Young Learners Placement Assessment
To be filled in by a parent / guardian

Parent / Guardian’s Name and Surname:

JYINID HSITONAT
A AS

Email:

Child's Name and Surname: Date of Birth: / / dd/mm/yy
Course: Today's Date: / / dd/mm/yy
Language Experience: Please tick the appropriate box

1. Can your child read / write in his / her own language? I:l Yes I:l No

2. Has your child ever learnt English before? |:| Yes |:| No

This is the end of the questionnaire

iB13H Please continue

3. How long has your child been learning English?

4. What level of English is your child studying in his / her school right now (e.g. A1/A2/B1, etc.)

and what was his / her final grade?

5. Has your child ever been to an English speaking country to follow an English course?

If yes, what level was the course (e.g. A1/A2/B1, etc.)?

6. Which course books / materials has your child used?

7. Can your child speak any other foreign languages? If yes, what are they and at what level?

Language Knowledge; Please tick the appropriate box

8. Can your child speak / understand English? D Yes D No
9. Can your child read / write in English? D Yes D No

10. Please tick the topics your child knows well in English well:

the alphabet

numbers: 1 -10

body parts

family members
numbers: 11 and more the house / rooms
colours introducing yourself

animals days of the week / months / seasons

[
[

nursery rhymes phonemes

11. What else can he / she say in English?
12. Further comments about your child’s English experience
Thank you for the above information about your child, which will help our teachers in their lesson

planning. Level and age are taken into consideration when placing students in class.
Looking forward to welcoming you and your child to Malta.
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