KINDERGARTEN PARENT QUESTIONNAIRE

PURPOSE:  Our school recognizes that you can provide valuable information that can be helpful in planning your child’s school program.  You can supply this information by responding to the items listed below.

Child’s Name:__________________________________

Gender:   ____Male
       ___Female

Child’s Date of Birth:_____________________________


Parent/Guardian Name:





Occupation:








Education:








Parent/Guardian Name:






Occupation:








Education:








Siblings:

___________________________
Age:____
___________________________
Age:____

___________________________
Age:____
___________________________
Age:____

___________________________
Age:____
___________________________
Age:____

Other people living in the home:___________________________________________________________

Was there anything unusual about the pregnancy with this child?

Did this child require any special medical care or hospitalization at birth or during the first month after birth?  ____Yes     ____No.  If yes, please explain.

Does your child:

1. Seem to have difficulty hearing?






Yes

No

2. Turn up the TV louder than other members of the family?


Yes

No

3. Seem to favor one ear over the other?





Yes

No

4. Jump or appear to be more startled than others if there is a sudden noise?
Yes

No

5. Seem to hear you if you talk in a whisper?




Yes

No

6. Make you talk loudly or repeat frequently?




Yes

No

7. Have a history of ear infections?






Yes

No

How often?____________

8. Has your child ever had a hearing examination or treatment?


Yes

No


When?________________

Results?______________

Does your child:

1. Seem to have difficulty seeing small lines or pictures?



Yes

No

2. Seem to have a problem seeing things far away?




Yes

No

3. Squint?









Yes

No

4. Wear glasses?








Yes

No

5. Have eyes that turn in?







Yes

No

6. Have eyes that turn out?







Yes

No

7. Is there a history of colorblindness in your child’s family?


Yes

No

8. Has your child ever had an eye examination or treatment?


Yes

No

When?______________
Results?___________________

Does your child:

1. Talk a lot?









Yes

No

2. Seem to speak as well as other children the same age?



Yes

No

3. Speak so you can understand him or her?





Yes

No

4. Speak so other adults can understand him/her?




Yes

No

5. Speak so other children can understand him/her?




Yes

No

At what age did your child first begin to speak.  (Give approximate age if you do not remember exact age):

First words:__________;    Two or three words together:__________;    Sentences:__________

If you think that your child often has a problem making sounds, putting words together, or repeating sounds or words, please explain:

What language is spoken most frequently in the home?









Is there a family history of learning problems in school?

Yes

No


If yes, please describe













Which hand does your child prefer?












What does your child like to do best at home?










Does he/she have any favorite games or toys?










Does he/she prefer to play alone or with others?










How old are your child’s favorite playmates? (note any relationships)  






















How does your child usually get along with siblings?









What kinds of things does your child do that bother you?









Does your child have any special fears (dogs, darkness, etc.)?








Are there things your child does that you think are unusual?









Does your child sit and listen to stories?
Yes
   No



What kind of stories does he/she like?








Do you have any special concerns about your child?

























Circle the things that your child has attended:


Play Group

Day Care Center
Preschool
Other

If your child attends day care or Preschool, where does he/she attend?

For how long has he/she attended?





Were any problems encountered in day care or Preschool?       Yes          No

If yes, please explain














How do you feel about your child’s Preschool performance and experiences?





















Do you give permission for the school to contact your child’s preschool/day care for additional information?              Yes

No

What would you like your child to learn in kindergarten?

Does your child display any special talents such as art, music, performing for others, leading other children, mechanical ability, engaging in physical activities?

Do you have any concerns about your child’s readiness for school?      Yes         No

If yes, please explain:





























What are your child’s greatest strengths?









































Is there any other information that will help us understand your child?
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Please attach 


a small photograph 


of your child here.





Form completed by:							





Relationship to child:							








Thank you for your time and patience in filling out this questionnaire.
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