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Student Name:_________________________  DOB____  Age_____ School____________________ Today’s Date______
Home Address:______________________________________________________________________________________  Phone Number____________________ Email: __________________________________________ Sex:   Male    Female
Dominant Language spoken in the home_____________________ Other language spoken in home___________________
Person Filling out form:  Mother    Father    Step Mother    Step Father  Other  (if other please explain)___________________
__________________________________________________________________________________________________
Marital Status of Parents: ____________If separated or divorced how old was your child when separation occurred_______
If remarried how old was your child when stepparent entered the family__________________________________________
Was your child adopted?  Yes   No             If yes, at what age? _____    Does your child know he/she is adopted    Yes  No

Guardian 1: Name_____________________________  Age_____   Education _________________________________________  Occupation___________________________  Email______________________________________________

Guardian 2:  Name______________________________  Age_____   Education _______________________________________ Occupation___________________________  Email _____________________________________________

List other people living in the house hold
________________________________________________________________________________________________________
Name                                                                          Sex                                   Relationship to child                                             Age
________________________________________________________________________________________________________
Name                                                                          Sex                                   Relationship to child                                             Age
________________________________________________________________________________________________________
Name                                                                          Sex                                   Relationship to child                                             Age
________________________________________________________________________________________________________
Name                                                                          Sex                                   Relationship to child                                             Age

Are there any significant people living outside the home that have an impact on your child? Please list. ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are your concerns about your child’s education?  Also indicate any social or behavioral issues that are of concern._________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





	Behavior
	Check if the behavior describes your child
	How old was the child when you first noticed the behavior
	Explain what the behavior looks like at home.

	Has difficulty beginning or completing tasks on time
	
	
	

	Is easily distracted
	
	
	



	Has difficulty remaining seated
	
	
	



	Fidgets when seated
	
	
	



	Is unorganized
	
	
	





Developmental History and Milestones
How old was the mother when she became pregnant?_____   Was this the first pregnancy?  Yes___   No___    
Was the pregnancy full term?  Yes___  No___       If not how many weeks? ______    Birth weight  ____lbs.  ___oz
Please list any complications that occurred during pregnancy or delivery ________________________________________
________________________________________________________________________________________________________

Was neonatal care needed?  Yes___ No___    If yes for how long __________ If yes, please explain _______________________
________________________________________________________________________________________________________________________________________________________________________________________________________________

At what age did your child:   Sit alone______ Crawl______ Stand_____ Walk_____ Babble ____ Say words _____ Sentences ____ Toilet Trained _____ 

Were there any other concerns with your child’s development?  Yes_____ No____   If yes, please explain __________________
________________________________________________________________________________________________________________________________________________________________________________________________________________

During your child’s early years did he/she show any of the following behaviors?
___Did not enjoy cuddling       ___Was excessively restless        ___Had poor sleep patterns      ___Had excessive accidents
___Did not babble                   ___ Did not speak                         ___ Had poor eye contact          ___Had excessive fears
___ Ignored toys                      ___ Unusual attachment to objects                                                 ___Peculiar patterns of speech
___ Preferred to play alone      ___Was not interested in other children                                         ___ Did not smile socially
___ Lined up toys repeatedly   ___ Repeated words/phrases      ___Meltdowns with transitions    ___Extreme response to sound

Describe your child’s play and interaction with other children and adults when he/she was younger: _________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________

Describe your child’s physical, emotional, and social development:
Physical:       Below Average    Average   Above Average
Emotional:    Below Average    Average    Above Average
Social:          Below Average    Average    Above Average  

Medical History
Is your child currently in good health? ___Yes    ___No  If no, please indicate health issues _________________________
__________________________________________________________________________________________________

Please mark any illnesses or conditions that your child has previously experienced and indicate approximate age:
	
	Illness
	Age
	
	
	Illness
	Age
	
	
	Illness
	Age

	
	Seizures
	
	
	
	Visual Problems
	
	
	
	Memory Problems
	

	
	Convulsions
	
	
	
	Loss of Consciousness
	
	
	
	Epilepsy
	

	
	Broken Bones
	
	
	
	Dizziness
	
	
	
	Diabetes
	

	
	Hearing Problems
	
	
	
	Frequent Headaches
	
	
	
	Asthma
	

	
	Ear Infections
	
	
	
	Difficulty Concentrating
	
	
	
	Suicide Attempts
	

	
	Other
	
	
	
	
	
	
	
	
	


Does your child have any allergies?  ___ Yes  ___ No   ___Not Sure    If yes please describe _____________________________
_______________________________________________________________________________________________________

Does your child have any disabilities?  ___ Yes   ___ No  ___Not Sure    If yes, please describe ____________________________
________________________________________________________________________________________________________

Has your ever been hospitalized?  ___ Yes   ___ No   If yes, please indicate reason _____________________________________
________________________________________________________________________________________________________

When was your child’s last hearing exam? __________  Results of this exam ______________________________________

When was your child’s last vision exam?  ____________Results of this exam______________________________________

Please check mark any illness or condition that has been diagnosed within the IMMEDIATE family.

	
	Illness
	Relation to Child
	
	
	Illness
	Relation to Child

	
	Blindness
	
	
	
	Learning Disorder
	

	
	Depression
	
	
	
	Mental Illness
	

	
	Developmental Problems
	
	
	
	Seizures
	

	
	Hyperactivity
	
	
	
	Sleeping Problems
	

	
	Intellectual Disability
	
	
	
	Suicide Attempts
	



Is your child currently taking any medications?  ___ Yes  ___ No    If yes, please explain what the medications are for and dosage of the medication. _____________________________________________________________________






 Educational History

Did your child receive WV Birth to Three early intervention services?  ___ Yes   ___ No   If yes, please describe including frequency and duration of these services __________________________________________________________________
____________________________________________________________________________________________________

Did your child participate in any preschool program?  ___ Yes  ___ No   If yes, please describe the services, including frequency and duration of these services __________________________________________________________________
____________________________________________________________________________________________________

Did your child receive special education services from the IDEA Part B for three to five year olds? ___  Yes  ___ No   If yes, please describe the services, including frequency and duration._________________________________________________
____________________________________________________________________________________________________

How old was your child when he/she started Kindergarten? _____

Has your child ever been held back or retained?  ____ Yes  ___No     If yes, please indicate grade and reason he/she was held back ____________________________________________________________________________________________

Does your child receive any tutoring or therapy at school?  ____Yes  ____No     If yes, please describe _________________
____________________________________________________________________________________________________

Has there been a significant change in your child’s performance at school?  ____Yes   ___No      If yes, please describe ____________________________________________________________________________________________________

Has your child ever transferred schools?  ___ Yes  ____ No   If yes please indicate number of times and previous schools.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

On average, how many days is your child absent from school per month _________ Please indicate reasons for these absences ________________________________________________________________________________________________________________________________________________________________________________________________________________

Other Information

Has your child ever been evaluated by a psychologist or had any other types of assessment completed for purpose of diagnosis (e.g. for ADHD)?  ____Yes  ___No    Date:___________   If yes, do you have a copy of the report?  If so please attach. 

Please list any other information that may be beneficial in education planning for your child.________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Thank you for taking the time to complete this form.  It will be very beneficial in assisting our educational team to best serve your child.

_____________________________________________________________________________
Signature                                                                                                                                Date	
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