
Developmental History Form 

Child’s Name: Nickname: 

Date of Birth: Place of Birth: 

Mother’s Name: Occupation: 

Father’s Name: Occupation: 

Single: Engaged: Married: Separated: Divorced: Widowed: 

Step Parent Name: 

Children in the Family (Oldest to Youngest) 
Name: Age: Name: Age: 

Name: Age: Name: Age: 

Name: Age: Name: Age: 

Others in Household 

Name: Relationship: 

Name: Relationship: 

Name: Relationship: 

Is your child adopted?         If yes, does your child know they are adopted? 
Yes:  No: Yes:  No: 

Has your child attended Preschool? If yes, where and how long? 

Yes:  No: 

Have you noticed any speech concerns?         If yes, please check: 

Yes:  No: Baby Talk: Unclear Speech: Stuttering: 

Other:  
What is your child’s primary language? 

Are there other languages spoken in the home? 

Does your child like to be read to?      Yes: Sometimes: No: 

If so, by whom? 

How often is your child read to?   

Can your child read by him/herself?              Yes:     Sometimes:  No: 



Developmental History Form 

How does your child feel about school? 

How does your child like to spend his/her time? 

Does your child have any special interests or talents? 

How does your child get along with other children? 

What do you consider your child's social and academic strength? 

What is one thing socially and academically you'd like to see your child work on? 

Does your child have any physical problem that his/her teachers should know about? 

Has your child had any significant emotional experience that his/her teacher should be aware of? 
(ex: Loss of a family member, close friend or pet, difficult move etc.) 

What additional information would you like your child’s teacher to know about your child so that they 
can help him/her have a positive experience in his/her first year at Hollis Elementary School? 

Signature: Date: 

Thank you for completing this Developmental History Form. 

It is a valuable tool in helping teachers best meet the needs of your child. 
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