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FAMILY-HEALTH-DEVELOPMENTAL HISTORY
PARENT INPUT/CONTACT FORM

Dear Parent/Guardian,									
Your child has been referred for an evaluation by either district staff or yourself.  Your input is needed in order to complete this evaluation. Please include any information that would be helpful to us in understanding your child.  Please complete the following information and return it to the school as soon as possible.  Also, please provide copies of any reports or evaluations from other sources that may be relevant to the review.

Please return to :________________________


	
Person completing form:
	
	
	Date:
	

	Relationship to student:
	
	Biological Mother
	
	Stepmother
	
	Adoptive
	
	Grandparent(s)

	
	
	Biological Father
	
	Stepfather
	
	Foster
	
	Other (specify):






	Student:
	
	DOB:
	
	Age:
	

	Address:
	
	Home Phone:
	

	Teacher:
	
	Grade:
	
	Building:
	

	Name of Parent/Legal Guardian:
	
	

	Is student living with legal guardian?  

	__Yes     __No  If No, please state address of the student’s legal guardian.


FAMILY INFORMATION:
	
	Name
	
	Employment
	Check if living with student

	Mother
	
	
	
	
	
	

	Stepmother
	
	
	
	
	
	

	Father
	
	
	
	
	
	

	Stepfather
	
	
	
	
	
	

	
	
	
	
	
	
	

	Other Children in 
the Family:
Name
	

Age
	

Grade
	
Relation 
to student
	Check if living at home
	
Educational Problems
	
Health 
Problems

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	



Primary Language Spoken in the Home: ________________    Secondary Language Spoken in the Home: _______________

STUDENT’S HEALTH HISTORY:   (Use reverse side or at the end of this document to describe any health conditions or hospitalizations your child has experienced beyond the typical illnesses of childhood.)

Was birth difficult?___________ Premature?__________ Complicated?_______ Describe any difficulties during pregnancy and birth.


Describe any major illnesses, injuries, or operations.  Include incidence of seizures, convulsions, or extremely high temperatures.


Is your child frequently troubled by any of the following:  ___Colds     ___Earache     ___Sore Throat     ___Other: ________

Last physical examination:  Date____________ Physician______________________ Results_________________________


Developmental History:
Age your child: Sat alone_____________  Crawled______________  Walked alone______________  Fed Self___________
                           Said first word______________  Said two-word sentence_____________ toilet trained_________________

Has your child received health services from an agency such as (please check any/all that apply):
___Children’s Miracle Network   ___Division of Family Services    ___Big Brothers/Sisters    
Other: (describe)_______________________________________________

Please check if your child has been seen professionally outside of the school for any of the following and list the service provider(s) (i.e., Regional Center, Division of Family Services, etc.). 
	
	Speech therapy
	

	
	Language therapy
	

	
	Physical therapy
	

	
	Occupational therapy
	

	
	Private tutoring
	

	
	Counseling
	

	
	Other—describe:
	




Current Medical/Health Status:
Does your child have any of the following?  
	YES
	
	NO
	
	
	
	Medication 
(if prescribed)

	
	
	
	Seizure Disorder:   Petit Mal     Grand Mal       Dr.
	
	
	

	
	
	
	Allergies:   Asthma,  Hay Fever,  Food,  Immunizations,  Drugs,  Insect Stings
	
	

	
	
	
	Vision Acuity Problems:  Describe
	
	
	

	
	
	
	Hearing Acuity Problems: Describe
	
	
	

	
	
	
	Cerebral Palsy:   Spastic   Athetoid   Mixes
	
	

	
	
	
	                           Hemiparesis   Paraparesis   Quadreparesis
	
	

	
	
	
	                            Mild   Moderate   Severe
	
	
	

	
	
	
	Cleft Palate:  Surgically Repaired,   Surgically Partially Repaired
	
	

	
	
	
	Tongue Tied (Ankyloglossia):  Surgically Repaired,  Not Repaired
	
	

	
	
	
	Circle:
	Heart Disease     Diabetes     Kidney Disease     Arthritis
	
	

	
	
	
	
	Hemophilia     Cancer     Muscular Dystrophy     Scoliosis
	
	

	
	
	
	
	Cystic Fibrosis
	
	

	
	
	
	ADD    ADHD:  Describe
	
	
	

	
	
	
	Special Procedures:  Describe
	
	
	

	
	
	
	Dietary Concerns:  Describe
	
	
	

	
	
	
	Other:  Describe
	
	
	



STUDENT’S EDUCATIONAL HISTORY:
Did your child participate in Parents as Teachers?  ___Yes   ___No     Early Childhood Special Education?  ___Yes     ___No
Preschools attended and dates of attendance:

Schools attended and dates/grades of attendance:



CURRENT CONCERNS:
Please summarize from your point of view the difficulties your child is experiencing in the school setting.  List your concerns or check under “None” if you have no concerns in each area.
	AREA
	NONE
	SPECIFIC CONCERNS

	
1.
	
HEALTH
General Health

	
	

	
	
GROSS MOTOR
running, skipping, balance, biking

	
	

	

	
FINE MOTOR
coloring, cutting, handwriting

	
	

	
2.
	
VISION  (Please specify if student wears glasses, contacts, etc.)

	
	

	
3.
	
HEARING


	
	

	
4.
	
COMMUNICATION
A. Speech

	
	

	
	
B. Language


	
	

	
5.
	
SOCIAL/EMOTIONAL BEHAVIORAL

	
	

	6.
	COGNITIVE/ADAPTIVE BEHAVIOR
A. Intellectual: remembers facts, learns quickly
	
	

	

	
B. Adaptive Behavior: Dressing, eating, grooming, toileting

	
	

	
7.
	
ACADEMIC/TRANSITION
A. Academics:  reading, math, writing

	
	

	

	
B. Transition: study skills, organization, daily life skills, communication experiences
	
	


Any Additional Comments:



