Attn Staff: Please return to the School Psychologist
Please Return By: 
 

HEALTH & DEVELOPMENT QUESTIONNAIRE
To the parent(s)/guardian(s) of 





,


Please provide the following information so that we may better understand your child’s needs.  This information will be needed to complete our evaluation.  Please complete the form and return it to the Main Office or your child’s teacher.  Thank you for your cooperation.

Child Name: 






  Date Completed: 




  
Birth date: 


  Gender: 
  Ethnicity: 


  Telephone: 




Respondent’s Name: 





  Relationship to Child: 





FAMILY BACKGROUND

	
	Full Name
	Age
	Occupation
	Ethnicity
	Any School/Medical Problems

	Parent/ Guardian 1
	
	
	
	
	

	Parent/ Guardian 2
	
	
	
	
	


	Brothers’/Sisters’ Names
	Relationship 
(Full/Half/Step/Adoptive/Foster)
	Gender
	Age
	Lives with Child
	Any School/Medical Problems

	
	
	M      F
	
	Y     N
	

	
	
	M      F
	
	Y     N
	

	
	
	M      F
	
	Y     N
	

	
	
	M      F
	
	Y     N
	


	Name of Others Living at the Home
	Relationship to Child 
	Gender
	Good Health?

	 
	 
	M      F
	Y      N

	 
	 
	M      F
	Y      N

	 
	 
	M      F
	Y      N

	 
	 
	M      F
	Y      N




* use back if necessary

Child was born in _____________________________, and spent the majority of childhood in _____________________________.




    City/State/Country






          City/State/Country

Marital status of parents: 













Child lives with: 
_____ Both Parents


    _____ One Parent ( Name: 







    _____ Parent and Stepparent ( Names: 









    _____ Adoptive/Foster Parent(s)** ( Name(s): 









    _____ Other Relative(s)** ( Name(s): 









    _____ Group Home ( Name(s): 







Additional Information (e.g., How long has child been living with you?  If live with single parent, does child have contact with other parent?) 


















Has the child been in foster placement?  If yes, please explain.  (e.g. When?  For how long?  Under what circumstances?) 



































What language/s is/are spoken at home?  












Is there a history of medical/psychological problems in the family?  (If yes, please explain.) 





















PREGNANCY/BIRTH/NEONATAL HISTORY

Mother’s age at child’s birth: __________________  
At what month did prenatal care begin?: __________________
During pregnancy, did mother have any of the following (check all that applies):

_____ Bleeding

_____ RH problems

_____ German Measles

_____ X-ray(s)
_____ Toxemia

_____ Hypertension
_____ Abnormal swelling
_____ Water retention
_____ Vomiting

_____ Nausea (continuous)

_____ Use of alcohol**   

_____ Use of drugs**

_____ Use of tobacco**

_____ Weight loss
_____ Weight gain 30 lbs/more

_____ Accidents/Illnesses/Infections/Injuries**
_____ Emotional Stress**
_____ Medication or Special Treatment**

** Explain: 





























At birth – did any of the following occur during delivery (check all that applies):

_____ Unusual/Hard labor

_____ Anesthesia used

_____ Cord around neck

_____ Trouble breathing

_____ Injury at birth

_____ Blood transfusion

Child was born (circle):       Full Term       Premature       Overdue      If premature, please give # of weeks: 


 
Length of Labor: 




Baby’s Position (Normal/Breeched): 




Type of Delivery (Normal/C-section/etc): 


 
Forceps Used?
Yes
No
Baby’s Weight: __________
Baby’s Length: __________
APGAR Score: __________ 

Did infant go home with mother?
Yes
No

As a newborn – was any of the following displayed by the child (check all that applies):

_____ Birth defects

_____ Jaundice

_____ Dehydration

_____ Colic

_____ Fussy baby
_____ Allergic reactions

_____ Listless

_____ Poor sleeping

_____ Poor sucking

_____ Vomiting

    _____ Incubator

DEVELOPMENTAL/MEDICAL HISTORY

Developmental Milestones – please give the age milestones were reached:
Sat alone: __________    Crawled: __________    Walked alone: __________    Ran: __________

Dress self: __________    Toilet trained (day): __________    Toilet trained (night): __________
Bed wetting?
Yes     No 
If yes, at what age and for how long?  








Motor Development – was any of the following displayed by the child (Check all that applies): 
_____ Clumsiness/Awkward/Drops things

_____ Awkward rhythm in walking or running

_____ Difficulty learning to tie shoes

_____ Difficulty learning to dress self

_____ Difficulty learning to use crayons or pencils

_____ Difficulty learning to write or spell

Speech Development – was any of the following displayed by the child (Check all that applies):

_____ Use of gestures

_____ Stuttering/Stammering

_____ Difficulty saying words

_____ Difficulty understanding simple directions

Were you able to understand your child?  ________    Were other adults able understand your child?  ________

Please give the age milestones were reached:   First word: _________    Short phrases: _________    Sentences: _________

Infancy

Was overly active?  (Explain) 












Was much less active than expected?  (Explain) 










Any sleeping/feeding/eating difficulties?  (Explain) 










Any illnesses/injuries/accidents in early weeks?  (Explain) 









Any early weight gain or loss?  (Explain) 











Childhood/Current Medical History
Childhood Illnesses (Date/Describe): 




























Accidents/Hospitalizations/Operations (Date/Describe): 

























Seizures/Convulsions/High Fever (Date/Describe): 

























Allergies/Asthma/Severe Drug Reactions/Ear Infections: 
























Medication(s): 




  Reasons: 




  Dates: 



Medication(s): 




  Reasons: 




  Dates: 




Medication(s): 




  Reasons: 




  Dates: 




Has the child ever been examined by a specialist?  (Allergist/Audiologist/Neurologist/Optometrist/Optomologist/Psychiatrist/Psychologist/Speech Therapist/Social Worker) If yes, please explain who, when, and why?  







































Last Vision Screening: 


  Results: 



 

Does child wear glasses or contacts?  __________  Reason: ______________________________ Since when?  _____________
Last Hearing Screening: 


  Results: 





Does child wear a hearing aid?  

  Reason: 



 Since when?  



Name of Doctor or Clinic: 









Phone: 



PSYCHOLOGICAL AND SOCIAL HISTORY

Do you have any significant problems with the child in terms of the following?  (Check all that apply):

_____ Tantrums

_____ Excessive activity level

_____ Poor attention span

_____ Impulsivity

_____ Aggressiveness

_____ Withdrawal

_____ Low self-confidence

_____ Low motivation

_____ Following directions

_____ Gives up easily

_____ Nightmares

_____ Prefers to be alone

_____ Self injurious behavior

_____ Defiance
_____ Getting along with parents
_____ Getting along with siblings

_____ Getting along with peers

_____ Oversensitivity

_____ Stubborn

_____ Clumsy

_____ Shy or timid

Has the child had previous psychological examinations?  (If yes, please give date, agency, and summary of major results) 

































Has the child received any prior or current counseling?  (If yes, why and when?)






















Has the child been given a specific diagnosis?  (If yes, please explain.) 
























HOME ENVIRONMENT

Relationship between parent(s) and child?  (Explain) 

























Relationship with brothers/sisters?  (Explain) 


























Relationship with peers?  (Explain) 



























How would you describe your child’s behavior at home?  
























Have there been any unusual changes or recent events in the home?  (If yes, please explain.) 






















Does the child have chores?  (If yes, what are they?) 


























Is the child able to perform own activities of daily living?  (e.g. dressing self, feeding self, toileting without help, please explain) 


































About how long can the child sit and watch TV/cartoons/movie?  








EDUCATIONAL HISTORY/CONCERNS

Early childcare was provided by 




  Any problems?  






















Did child attend daycare/nursery school/preschool program?  

  Any problems?  





















Please list the districts (if different from current) and school(s) the child has attended (If possible, please provide grade levels.) 


































Child’s attitude toward school and homework?  (Explain) 
























About how long can the child sit and do homework?  











Does the child read at home daily?  (If yes, for how long?) 









What does the child like to read?  













Any previous behavioral problems at school or at home?  (e.g., poor peer relationships, disciplinary problems, acting out, etc) 


















Has the child ever been tested for/placed in special education?  (e.g., Speech & Language, RSP, SDC, etc) If yes, please explain (who, why, and when):















Comments received from teacher(s): 


























What do you perceive to be the child’s educational strengths?  
























What do you perceive to be the child’s educational need(s)?  
























Do you have any concerns with the child in terms of the following areas?  (Check all that apply):

_____ Academic

_____ Behavior at home

_____ Behavior at school

_____ Physical Health

_____ Development

_____ Social/Peer Relationship

How do you believe school personnel can assist your child in meeting the goals you have for him/her?  


































ENGLISH LANGUAGE QUESTIONNAIRE - SPANISH
Language Development

1. What language did your child first learn to speak?  
English
Spanish
Both

2. Was your child’s language development in his/her first language similar to that of…

his/her siblings?

Yes
No
(If no, please explain: 




)

other children his/her age?
Yes
No
(If no, please explain: 




)

3. Describe any difficulties, if any, your child experiences with language.  

Language Usage

1. What is the primary language used by adults in the home?
English
Spanish
Both

2. What language do you use most often with your child?
English
Spanish
Both

3. What language does your child use more… 

when speaking to adults at home?
English
Spanish
Both

when speaking to his/her siblings?
English
Spanish
Both

when speaking with friends in the neighborhood?
English
Spanish
Both

4. What language does your child speak better?
English
Spanish
Both

5. What language does your child understand better?
English
Spanish
Both

6. What language does your child use when playing by him/herself? 
English
Spanish
Both
7. Does your child understand when you speak to him/her in Spanish?
Yes
No

8. If applicable, does your child understand when you speak to him/her in English?
N/A
Yes
No

9. Does your child often use Spanish words when communicating in English?
Yes
No

10. Does your child often use English words when communicating in Spanish?  
Yes 
No

Language Instruction 

1. Has your child received instruction in Spanish?
Yes
No       (If yes, when did this instruction begin, and for how long did it take place?  








)

2. Can your child read and write in Spanish?  
Yes
No

3. Has your child received instruction in English?
Yes
No       (If yes, when did this instruction begin, and for how long did it take place?  








)

4. Can your child read and write in English?
Yes
No

Parent’s History
1. Years parents have resided in the US?



Father 






Mother 










2. What are the parents’ native countries?


Father 






Mother 






3. What is the highest grade of school completed by parent?

Father 






Mother 
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