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Request for Child Find Assistance/Questionnaire Form
This form has two parts that ask for information about your child.
· Part 1: Personal background information about your child and your family.
· Part 2: Developmental History, Health information, and Educational History about your child.

Please take the time to read through the form and respond to all questions carefully. Your input is an important source of information and helps introduce us to your child. The details you provide allow us to better understand your child as a whole and assist us in planning and scheduling with our evaluation teams. We sincerely appreciate your time in completing this form and look forward to working with you and your child.
Part 1: Personal Background Information:
Please write your child’s last name and first name exactly as it appears on the birth certificate:
[bookmark: Text1][bookmark: Text2]Last Name:       First Name:      
[bookmark: Text3][bookmark: Text4]Date of Birth:       Age:       Sex:  Male |_|  Female |_|
[bookmark: Text7][bookmark: Text8][bookmark: Text9]Home Address:       City:       Zip Code:      
[bookmark: Text10][bookmark: Text11]Do you live in Forsyth County?       If no, what county do you live in?      
[bookmark: Text12]What elementary school is your child zoned for based on your home address?      
[bookmark: Text13][bookmark: Text14]Mother/Guardian Name:       Cell Phone:      
[bookmark: Text15][bookmark: Text16]Email Address:       Occupation:      
[bookmark: Text17][bookmark: Text18]Father/Guardian Name:       Cell Phone:       
[bookmark: Text19][bookmark: Text20]Email Address:       Occupation:      
[bookmark: Text21]Why are you requesting assistance for your child?      


Who does your child live with? 
[bookmark: Check12][bookmark: Check13][bookmark: Check14][bookmark: Check15][bookmark: Check16][bookmark: Check17]|_| Both / |_| Mother / |_| Father / |_| Other Relative / |_| Foster Parent / |_| Guardian 
[bookmark: Check18][bookmark: Check19]Are there any custody concerns that are documented?  |_| No |_| Yes
* If yes, please upload those documents with the questionnaire and email to Mardy Hendon.
[bookmark: Check20][bookmark: Check21][bookmark: Text22]Is your child adopted? |_| No |_| Yes At what age did they join your family?      
[bookmark: Check22][bookmark: Check23]Is your child in a foster placement? |_| No |_| Yes
[bookmark: Text23]If yes, how long has the child been placed with you?      
[bookmark: Text24][bookmark: Text25]Foster Family Case Worker’s Name:       Phone Number:      
[bookmark: Text26]Who is the legal guardian:      
 *If other than biological parents, please provide documents with the questionnaire and email to Mardy Hendon.
Additional people living in the home:
	Name(s) of Siblings
	Age
	Gender
	Living at Home
	School Grade/Occupation

	[bookmark: Text27]      
	[bookmark: Text28]     
	[bookmark: Text29]     
	[bookmark: Text30]     
	[bookmark: Text31]     

	[bookmark: Text32]     
	[bookmark: Text33]     
	[bookmark: Text34]     
	[bookmark: Text35]     
	[bookmark: Text36]     

	[bookmark: Text37]     
	[bookmark: Text38]     
	[bookmark: Text39]     
	[bookmark: Text40]     
	[bookmark: Text41]     

	[bookmark: Text42]     
	[bookmark: Text43]     
	[bookmark: Text44]     
	[bookmark: Text45]     
	[bookmark: Text46]     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     



	Name(s) of All Adults in the Home
	Age
	Occupation
	Relationship

	      
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     



Based on your experience, please answer the following:
How would you describe:
[bookmark: Check24][bookmark: Check25][bookmark: Check26]Your child’s ability to learn? |_| Below Average |_| Average |_| Above Average
[bookmark: Check27][bookmark: Check28][bookmark: Check29]Your child’s effort to learn? |_| Below Average |_| Average |_| Above Average
[bookmark: Check30][bookmark: Check31][bookmark: Check32]Your child’s attitude toward school? |_| Poor |_| Fair |_| Good
Does your child differ noticeably from other children in their ability to:
[bookmark: Check33][bookmark: Check34][bookmark: Text72]Communicate with others: |_| No |_| Yes if so, please explain:      
[bookmark: Check35][bookmark: Check36][bookmark: Text73]Complete tasks: |_| No |_| Yes if so, please explain:      
[bookmark: Check37][bookmark: Check38][bookmark: Text74]Follow Directions: |_| No |_| Yes if so, please explain:      
[bookmark: Text75]What are your child’s strengths?      
[bookmark: Text76]What are your child’s weaknesses?      
[bookmark: Text77]What types of toys and games does your child enjoy?      
[bookmark: Text78]Does your child participate in any community activities or organizations outside the home (i.e., mother’s morning out, gymnastics, library story time, etc.)?      
Have any of the following occurred? (check all that apply)
[bookmark: Check39][bookmark: Text79]|_| Parents separated or divorced. When?      
[bookmark: Check40][bookmark: Text80]|_| A death or major loss. Who/When?      
[bookmark: Check41][bookmark: Text81]|_| Any other significant family events that may be influencing your child?      
[bookmark: Text82]What concerns do you currently have for your child, and when did they begin?      
[bookmark: Text83]What type of support do you think your child needs?      
What early intervention services has your child participated in? (Check all that apply)
[bookmark: Check42][bookmark: Check47]|_| Audiological   	                           	|_| Ophthalmologist 	
[bookmark: Check43][bookmark: Check48]|_| Developmental Pediatrician           	|_| Psychological      	
[bookmark: Check44][bookmark: Check49]|_| Physical Therapy      	                 	|_| Speech-Language Therapy
[bookmark: Check45][bookmark: Check50]|_| Occupational Therapy                   	|_| Babies Can’t Wait
[bookmark: Check46][bookmark: Text84]|_| Other      	
*  If you checked any of the boxes above, please email Mardy Hendon any evaluation reports, therapy notes, and/or progress reports from the past year.


Home Language Information:
[bookmark: Text85]What is the child’s native language?      
[bookmark: Check51][bookmark: Check52]Are there additional languages spoken in the home? |_| No |_| Yes
[bookmark: Text86]If so, please list additional language(s):      
If your child speaks a language OTHER than English, please complete the following questions.
[bookmark: Text87]What language do the child’s parents/guardian prefer to communicate in?      
[bookmark: Text88]What language do the adults in the home communicate with each other in?      
[bookmark: Text89]What language did your child first speak in?      
[bookmark: Text90]What language does your child prefer to speak in now?      
[bookmark: Check53][bookmark: Check54]Does your child have difficulty understanding or speaking in their native language? |_| No |_| Yes
[bookmark: Text91]If yes, please explain.      
[bookmark: Check55][bookmark: Check56]Does your child have difficulty or speaking in English? |_| No |_| Yes
[bookmark: Text92]If yes, please explain.      
[bookmark: Check57][bookmark: Check58][bookmark: Text93]Has your child been exposed to English? |_| No |_| Yes If so, how long?      

Part 2: Developmental and Health History
Birth and Prenatal History:
Did the child’s mother experience or engage in any of the following during pregnancy? (check all that apply)

[bookmark: Check59][bookmark: Check67]      	|_| Lack of prenatal care                              	|_| Premature labor
[bookmark: Check60][bookmark: Check68]      	|_| Emotional distress                                  	|_| Hypertension
[bookmark: Check61][bookmark: Check69]      	|_| Gestational diabetes                               	|_| Drug use
[bookmark: Check62][bookmark: Check70]      	|_| Chronic disease                                       	|_| Smoking
[bookmark: Check63][bookmark: Check71]      	|_| Poor nutrition                                          	|_| Hospitalization
[bookmark: Check64][bookmark: Check72]      	|_| Preeclampsia                                          	|_| Diabetes
[bookmark: Check65][bookmark: Check73]      	|_| Alcohol use                                              	|_| Traumatic event
[bookmark: Check66][bookmark: Check74]      	|_| Surgery                                                   	|_| Toxemia
Did any of the following occur during or immediately following delivery? (Check all that apply)
[bookmark: Check75][bookmark: Text94]|_| Premature birth? How many weeks gestation?      
[bookmark: Check76]|_| Normal vaginal delivery?
[bookmark: Check77]|_| Scheduled C-section? 
[bookmark: Check78][bookmark: Text95]|_| Emergency C-section? Why?      
[bookmark: Check79]|_| Delivered in breech position
[bookmark: Check80]|_| Vacuum suction used
[bookmark: Check81][bookmark: Text96]|_| Required a stay in NICU? How long and for what reason?      
[bookmark: Check82][bookmark: Text97][bookmark: Text98]|_| Child’s Birth Weight       lbs.       oz.
[bookmark: Check83][bookmark: Check84]Did your child pass the newborn hearing screening?   |_| No |_| Yes    	
Medical History:
[bookmark: Text99]When was your child’s last check-up from a pediatrician?      
[bookmark: Text100]Were any concerns discussed, or recommendations made?      
[bookmark: Check85][bookmark: Check86]Has your child been diagnosed with any syndromes or medical conditions? |_| No |_| Yes
[bookmark: Text101]If yes, please list or describe:      
*Please provide Mardy Hendon copies of any reports relevant to this information.



Does your child have a history of or current diagnosis for any of the following? (check all that apply)
	Medical Concern
	Medication
	Notes about Medical Concern

	[bookmark: Check87]|_| Asthma
	[bookmark: Text102]     
	[bookmark: Text103]     

	[bookmark: Check88]|_| Diabetes
	[bookmark: Text104]     
	[bookmark: Text105]     

	[bookmark: Check89]|_| Seizures
	[bookmark: Text106]     
	[bookmark: Text107]     

	[bookmark: Check90]|_| Traumatic Brain Injury
	[bookmark: Text108]     
	[bookmark: Text109]     

	[bookmark: Check91]|_| Food Allergies
	[bookmark: Text110]     
	[bookmark: Text111]     

	[bookmark: Check92]|_| Cerebral Palsy
	[bookmark: Text112]     
	[bookmark: Text113]     

	[bookmark: Check93]|_| Season Allergies
	[bookmark: Text114]     
	[bookmark: Text115]     

	[bookmark: Check94]|_| Eczema
	[bookmark: Text116]     
	[bookmark: Text117]     

	[bookmark: Check96]|_| Lead Poisoning
	[bookmark: Text118]     
	[bookmark: Text119]     

	[bookmark: Check95]|_| Fevers
	[bookmark: Text120]     
	[bookmark: Text121]     

	[bookmark: Check97]|_| Chronic Ear Infections
	[bookmark: Text122]     
	[bookmark: Text123]     

	[bookmark: Check98]|_| Encephalitis
	[bookmark: Text124]     
	[bookmark: Text125]     

	[bookmark: Check99]|_| Anemia
	[bookmark: Text126]     
	[bookmark: Text127]     

	[bookmark: Check100]|_| Meningitis
	[bookmark: Text128]     
	[bookmark: Text129]     

	[bookmark: Check101]|_| Reflux
	[bookmark: Text130]     
	[bookmark: Text131]     

	[bookmark: Check102]|_| Croup
	[bookmark: Text132]     
	[bookmark: Text133]     

	[bookmark: Check103]|_| Autism
	[bookmark: Text134]     
	[bookmark: Text135]     

	[bookmark: Check104]|_| Other
	[bookmark: Text136]     
	[bookmark: Text137]     

	[bookmark: Check105]|_| Other
	[bookmark: Text138]     
	[bookmark: Text139]     


Is your child followed by any of these specialists? (Check all that apply)
*Please proved Mardy Hendon copies of any reports relevant to this information.
	Specialist
	Provider Name
	Reason

	[bookmark: Check106]|_| Ophthalmologist
	[bookmark: Text140]     
	[bookmark: Text141]     

	[bookmark: Check107]|_| Neurologist
	[bookmark: Text142]     
	[bookmark: Text143]     

	[bookmark: Check108]|_| Gastroenterologist
	[bookmark: Text144]     
	[bookmark: Text145]     

	[bookmark: Check109]|_| Cardiologist
	[bookmark: Text146]     
	[bookmark: Text147]     

	[bookmark: Check110]|_| Psychologist/Psychiatrist
	[bookmark: Text148]     
	[bookmark: Text149]     

	[bookmark: Check111]|_| ENT- Ear Nose and Throat
	[bookmark: Text150]     
	[bookmark: Text151]     

	[bookmark: Check112]|_| Orthopedist
	[bookmark: Text152]     
	[bookmark: Text153]     

	[bookmark: Check113]|_| Developmental Pediatrician
	[bookmark: Text154]     
	[bookmark: Text155]     

	[bookmark: Check114]|_| Pulmonologist
	[bookmark: Text156]     
	[bookmark: Text157]     

	[bookmark: Check115]|_| Endocrinologist
	[bookmark: Text158]     
	[bookmark: Text159]     

	[bookmark: Check116]|_| Audiologist
	[bookmark: Text160]     
	[bookmark: Text161]     

	[bookmark: Check117]|_| Speech Therapist
	[bookmark: Text162]     
	[bookmark: Text163]     


Has or is your child experiencing any of the following? (check all that apply)
	Medical Condition
	Date:
	Comment:

	[bookmark: Check118]|_| Hospitalization
	[bookmark: Text164]     
	[bookmark: Text165]     

	[bookmark: Check119]|_| Surgery
	[bookmark: Text166]     
	[bookmark: Text167]     

	[bookmark: Check120]|_| Middle ear fluid/infections
	[bookmark: Text168]     
	[bookmark: Text169]     

	[bookmark: Check121]|_| Pressure Equalization (PE) tube insertion
	[bookmark: Text170]     
	[bookmark: Text171]How many times?      

	[bookmark: Check122]|_| Hearing test
	[bookmark: Text172]     
	[bookmark: Text173]     

	[bookmark: Check123]|_| Hearing Loss
[bookmark: Check124][bookmark: Check125]|_| Right |_| Left Bilateral
	[bookmark: Text174]     
	[bookmark: Text175]     

	[bookmark: Check126]|_| Hearing Aids
[bookmark: Check127]|_| Cochlear Implant
	[bookmark: Text176]     
	[bookmark: Text177]     

	[bookmark: Check128]|_| Immediate family history of hearing loss
	[bookmark: Text178]     
	[bookmark: Text179]Relationship to child?      

	[bookmark: Check129]|_| Vision Exam
	[bookmark: Text180]     
	[bookmark: Text181]     

	[bookmark: Check130]|_| Vision problems
	[bookmark: Text182]     
	[bookmark: Text183]     

	[bookmark: Check131]|_| Glasses for difficulty seeing
[bookmark: Check132]|_| Up close Far away
	[bookmark: Text184]     
	[bookmark: Text185]     


Does your child utilize any type of equipment to meet their needs? (check all that apply)
	 Equipment
	Device/Equipment Information
	How does this help your child?

	Assistive Technology (AT) (i.e., communication device)
	[bookmark: Text186]Type/Name:      
[bookmark: Text187]Who provided:      
[bookmark: Text188]Device start date:      
	[bookmark: Text189]     

	Mobility Equipment (i.e., wheelchair, walker, orthotics)
	Type/Name:      
Who provided:      
Device start date:      
	[bookmark: Text190]     

	Feeding Equipment (i.e., adapted bowl, thickener, g-tube)
	Type/Name:      
Who provided:      
Device start date:      
	[bookmark: Text191]     

	Medical Equipment (i.e., oxygen, suctioning)
	Type/Name:      
Who provided:      
Device start date:      
	[bookmark: Text192]     

	Adapted Equipment (i.e., adapted toilet, or potty seat)
	Type/Name:      
Who provided:      
Device start date:      
	[bookmark: Text193]     

	Sensory Regulation (i.e., brushing, weighted vest or blanket)
	Type/Name:      
Who provided:      
Device start date:      
	[bookmark: Text194]     


Educational History:
[bookmark: Check133][bookmark: Check134]Has your child ever attended preschool or daycare?  |_| No |_| Yes
[bookmark: Text195]If so, how old were they when they first began attending?      
[bookmark: Check135][bookmark: Check136]Have teachers ever expressed concerns about your child’s performance?  |_| No |_| Yes
[bookmark: Text196]If so, please explain.      
[bookmark: Check137][bookmark: Check138]Has your child had any behavior concerns at school? |_| No |_| Yes
[bookmark: Text197]If so, please explain.      
[bookmark: Check139][bookmark: Check140]Does your child currently attend school or daycare?  |_| No |_| Yes    	
If so, please provide the following information:
[bookmark: Text198][bookmark: Text199]School Name       Phone:      
[bookmark: Text200][bookmark: Text201][bookmark: Text202][bookmark: Text203]Address:       City:       State:       Zip:      
[bookmark: Check141][bookmark: Check142][bookmark: Check143][bookmark: Check144][bookmark: Check145]Days of Attendance:   |_| Monday |_| Tuesday |_| Wednesday |_| Thursday |_| Friday
[bookmark: Text204][bookmark: Check146][bookmark: Check147]Hours of Attendance:       May we contact your child’s teacher?  |_| No |_| Yes    	
[bookmark: Text205][bookmark: Text206]Teacher:       Email:      
[bookmark: Text207]Phone:      
Please indicate how old your child was when they began to do the following:
· [bookmark: Text208]Sit independently       months
· [bookmark: Text209]Crawl       months
· [bookmark: Text210]Walk       months
· [bookmark: Text211]Say first words       months
· [bookmark: Text212]Use short phrases       months
· [bookmark: Text213]Speak in sentences       months
· [bookmark: Text214]Urinate in toilet       months
· [bookmark: Text215]Control bowel movements       months



Does your child have difficulty with any of the following?  (check all that apply)



1

[bookmark: Check148]|_| Frequent falls
|_| Frequent temper tantrums
|_| Sleeping through the night
|_| Not responding to name when called
|_| Being overly active
|_| Being a picky eater
|_| Easily distracted or impulsive
|_| Aggressive behaviors
|_| Making eye contact
|_| Being understood by others
|_| Following directions
|_| Managing unexpected changes to routine
|_| Eating nonfood items
|_| Preferring to be alone
|_| Climbing playground equipment

|_| Engaging in repetitive movements such as spinning, rocking or hand flapping
|_| Unusual fixations or interests with unusual intensity (repeating phrases of movies)
|_| Repetitive ways of playing (i.e. lining toys up, banging, stacking)
|_| Being overly or under-sensitive to sounds, smells or certain textures
|_| More interested in parts of a toy rather than playing with the whole toy (wheel of car or train) 

Are you ever concerned about your child’s behavior? |_| No |_| Yes
[bookmark: Text216]If so, what are your concerns?      
[bookmark: Text217]When does your child typically behave this way?      

Is your child regularly able to perform any of the following?

|_| State first name
|_| State full name
|_| Identify colors
|_| State age
|_| Count to 10
|_| Identify shapes
|_| Sit for a story
|_| Sing songs
|_| Draw shapes
|_| Follow 2 step directions
|_| Follow classroom routine
|_| Access playground equipment
|_| Speak in sentences
|_| Answer yes/no questions
|_| Answer “WH” questions
|_| Interact appropriately with peers
|_| Participate in circle time
|_| Show compassion for peers
|_| Use words to make wants/needs known
|_| Eat independently
|_| Toilet independent

[bookmark: Text218]Is there anything else we should know about your child?      

Does your child have a current 3300 Form from the doctor’s office or the health department?
|_| No |_| Yes
If Yes, Passed Hearing? |_| No |_| Yes
Passed Vision? |_| No |_| Yes
[bookmark: Text219]Date of form      	
* If marked “Yes” please send Mardy Hendon form 3300.

[bookmark: Text220][bookmark: Text221]Parent Signature:       Date:      




Parent/Guardian Medicaid and or PeachCare Consent Form 
[bookmark: Text222][bookmark: Text223]Student Name (Last/First/Middle):       DOB      
[bookmark: Text224]Phone Number:      
[bookmark: Text225]Medicaid Number:       PeachCare Number:      
Address:      
City:       State:       Zip Code:      
Health Insurance Company Name:       Policy No.:      
Health Insurance Address:      
Primary Care Physician Name:      
Physician Address (Street/City/State/Zip):      

      Copy of Medicaid Card Attached       Copy of PeachCare Card Attached
 
The School System is providing the health-related services to your child in accordance with his/her Individual Education Program or Physician Plan of Care. Medicaid and or PeachCare are required to cover the cost of certain services to eligible students.

Changes in state Medicaid and or PeachCare policy allow school systems to be reimbursed for some of the cost of rehabilitative services provide by the school. The School System cannot provide these services to your child or bill Medicaid/PeachCare without your consent. If you allow the school system to bill Medicaid or PeachCare for health-related services that your child is receiving in accordance with his/her IEP or Physician Plan of Care, please check the “Yes” boxes and sign below.
 
[bookmark: Check149]|_| YES, I authorize the School System to bill Medicaid and or PeachCare for the health-related services      listed in my child’s IEP or Physician Plan of Care and to send the appropriate IEP documents to the physician allowing the physician to give the school system the necessary referral or script for treatment as per IEP.

[bookmark: Check150]|_| NO, I do not want Medicaid and or PeachCare billed for the health-related services my child is receiving.
 
[bookmark: Check151]|_| My child does not qualify for Medicaid or PeachCare.
[bookmark: Text226]Parent/Guardian Name (Print):      
 
[bookmark: Text227][bookmark: Text228]Parent/Guardian Signature:       Date:      

It is my responsibility as a parent to notify the school system’s special education department in writing if I ever decided to withdraw this consent allowing the school to seek reimbursement from Medicaid and or PeachCare. I understand this consent is for the school lifetime of my child.

Please submit the following documents to: MHendon@forsyth.k12.ga.us 
· Request for Child Find Assistance/Questionnaire Form (Pages 1–11 only) Signed and Dated
· Georgia Form 3300 (Vision, Hearing, Dental, and Nutrition) — if applicable (marked "Yes" on the questionnaire)
· Custody Documentation — if applicable
· Legal Documentation — if someone other than the biological parent is submitting (e.g., guardianship or foster care documents)
· Early Intervention Records — if your child has received services (e.g., Babies Can't Wait or other early programs):
· Most recent evaluation reports
· Therapy notes
· Progress reports from the past year
· IEP and Eligibility Reports — if your child was previously identified as a special education student in Georgia or another state
· Medical Diagnosis Documentation — if your child has been diagnosed with a syndrome or medical condition (submit relevant records)
· Medicaid and/or PeachCare Consent Form

Mardy Hendon will reach out to you to schedule a Preschool Evaluation within two weeks after submitting The Request for Child Find Assistance/Questionnaire and all required documents.
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