility / joint pain?   
  

YES/NO 

11. Is there extreme obesity? YES/NO 

 
If Answers Yes to 1 or more of above questions + BMI plots on above IOTF 

threshold on UK 90 BMI Charts consider referral to Paediatrician 
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Guidance  
 
 

 
 

1. To consider Cushing’s Syndrome 

2. Consider eating disorders / Prader Willi Syndrome 

3. Specifically first 3 years of life 

4. Dysmorphic features. Consider Syndromes 

5.  

6. Registered visual impairment  

7. Increased risk of complications  

8. Consider polycystic ovarian syndrome 

9. Specifically ask about heavy snoring / sleep apnoea 
/  excessive daytime sleepiness 

10. Particularly ask about hip / knee pain 

Consider slipped upper femoral epiphsis  

11. This is to consider single gene defects – hypothalamic 

regulatory defects 
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PARENT AND CHILD GAN PROGRAMME AGREEMENT 

I understand that a free place is offered to me on the Get 
Active Northumberland Programme and agree to the 

following:  

·  That I will attend all the GAN sessions unless I am unwell or 
have a genuine reason that prevents me from attending. 

 

·  That I will inform the programme leader if I am unable to 
attend. 

 

·  That I will participate in the sessions to the best of my ability 

 

·  That I will discuss with the programme leader any concerns 
or problems that may arise 

 

·  That I will respect the GAN staff and other families attending 
and not be unkind to others or use abusive language  

 

·  That I will not bring unhealthy snacks or drinks to the GAN 
sessions                                                           

 

Parents Signature _________________________________ __ 

 

Child’s Signature _________________________________ ___ 
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Physical Activity Readiness Questionnaire (PAR-Q) 

Childs Name _____________________________________ 

NHS Number _______________________________  

Many health benefits are associated with regular exercise, and the 
completion of PAR-Q is a sensible first step to take if you are 
planning to increase the amount of physical activity in your life. 

For most people, physical activity should not pose any problem or 
hazard. PAR-Q is designed to identify the small number of people 
for whom physical activity might be inappropriate or those who 
should have medical advice concerning the type of activity most 
suitable for them. Common sense is the best guide in answering 
these few questions. 

1. Has your doctor ever said that you have a bone or joint 
problem that has been aggravated by exercise or might be 
made worse with exercise?                  Yes/No  

2. Do you have Diabetes or any other metabolic disease?                  
Yes/No  

3. Has your doctor ever said that you have a heart condition 
and that you should only do physical activity recommended 
by your doctor? Yes/No  

4. Is your doctor currently prescribing you drugs or medication? 
Yes/No  

5. Have you ever suffered from unusual shortness of breath at 
rest or with mild exertion? Yes/No  

6. Do you often feel faint, have spells of severe dizziness or 
have lost consciousness? Yes/No  

7. Do you know of any other reason why you should not 
participate in physical activity? Yes/No  

If YES please give details 
_____________________________________________________ 

_____________________________________________________ 
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If you answered: - YES to one or more questions:  

If you have not recently done so, consult with your doctor by 
telephone or in person before increasing your child’s physical 
activity. Tell you doctor what questions you answered ‘yes’ to on 
PAR-Q or present your PAR-Q copy. After medical evaluation, 
seek advice from your doctor as to your child’s suitability for 
supervised progressing physical activity: 

NO to all questions:  

If you answered PAR-Q accurately, you have reasonable 
assurance of your child’s present suitability for participating in the 
physical activity element of the GAN programme 

Assumption of Risk 

I hereby state that I have read, understood and answered honestly 
the questions above. I also state that I wish for my child to 
participate in activities, which will include aerobic exercise, and 
stretching. I realise that my child’s participation in these activities 
involves the risk of injury. Furthermore, I hereby confirm that my 
child is voluntarily engaging in an acceptable level of exercise, 
which has been recommended to them. 

Parents Name: Health Trainer’s Name: 
Signature: Signature: 
Date: Date: 

 

Additional note: I have taken medical advice regarding my child 
and my doctor has agreed that my child should exercise. 

 

Signature: _______________________________ Date: ________ 
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GAN Parents Physical Activity Disclaimer 

Parents Name _____________________________________ 

Address __________________________________________  

Many health benefits are associated with regular exercise. For 
most people, physical activity should not pose any problem or 
hazard.  However, physical activity might be inappropriate for 
some parents without first seeking medical advice particularly 
those who have bone or joint problems, medical conditions and 
those parents who have not recently engaged in a moderate 
amount of physical activity.   

If you have concerns and have not recently done so, consult with 
your doctor by telephone or in person before joining in with your 
child’s physical activity session.   

Please bear in mind that joining in with the physical activity part of 
the programme is optional for parents. You can also give support 
to your child by praising and encouraging their involvement.          

Assumption of Risk 

I hereby state that I have read and understood the above 
information. I also state that I wish for to participate in physical 
activity, which will include aerobic exercise, and stretching. I 
realise that my participation in these activities involves the risk of 
injury. I acknowledge that I am advised to wear appropriate 
footwear and clothing to enable me to take part in physical activity. 

Parents Name: Health Trainer’s Name: 
Signature: Signature: 
Date: Date: 
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END OF PROGRAMME EVALUATION FORM 

 
Name of child _____________________________________________ 
 
NHS Number______________________________________________ 
 
Please ask the child and parent/carer 
 
What did you enjoy most about the GAN programme? 
 
 
 
Was there anything you didn’t enjoy? 
 
 
 
 
What is the most important point you have learned? 
 
 
 
 
Have you any ideas for how the GAN programme could be 
improved? 
 
 
 
Parents  please rate how useful you found the GAN programme on 
the scale  
 
 1 2 3 4 5 6 7 8 9 10 
 ________________________________________________ 

NOT USEFUL        VERY USEFUL
    

 
Children  please rate how useful you found the GAN programme 
on the scale  
 
 1 2 3 4 5 6 7 8 9 10 
 ________________________________________________ 
          NOT USEFUL          VERY USEFUL
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Name of child ______________________ 
 
NHS Number________________________ 
 
Nutrition  
 
How many portions of fruit and vegetables do you eat on average 
per day?  
 
_____________________________________________________ 
 
How many times a week do you have breakfast? _____________ 
 
 
What do you normally eat for breakfast? ____________________ 
 
_____________________________________________________ 
 
 
How many packets of crisps do you normally eat a week? _______ 
 
 
How many glasses/cans of fizzy drink do you normally consume a 
week? _________________________________ 
 
 
 
Measurements  
 
Weight ____________________kg 
 
 
Height _____________________cm 
 
 
BMI _______________________kg/m2 
 
 
Waist Circumference ____________cm 
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Name of child ______________________ 
 
NHS Number________________________ 
 
Physical Activity  
 
Step Test (3 Minutes – 22.5 steps/minute)  
 
 
Resting Heart rate ________________________ 
 
Heart rate at 2 Minutes ____________________ 
 
Heart rate at 3 Minutes ____________________   
 
Recovery rate ___________________________ 
 
 
 
How many minutes a day on average do you spend sedentary?  
 
____________________________________________________ 
 
 
How many minutes a day on average do you spend being active 
(moderate Intensity) ___________________________________ 
 
 
What new physical activities have you tried? _________________ 
 
 ____________________________________________________  
 
 
What activities would you like to take part in with your group at 
reunion events with your group? 
_____________________________________________________ 
 
 
 
Do you have any ideas for group activities in your area? e.g.  
parks, swimming, cycle rides? 
_____________________________________________________ 
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Name of child ______________________ 
 
NHS Number________________________ 
 
Emotional  
 
Are you experiencing any bullying and/or name calling about your  
appearance? 
__________________________________________________ 
  
Is anybody helping you with your emotions and feelings?  
 
_____________________________________________________ 
 
Please identify which face represents how you feel most of the 
time.  
 
1) Happy & Confident     2) Worried about appearanc e     3) Very unhappy 

And/or name calling 
 
 

 
 
 
 

 
 

 
Would you like to talk to someone about how you feel?  ________  
 
_____________________________________________________ 
 
Change4Life Goals for the next 3 months  
 
1. ___________________________________________________ 
 
2. ___________________________________________________ 
 
3. ___________________________________________________ 
 
 
Parent/Carers Signature ___________________Date__________ 
 
Signature of Health Worker _________________ Date_________  
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3 MONTH FOLLOW UP EVALUATION FORM 
 

Name of child ______________________ 
 
NHS Number________________________ 

 
 
 
Measurements  
 
 
Weight ____________________kg 
 
 
Height _____________________cm 
 
 
BMI _______________________kg/m2 
 
 
Waist Circumference ____________cm 
 
 
Nutrition  
 
How many portions of fruit and vegetables do you eat on average 
per day? 
_____________________________________________________ 
 
How many times a week do you have breakfast? ______________ 
 
 
What do you normally eat for breakfast? ___________________ 
 
_____________________________________________________ 
 
How many packets of crisps do you normally eat a week? _______ 
 
 
How many glasses/cans of fizzy drink do you normally consume a 
week? ______________________________________________ 
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Name of child ______________________ 
 
NHS Number________________________ 
 
Physical Activity  
 
 
How many minutes a day on average do you spend sedentary? 
_____________________________________________________ 
 
How many minutes a day on average do you spend being active 
(moderate Intensity) 
_____________________________________________________ 
 
 
 
What new physical activities have you tried? 
____________________________________________________ 
 
 ____________________________________________________ 
 
 
What activities have you taken part in at reunion events with your 
group? 
_____________________________________________________ 
 
_____________________________________________________ 
 
 
 
 
Step Test (3 Minutes – 22.5 steps/minute)  
 
 
Resting Heart rate ________________________ 
 
Heart rate at 2 Minutes ____________________ 
 
Heart rate at 3 Minutes ____________________   
 
Recovery rate ___________________________ 
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Name of child ______________________ 
 
NHS Number________________________ 
 
Emotional  
 
Are you experiencing any bullying and/or name calling about your  
appearance? 
__________________________________________________ 
  
 
Is anybody helping you with your emotions and feelings? 
_____________________________________________________ 
 
Please identify which face represents how you feel most of the 
time.  
 
1) Happy & Confident   2) Worried about appearance   3) Very Unhappy 
     And/or name calling 
 
 

 
 
 
 

 
 

 
Would you like to talk to someone about how you feel? 
 
_____________________________________________________ 
 
Goals for the next 3 months  
 
1. ___________________________________________________ 
 
2. ___________________________________________________ 
 
3. ___________________________________________________ 
 
 
Parent/Carers Signature____________________ Date: ________ 
 
Signature of Health Worker ________________ Date: _________ 
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6 MONTH FOLLOW UP EVALUATION FORM 
 

Name of child ______________________ 
 
NHS Number________________________ 
 
Measurements  
 
 
Weight ____________________kg 
 
 
Height _____________________cm 
 
 
BMI _______________________kg/m2 
 
 
Waist Circumference ____________cm 
 
 
Nutrition  
 
How many portions of fruit and vegetables do you eat on average 
per day? 
_____________________________________________________ 
 
How many times a week do you have breakfast? 
_____________________________________________________ 
 
What do you normally eat for breakfast? 
_____________________________________________________ 
 
How many packets of crisps do you normally eat a week? 
_____________________________________________________ 
 
 
How many glasses/cans of fizzy drink do you normally consume a 
week? _______________________________________________ 
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Name of child ______________________ 
 
NHS Number________________________ 
 
 
Physical Activity  
 
 
How many minutes a day on average do you spend sedentary? 
_____________________________________________________ 
 
 
How many minutes a day on average do you spend being active 
(moderate Intensity) 
_____________________________________________________ 
 
 
 
What new physical activities have you tried? 
_____________________________________________________ 
 
What activities have you taken part in at reunion events with your 
group? 
_____________________________________________________ 
 
_____________________________________________________ 
 
 
Step Test (3 Minutes – 22.5 steps/minute)  
 
 
Resting Heart rate ________________________ 
 
Heart rate at 2 Minutes ____________________ 
 
Heart rate at 3 Minutes ____________________   
 
Recovery rate ___________________________ 
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Name of child ______________________ 
 
NHS Number________________________ 
 
Emotional  
 
Are you experiencing any bullying and/or name calling about your  
appearance? 
__________________________________________________ 
  
 
Is anybody helping you with your emotions and feelings? 
_____________________________________________________ 
 
Please identify which face represents how you feel most of the 
time.  
 
1) Happy & Confident   2) Worried about appearance     3) Very Unhappy 

And/or name calling 
 
 

 
 
 
 

 
 

 
Would you like to talk to someone about how you feel?  
 
____________________________________________________ 
  
Long Term Goals  
 
1. ___________________________________________________ 
 
2. ___________________________________________________ 
 
3. ___________________________________________________ 
 
Parent/Carers Signature __________________Date:__________ 
 
Signature of Health Worker ________________ Date: _________ 


