
        Student: ________________________________ 
Parent/Guardian:__________________________ 

Date: ___________________________________ 

 
EARLY LEARNING AND PRE-SCHOOL HISTORY AND INTERESTS 

 
Early learning begins at home, and a variety of activities help prepare children for kindergarten. 

Completing this survey will tell us about the preschool and early learning experiences children in South 
Whidbey are having prior to kindergarten. It will also help us learn about new activities we might provide 

so all children have skills to prepare them for kindergarten. 
1. Did your child attend preschool? 
 ____ Yes    ____ No If yes, please indicate where and when: 

Preschool Name Hours per week Year (s) attended 

   

 
2.  Did your child attend child care or spend regular time with family / neighbors/ friends? 

____ Yes    ____ No If yes, please indicate where and when: 

 Hours per week Year (s) attended 

In a licensed child care center or home 
 
Name: 

  

With a friend or neighbor child care 
arrangement 
 

  

With a family member providing child care 
 
Please circle family member providing care: 
grandparent, aunt, uncle, brother, sister 

  

 
3. Does your child participate in other learning experiences?  ___ Yes    ___ No Please check all that apply 
 
___ Library story time ___ Local parks programs ___ MOPS (Mothers of Preschoolers) 
 
___ Play Group ___ Playscape ___ Music classes ___ Church/ Sunday School 
 
___ Other (please list): _______________________________________ 
5. Are there learning experiences your child is unable to participate in?  ___ Yes    ___ No 
If yes, what are those experiences and why are they unable to participate? (cost, transportation, limited language 
ability, work schedule, other….) 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
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