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Student's Full Name _____________________________	Date of Birth __________   Gender_________	
		    Last               First             Middle
Person Providing Information _____________________	Relationship to student ________________________
Address __________________________________________________	  Email address: _________________________	
Phone Numbers (h) _________________ (w) __________________ (cell) _______________________
School _______________________________	Date form completed_______________________

1. Demographic Information
Mother's name (or female guardian)				Father's name (or male guardian)
_____________________________________		_________________________________
Age _________________________________		Age _____________________________
Occupation ____________________________		Occupation ________________________
Marital status __________________________		Marital status ______________________
 Biological   Step   Adoptive    Legal Guardianship		 Biological   Step   Adoptive    Legal Guardianship

List brother and sisters (use additional sheet if necessary)			
	Name
	
	Age
	
	Grade
	
	Gender
	
	Living at home?

	
	
	
	
	
	
	
	
	Yes          No

	
	
	
	
	
	
	
	
	Yes          No

	
	
	
	
	
	
	
	
	Yes          No

	
	
	
	
	
	
	
	
	Yes          No



List other persons who are living in the home (use additional sheet if necessary)
	Name
	
	Age
	
	Gender
	
	Relationship

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	



With whom does the student reside?  _______________________________________________________________
What is the primary language spoken in the home? ____________________________________________________


2.  Medical History
Did the mother have any of these conditions during pregnancy?  Check those that apply:
 High blood pressure    Heart disease    Anemia    Diabetes    Kidney disease    German measles
 Mumps    Other ____________________________________________


Were there any unusual problems during pregnancy or birth?    Yes   No   Unknown
If yes, explain__________________________________________________________________________________
Was the baby premature?    Yes   No   If yes, number of weeks _________
Was the baby postmature?    Yes    No   If yes, number of weeks _________
Birth Weight ___________
Did the newborn baby have any of the following difficulties?  Check those that apply:
 Fever	     Excessive vomiting	   Feeding problems	 Allergies     Convulsions      Brain injury	
 Bleeding       Oxygen deprivation        Respiratory difficulties      Other_____________________________
Please elaborate on any difficulties checked__________________________________________________________
_____________________________________________________________________________________________
Has the student had any serious illnesses, accidents, or head injuries?   Yes   No
If yes, describe and tell at what age it occurred________________________________________________________
_____________________________________________________________________________________________
Has the student ever had a temperature of 104o or higher for more than several hours?    Yes  No
If yes, how long was it before the fever broke? __________
Did the student have seizures as a result of the fever?    Yes    No   If yes, please explain___________________
_____________________________________________________________________________________________
Has the student ever been admitted to the hospital other than birth?    Yes    No
If yes, when? __________________________ For what? _______________________________________________
Please check any current concerns about your child (please indicate if any were concerns only in the past):
	
	ear infections
	
	hearing problems
	
	allergies
	
	physical limitation/disability

	
	asthma
	
	gastrointestinal problems
	
	snoring
	
	heart disease/murmurs

	
	seizures
	
	eye/vision problems
	
	tics
	
	eating/ appetite problems

	
	attention problems
	
	sleep problems
	
	weight
	
	

	
	Other: Please identify any other health concerns and explain 



Does the student regularly take medication:    Yes	 No   If yes, what for? ______________________________
What medication?  _____________________ How often? ___________ How much? ________________________
Does the student wear glasses or a hearing aid? _______________________________________________________
Estimate the student's present state of health.    Good    Fair    Poor    Very poor
If you checked fair, poor or very poor, please explain___________________________________________________
_____________________________________________________________________________________________
Please indicate any health issues which may interfere with your child’s progress: ____________________________
_____________________________________________________________________________________________
Does your child sleep well?    Yes    	No	If no, please describe the concerns ______________________
_____________________________________________________________________________________________

3. DEVELOPMENTAL HISTORY
Please indicate the age at which the child developed the following skills.  If you are unsure of the exact age, please indicate if the skills were acquired at a time that would be considered “average”, “early” or “late” as compared to other children.
	
	Age
	
	Age
	
	Age

	Sat alone
	
	Said single words
	
	Made sentences or phrases
	

	Crawled
	
	Walked
	
	Toilet trained
	




4. STUDENT CHARACTERISTICS
Describe what your child enjoys doing. _____________________________________________________________ _____________________________________________________________________________________________ 
Describe your child’s strengths.____________________________________________________________________
Describe your child’s temperament. ________________________________________________________________
How much of the child’s speech can you understand?    All    Most    Some    None
What are your child's weaknesses? _________________________________________________________________ 
Does your child differ noticeably from other children his/her age in his/her ability to play, work, etc.? ___________
_____________________________________________________________________________________________ 
Describe any concerns about your child’s eating habits or food limitations. _________________________________

Please check the following that describe your child:
	
	Friendly
	
	Cooperative
	
	Short attention span

	
	Usually happy
	
	Follows directions
	
	Demands excessive attention

	
	Learning difficulties
	
	Avoids eye contact
	
	Alcohol abuse/alcoholism

	
	Vision/Eye Problems
	
	Hearing problems
	
	Disorganized

	
	Sits quietly
	
	Has tics
	
	Drug use/abuse

	
	Overactive/restless
	
	Is sad
	
	Physical disabilities

	
	Mood swings
	
	Seizures
	
	Neat/organized

	
	Angers easily
	
	Is excessively shy
	
	Does risky things

	
	Daydreams
	
	Low energy
	
	Careless, doesn’t complete chores

	
	Sucks thumb
	
	Places objects in mouth
	
	Gets along well with others

	
	Rocks back and forth
	
	Is overly sensitive
	
	Is aggressive

	
	Resistant
	
	Drools
	
	Works well independently

	
	Well coordinated
	
	Throws tantrums
	
	Follows oral directions




5.  FAMILY HISTORY 
Please check if anyone closely related to your child has had any of the following: 
	
	Short attention span
	
	Alcohol abuse/alcoholism
	
	High levels of activity

	
	Mental Illness
	
	Stroke
	
	Hearing problems

	
	Depression
	
	Bipolar
	
	Genetic conditions/disease

	
	Seizures
	
	Learning difficulties
	
	Heart disease

	
	Tics
	
	Mood swings
	
	Physical disabilities

	
	Mental Disability
	
	Vision Problems
	
	Drug use/abuse



Please list any other family history you feel may be relevant to your child’s progress._________________________ _____________________________________________________________________________________________


6.  EDUCATIONAL BACKGROUND
Describe the student's ability to learn.    Average    Above Average    Slower than children of the same age
How would you describe the student's effort to learn?    Average    Great deal of effort    Very little effort
Prior to this time, has anyone ever been concerned about the student's ability to learn?  (physician, teacher, relative)
 Yes    No	If yes, explain___________________________________________________________________
Please list the previous schools attended:____________________________________________________________ _____________________________________________________________________________________________


7. HISTORY OF PROBLEM
What is your major concern regarding your child? _____________________________________________________
How long have you had this concern? ______________________________________________________________
Has there been a change in the student's level of success, effort or ability?   Yes    No
If yes, when and why (if known)___________________________________________________________________
Has the student or family had contact with any other agencies? (Mental Health, Department of Family and Child Services, Department of Juvenile Justice...)  Yes    No  If yes, explain__________________________________
_____________________________________________________________________________________________
What is the student's general attitude toward school?	 Very good    Good    Fair    Poor    Very poor
What information would you like to gain from this process?_____________________________________________
_____________________________________________________________________________________________

Has the student been evaluated by, or received services from any agency or individual who might offer relevant information? __________________________________________________________________________________

Is there anything else you would like us to consider? ___________________________________________________
_____________________________________________________________________________________________
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