
Teacher Ques+onnaire 
High School Student 

Student’s Name:  ______________________________________  Date Of Birth: _________ 

School Name: _______________________________________________________________ 
Address: ___________________________________________________________________ 
Phone: ______________   Principal: _______________  Guidance Officer: ______________ 

Person comple+ng this form: Name / Role / Date  
___________________________________________________________________________ 

What are the student’s strengths, interests, abili+es? 

What are your concerns, if any, for this young person? 

Are there any areas we might be able to assist the school? 

Addi+onal comments? 

Please provide the parents with copies of assessments reports or other reports that might 
be of assistance. 

DR FARANA KHAN
(MBChB, DCH, FCP, FRACP)

07 3852 4878
info@medsana.com.au

Ground Floor, Suite 103, 
Building 10, Freeway Office Park

2728 Logan Road Eight Mile Plains QLD 4113

www.medsana.com.au
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