Weldon City Schools

Social Developmental History


Student’s Name: ________________________________________  Date of Birth: ______________  Grade: ______

Ethnicity: _______________  Age: _________  Sex: __________  School: _________________________________

Home Address: _________________________________________________________  Home Phone: ___________  

Name of person completing this form: ______________________________________________________________

Relationship to student: ____________  Phone number where you can be reached during the day: _______________

Date form completed: ___________________________________________________________________________

Family Information

Primary language spoken in the home: ___________________________  Used by student: ____________________

Languages read _______________________________ written __________________________________ by parents

	Family Members (name)
	Age
	Living at home?
	High grade completed
	Occupation

	Natural father


	
	
	
	

	Father (Step / Foster)


	
	
	
	

	Natural Mother


	
	
	
	

	Mother (Step / Foster)


	
	
	
	

	Siblings


	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Other:


	
	
	
	


If stepparent, age of child when entered home: _______________________________________________________

If your child is adopted or a foster child, enter date of home placement: ___________________________________

Child’s age when parents separated or divorced: ______________________________________________________

Has child always lived at home?  ____Yes  ____ No     If NO, where else? _________________________________

Prenatal and Early Developmental History

Pregnancy:

Was the mother under a doctor’s care during pregnancy?   _____ Yes  _____No

Number of previous pregnancies/miscarriages:________________________

Check any of the following complications that occurred during pregnancy.

	
	Difficulty in conception
	
	Toxemia
	
	Abnormal weight gain

	
	Measles
	
	Excessive vomiting
	
	German measles

	
	Excessive swelling
	
	Emotional problems
	
	Vaginal bleeding

	
	Flu
	
	Anemia
	
	High blood pressure

	
	Other (Rh incompatibility, etc.)

	
	Maternal injury.  Describe:

	
	Hospitalization during pregnancy.  Reason:

	
	X-rays during pregnancy.  What month?

	
	Medications used during pregnancy.  Frequency:

	
	Alcohol used during pregnancy.  Frequency:

	
	Cigarettes used during pregnancy.  Frequency:

	
	Other drugs used during pregnancy  

	Type
	Frequency
	Prescription

	
	
	____ Yes   _____ No

	
	
	____ Yes   _____ No

	
	
	____ Yes   _____ No


Birth:

Mother’s age at birth: __________   Birth weight: ______________  Length of stay in hospital:_________________

	Yes
	No
	
	Yes
	No
	

	
	
	Premature delivery (early birth)
	
	
	Birth injuries

	
	
	Late delivery
	
	
	Lack of oxygen during birth

	
	
	Induced labor
	
	
	Baby required blood transfusions

	
	
	Difficult/long labor
	
	
	Birth defects

	
	
	Forceps delivery
	
	
	Born with cord around neck

	
	
	Cesarean birth
	
	
	Incubator 


If you answered YES to any of the above, please explain: _______________________________________________



Neonatal:  (Birth to 6 months)

	Yes
	No
	
	Yes
	No
	

	
	
	Jaundice (bilirubin light, yellow skin)
	
	
	Difficulty gaining weight

	
	
	Seizures
	
	
	Problem feeding and sucking

	
	
	Anemia
	
	
	Fussy, excessive crying


If you answered YES to any of the above, please explain: _______________________________________________

Other problems: ________________________________________________________________________________

_____________________________________________________________________________________________

Developmental History

	
	Early
	Average
	Area of concern

	Sat alone
	
	
	

	Crawled
	
	
	

	Walked alone
	
	
	

	Toilet trained
	
	
	

	Fed self
	
	
	

	Dressed self
	
	
	

	Spoke first word
	
	
	

	Followed simple directions
	
	
	

	Spoke sentences
	
	
	


If you checked “Area of Concern,” please explain: ____________________________________________________

____________________________________________________________________________________________________________________
	Yes
	No
	

	
	
	Have you any concerns about your child’s development?  


If yes, please explain: ___________________________________________________________________________

____________________________________________________________________________________________________________________
Health History

Date of last physical exam: _________________________________  Last dental exam: ______________________

Illnesses and Injuries:

	Yes
	No
	
	Yes
	No
	

	
	
	Frequent colds
	
	
	High temperatures

	
	
	Frequent ear infections
	
	
	Meningitis

	
	
	     (Age started: _______________)
	
	
	Childhood diseases

	
	
	Frequent stomach aches
	
	
	

	
	
	Frequent headaches
	
	
	Head injuries

	
	
	Accidents (auto, fall, etc.)
	
	
	Lost consciousness

	
	
	Fractures / broken bones
	
	
	   (How long?  _______________)


If you answered YES to any of the above, please explain in further detail: __________________________________

_____________________________________________________________________________________________________________________
Chronic Health Problems:

	Yes
	No
	
	Yes
	No
	

	
	
	Vision problems
	
	
	Allergies

	
	
	Wears glasses
	
	
	Asthma

	
	
	Hearing problems
	
	
	Seizures 

	
	
	Migraine headaches
	
	
	Heart problems

	
	
	Physical abnormalities
	
	
	Kidney problems

	
	
	Alcohol or drug use
	
	
	Hyperactivity 

	
	
	Toileting accidents:
	
	
	Sleeping problems

	     Wetting (circle one)
	Day
	Night

	     Soiling (circle one)
	Day
	Night


If you answered YES to any of the above, please explain in further detail: __________________________________

_____________________________________________________________________________________________________________________

Hospitalizations

	Yes
	No
	

	
	
	Surgeries 

	
	
	Illnesses 

	
	
	Emergency Room visit


If you answered YES to any of the above, please explain in further detail: __________________________________

_____________________________________________________________________________________________________________________

	Yes
	No
	

	
	
	Is your child currently on medication?


If you answered YES, please list the name(s) and dosage(s): _____________________________________________

_____________________________________________________________________________________________________________________

	Yes
	No
	

	
	
	Has your child ever been on long term medication (more than 6 months)?


If you answered YES, when? _______________________  What medication(s)? ____________________________

Educational Background

Please list all schools your child has attended, including preschool.

	Grade
	School/City, State
	Grade
	School/City, State

	Pre-K


	
	5th 
	

	
	
	6th
	

	K


	
	7th
	

	
	
	8th
	

	1st


	
	9th
	

	2nd


	
	10th
	

	3rd


	
	11th
	

	4th


	
	12th
	


Has your child repeated any grades?  ___________  If so, what grade(s)? __________________________________

Has your child skipped any grades? ____________  If so, what grade(s)? __________________________________

Has your child ever been evaluated for special education in the past?  _____ Yes  _____ No         If YES, under what category? _____________________________________________________________________________________

Has your child ever been evaluated for special education and not qualified?  _____ Yes  _____ No         

If YES, what school / city / state? __________________________________________________________________

Does your child like school? _____________________________________________________________________

Does your child have a history of behavior problems at school? __________________________________________

Any other comments regarding school? _____________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Social and Behavior Checklist

	Yes
	No
	
	Yes
	No
	

	
	
	Difficulty communicating
	
	
	Prefers to be alone

	
	
	Does not get along with brothers & sisters
	
	
	Is aggressive

	
	
	Sucks thumb
	
	
	Is timid or shy

	
	
	Has frequent tantrums
	
	
	Is more interested in things than people

	
	
	Engages in behavior that could be dangerous to self or others
	
	
	Has special fears, habits, or mannerisms

	
	
	Rocks back and forth
	
	
	Has frequent nightmares

	
	
	Holds breath
	
	
	Bangs head

	
	
	Is stubborn
	
	
	Eats poorly

	
	
	Has blank spells
	
	
	Is clumsy

	
	
	Gives up easily
	
	
	Is impulsive

	
	
	Difficulty getting along with parents
	
	
	Shows daredevil behavior

	
	
	Demonstrates repetitive behaviors 
	
	
	Difficulty with transitions


Please check if any of your child’s relatives have had any of the following:

	Yes
	
	Relationship to child

	
	Alcohol or drug abuse
	

	
	Anxiety disorders
	

	
	Attention Deficit, Hyperactivity Disorder (ADHD)
	

	
	Autism Spectrum Disorder or Asperger’s Syndrome (circle which)
	

	
	Behavior problems
	

	
	Bipolar disorder (manic depressive)
	

	
	Depression
	

	
	Learning problems
	

	
	Mental retardation
	

	
	Mood disorder
	

	
	Schizophrenia
	

	
	Other:
	


Please list any significant events which might have affected your child: ____________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

What methods have you found most useful when trying to change your child’s behavior?  _____________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Any other information you believe would be helpful? _________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Any other comments you would like to make?  ______________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________
Signature of person completing the form: _________________________________________________

Date: _____________________________________________

Thank you for taking the time to complete this Social Developmental History.  Remember, all information you have provided will be treated confidentially and kept in your child’s confidential file.  If you have any questions about information requested on this form, how to fill out any or all of the form, or the use of this information, you may set up an appointment to speak confidentially with your school psychologist about your concerns by contacting your child’s teacher or principal.

Please complete this form and return it to your child’s school as soon as possible.  This information will be treated confidentially and used only for this evaluation process and will not be released without your written permission.  If you have any questions, you may set up an appointment to speak confidentially with your school psychologist about your concerns by contacting your child’s teacher or principal.  Thank you.








