



All About Me

Childs Name____________________		Nickname___________________
Birthdate ______________________
I have ______brothers, and ______ sisters and their names and ages are_____________________________________________________________________
Has your child been in care before? __________ If yes, where_____________________ 
Dates attended ________________Why was care terminated? _____________________ 
May I contact them? _______________________
What did you like and dislike about your experience? ______________________________
_________________________________________________________________________
_________________________________________________________________________
How did you hear about this program? __________________________________________

Physical Development
Does your child: Sit with support? _______ Sit unassisted? _______ 
Crawl forward/backward? _________ Stand? _______ Walk with assistance? __________
Walk unassisted? __________ 

Personality
How would you describe your child’s personality?_______________________________
_______________________________________________________________________
How does your child express anger or frustration? _____________________________________________
Does your child have any special fears? _____________________________________________________ 
If yes, please explain _____________________________________________________________________________
[bookmark: _heading=h.gjdgxs]When your child is upset, what helps to comfort him/her? ______________________________________
Please list any personal habits, thumb sucking, nail biting, etc. ___________________________
_____________________________________________________________________________
and/or specific words used to describe bodily functions or objects:________________________
_____________________________________________________________________________
Special FAMILY situations? (such as custody specifications, problems arising from situations, etc.)_________________________________________________________________________
_____________________________________________________________________________
Anticipated adjustment problems? _________________________________________________
_____________________________________________________________________________
Any disorders/developmental (slow, advanced) diagnosed or suspected? _________________
___________________________________________________________________________________

Health History
Has your child had or does your child have any health problems? ________ If yes, describe
__________________________________________________________________________
Are there any hearing or vision problems? _____________________________________
Does your child need regular medication? _______ If yes, what and when is it given? ________
_____________________________________________________________________________
Does your child have any known allergies? __________If yes, please list __________________
____________________________________________________________________________
Special instructions in case of allergic reaction: _____________________________________
__________________________________________________________________________________
Has your child been HOSPITALIZED? (explain) _______________________________________
___________________________________________________________________________________

Sleeping
Does your child have a regular bedtime schedule? __________________________________
What time does your child usually go to bed at night? _______________________________
What time does your child usually wake up in the morning? __________________________
Does child have trouble sleeping? ______Night terrors? ______Trouble going to sleep?_______Other? _____________________________________________
Does child take naps? If yes, when and for how long? ___________________________________
Is there a special toy or blanket for nap? __________________________________________________________
If my child has trouble falling asleep I usually ___________________________________________________

Food
For Infants Only:
Is your child breast fed? _________ 
Bottle fed? _________________ If so, type of formula __________________________
Is bottle given room temp, warmed or cold? __________________
Does your child:
Hold their own bottle? _______ Drink from a cup? _________ 
Can eat independently? _________ Eat pureed foods? ___________ 
Please list food varieties preferred: ____________________________________________
Eat solid foods? _____________ Use a pacifier? ________
Does your child have any special dietary needs? If yes, please explain_________________
_____________________________________________________________________________
Are there any foods that should not be served to your child? If yes, please list the food and the reason _______________________________________________________________________
_____________________________________________________________________________
What foods does your child like? _____________________________________________
What foods does your child dislike? __________________________________________
Favorite breakfast foods: ___________________________________________________
Favorite snack foods: ______________________________________________________
Favorite lunch foods: _____________________________________________________________

Toilet
Does your child wear diapers or pull ups? ________ If so, all day or sleeping only? __________
Is your child toilet trained? ______ If yes, what words does your child use for toilet? _________
______________________________________________________________________________
If not, are you in the process of training or would you like to start training? Please explain________________________________________________________________________

Tell me about your child’s interests
Favorite book _______________
Favorite song _______________
Favorite game ___________________
Favorite Indoor activity _____________________
Favorite outdoor activity________________________
Favorite toy _______________________________


How would you describe your parenting style?  ____________________________________
___________________________________________________________________________
___________________________________________________________________________

What are your expectations from this program? _____________________________________
___________________________________________________________________________
___________________________________________________________________________
Are there specific areas of learning that you would like me to focus on? Social, Emotional, Problem solving, Fine Motor, Gross Motor, Literacy, Math, Science, Creative arts
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

Do you have any concerns or questions for me? Anything else you would like to share about your child to help him/her feel more comfortable (especially in the first week when we are brand new to each other) 
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
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