Developmental History Information

1. Student Information:
Student Name: DOB: / / Grade:
Teacher: School:

Parent(s)/ Guardian:

I1. Family Information:
What are your child’s strengths?

What concerns do you have for your child?

In what language did your child first learn to talk?

If English is 2™ language, how long has your child spoken English?

What language is primarily spoken at home?

Major Life Events Experienced by Your Child:
ODivorce of Parents ODeath of a Close Family Member CIMajor Illness
OHome Dislocation LHome Fire CNatural Disaster

Is there any other major life event experienced by your child that you think may have had an impact on your
child?

I11. Medical History:

Child’s physician Physician phone #

Check any of the following complications that occurred during the pregnancy:

LIToxemia LGestational Diabetes [IMeasles LIRH incompatibility
LIAlcohol LTobacco LLow Oxygen LIPremature Birth
LIOther

Has this child ever had any serious illnesses, accidents, or head injuries? Yes LNo

If “yes”, please explain:

Has this child ever experienced problems in the following areas?

Olwalking Otemper tantrums ~ Cunderweight/ overweight Clunclear speech Ofailure to thrive
Ohearing Olvision Usleep problems Lleating problems ~ [ldoes not speak
Lfine motor skills (handwriting, tying shoes, etc) LIDifficulty making friends

Llgross motor skills (running, riding bike, skip, etc) OOther

If any of the above are checked please specify:

Please indicate any illness this child has experienced:
LlMeasles OMumps O Asthma OFrequent Ear Infections ~ [Gastro-intestinal problems
ODiphtheria [Seizures =~ LDRheumatic fever  [lLoss of consciousness UAny heart condition

OMeningitis OJAllergies  OVerbal/ motor tics [Other, please describe:




Is this child presently on any medications? LYes [INo
If “yes”, what kind?

Has your child ever had psychological counseling or therapy? LYes [INo
Complete the following if “Yes”: Counselor’s Name: Phone:

Has this child ever had a neurological exam? OYes [INo
If “Yes”, please specify:

IV. Educational Background:
Did this child attend preschool? OYes [No
If “Yes”, where and for how long?

Have any relatives had difficulties similar to those this child is experiencing? Yes [No
If “Yes”, please explain:

Please indicate whether this child exhibits any of the following behavior:

[Has a short attention span L] Has Fears OlOverreacts when faced with a problem
UUnhappy much of the time LISeems impulsive  [IRequires a lot of attention

LlEnjoys active games LlEnjoys activities such as reading, drawing, writing, etc.

O Needs more help with school work than others his/her age

Other:

Please indicate any of the following that this student has experienced in school:

OSkipped a grade ~ [Disliked going to school  [Had frequent absences from school

[LIBehavior problems [1Emotional difficulties [LIChanged schools several times in one school year
OPoor Grades ODifficulty with Math [LlHas been evaluated for special education

[IBeen Retained ODifficulty with Reading ~ ODifficulty with writing or spelling

Other:

V. Social History:
How does your child spend his/her free time?

How may close friends does your child have? [10-2 02-4 04 or more

Please indicate if your child is able to do the following [now or earlier in their development]:
LIShow good eye contact ~ [lengage in pretend play LIDiscuss a variety of interests
Olnitiate conversation Oinitiate play OIs able to adjust to changes in routine

Signature of person completing this form:

Relationship to the student:

Please return this form to:




