
 

 

         

Geneva City School District 
                                                                        400 West North Street, Geneva, New 

York  14456 
TELEPHONE:  315-781-0400 

 

                Social History   
This form is used to gather further information to assist us in having a better understanding of your son/daughter. 

This form is an essential part of your referral/evaluation process. It is important that all items be filled in correctly. 

Your cooperation is greatly appreciated and needed.  

 

Person(s) Completing Form:________________________________________ Date:___________________ 

Relation to child:__________________________________________________________________________ 

 

Family Composition 

    Child’s Name:_______________________Birthdate:_____________Age:________Sex:__________ 

               Parents Name:_____________________________________________________________________ 

Address & Telephone Number:________________________________________________________ 

Cell phone number & email address:____________________________________________________ 

Currently Lives with:__________________________ 

Marital Status: Married___Separated___Widowed___Divorced____Single_____Re-marriage____ 

Visitation/Custody:_______________________________________________________________ 

Languages Spoken in the home: ___________________________ 

 

Siblings (names) 

& Date of Birth 

Gender Natural  Half  Step Adoptive Foster Lives 

in 

Home 

Any speech, hearing, reading or 

other pertinent educational 

Difficulties 

         

         

         

         

Other individuals in the home_______________________________Relationship____________________________ 

_____________________________________________________________________________________________ 

 

Family History: Is there a family History that you know of in either biological parent, grandparents, aunts, uncles, 

etc.  

 __Learning Difficulties (reading, math, spelling, organization) 

    __Speech or Language Problems (articulation, stuttering, organization/recalling words, etc.) 

    __Emotional Problems (depression, excessive anxiety, mood swings, psychosis, etc.) 

    __Intellectual Disability (formally known as Mental Retardation) 

    __ Seizure Disorder (epilepsy) 

    __School Failure 

    __Drug and/or Alcohol Addiction 

    __Incarceration  

  If any answered yes, please describe further_________________________________________________ 

  _____________________________________________________________________________________ 

 

Have there been any significant changes recently in the family structure which may have affected the child? 

(i.e., separation, divorce, death, remarriage)? Yes___ No____ 

Please explain______________________________________________________________________ 

__________________________________________________________________________________ 

Have their been significant health problems in the family recently which may have affected the child? 

Yes___ No___ 

Please explain_______________________________________________________________________ 

___________________________________________________________________________________ 

Has the family moved frequently ? Yes___ No___ 

Please explain________________________________________________________________________ 

____________________________________________________________________________________ 

Has the child lived apart from parent(s) over the past 3 years? Yes___ No___ 

Please explain________________________________________________________________________ 



____________________________________________________________________________________ 

Are there presently any problems within the family about which the child is particularly  

distressed/upset? Yes___ No___ 

Please explain________________________________________________________________________ 

___________________________________________________________________________________ 

 

Prenatal, Birth and Developmental Histories: 

 Was this pregnancy difficult? __Yes __No    Child’s birth weight____ 

 If answered the above yes, please describe difficulty and treatment________________________________ 

 _____________________________________________________________________________________ 

 Any illness during pregnancy (type)________________________________________________________ 

 Any Smoking____ Alcohol___ during pregnancy? 

 Was your child’s birth at the expected time? __ Yes __No 

 How early/late was he/she?________________________________________________________________ 

 Any illnesses/treatments during child’s first year?______________________________________________ 

 ______________________________________________________________________________________ 

 

Developmental Milestones: 

 Did your child develop normally? __Yes __No 

 Please indicate whether or not these occurred at a normal pace:  

First walked ____months     

 Established hand preference clearly ____years  

 First word_____ months 

 Fine-motor skills ____years (writing/copying) 

 Spoke in sentences _______years 

 Articulation Difficulties ______Yes    ______No 

 

Describe child’s early temperament (for example: sensitive, irritable, stubborn, easy active, passive, 

excitable) ______________________________________________________________________________ 

______________________________________________________________________________________ 

         

Health of Child 

 Date of child’s last physical exam: __________________________ 

 Any notable findings: ____________________________________________________________________ 

 ______________________________________________________________________________________ 

 Does your child wear glasses? __Yes __No If so for distance or reading:___________________________ 

 Does your child have any hearing loss? __Yes __No  If yes does the child wear a hearing aide?__yes __no 

Overall health: Excellent____ Good____ Average____ Poor____ 

Describe________________  _____________________________________________________________ 

Has the child had:    Hospitalizations Yes___ No___ 

Extremely high fevers (105-106°)  Dates/Reasons_____________________________________ 

Yes___ No___     _________________________________________ 

Convulsions: Yes____ No____   _________________________________________ 

Does the child take medication on a regular basis? Yes____ No____ 

Name of medication(s)__________________________________________________________________ 

Dosage_____________________ Who prescribed____________________________________________ 

Has the child been seen by any medical specialist? Yes___ No___ 

Name of physician and specialty:__________________________________________________________ 

Reason for referral and frequency seen:_____________________________________________________ 

 

Personality and Behavior 

   How would you describe your child’s self-image?_____________________________________________ 

_____________________________________________________________________________________ 

How would you describe you child’s personality?_____________________________________________ 

_____________________________________________________________________________________ 

How does your child deal with his/her anger?_________________________________________________ 

_____________________________________________________________________________________ 

Does your child prefer one parent over the other? Mother___ Father___ Neither___ 

Describe______________________________________________________________________________ 

How is your child disciplined?________________________________ By Whom?___________________ 

Is discipline consistent? Yes___ No___ Is discipline effective? Yes___ No___ 

Explain:_______________________________________________________________________________ 

Do you feel your child is difficult to manage at home?_______  School?_________ 

Explain:_______________________________________________________________________________ 



Is your child able to accept responsibility in the home? Yes_____ No______ 

Explain:_______________________________________________________________________________ 

What does your child do in his/her free time (sports, hobbies, club, etc.)?____________________________ 

______________________________________________________________________________________ 

Does your child prefer to play with peers or alone?_____________________________________________ 

Does your child have difficulty getting along with his/her peers? Yes___ No___ 

Are his/her friends mostly his/her age_____ older____ younger____ 

Does your child have difficulty getting along with his/her siblings? Yes___ No___ 

Explain:_______________________________________________________________________________ 

Does your child like school? Yes___ No___ Describe___________________________________________ 

Are you concerned with your child’s emotional development? Yes____ No____ 

Explain:_______________________________________________________________________________ 

 

Does your child exhibit any of the following behaviors? (check those that apply) 

__difficulty sleeping __wetting __head banging  __school avoidance 

__nightmares  __soiling __temper tantrums __truancy 

__sleepwalking  __rocking __shoplifting  __thumb sucking 

__over eating  __drug abuse __nail biting  __under eating 

__alcohol abuse  __self-induced vomiting 

 

Is the child (check those that apply) 

__aggressive    __overly sensitive         __withdrawn         __distractible         __fearful 

__overly anxious    __fidgety             __ hyperactive         __moody                        __immature 

__lethargic    __shy              __ attention seeking       __defiant of adult authority 

__poorly motivated for learning 

 

School History 

Did your child attend a preschool? ____________________Where? __________________________ 

              Did the child change schools within the last 3 years?______If so, please provide dates and names of  

              school:______________________________________________________________________________ 

____________________________________________________________________________________ 

Has your child had lengthy or excessive absences from school? Yes ___ No ____ 

If yes, during which grades and for what reasons?_____________________________________________ 

Has your child ever repeated a grade? Yes___ No ___ If so, what grade?___________________________ 

Has your child ever received extra assistance during the school day? Yes ___ No ___ 

 

Comments:____________________________________________________________________________________ 

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________ 

 

Thank you for taking the time to complete this form. Your time and information are truly 

appreciated.  


