CONFIDENTIAL RECORD


Child’s Name______________________________________________

Parents’ Names_____________________________________________

Child Lives with both parents_______  Mother______  Father_________  Other________

Other members in household:



Name



Age


         Relationship

___________________________
       __________

_______________________

___________________________
       __________

_______________________

___________________________
       __________

_______________________

Is child adopted?  _____________

Does child know?___________________________

Languages other than English spoken at home ________________________________________

How did you hear about Children’s House? __________________________________________

Previous preschool experience?  __________
Where?______________________________

Has anyone other than parents had a substantial role in the rearing of the child?  _____________

If so, who? _____________________________________________________________________

Do you often use a babysitter?______________________________________________________

In your family, have there been any deaths, serious illnesses, injuries or other events that might have affected your child’s attitude, reactions, etc.? ____________________________________________

_________________________________________________________________________________

How does your child react (e.g. shyly, confidently, with frustration, etc.) to 

Other children? ______________________________

Adults outside the family?______________________

New situations?______________________________

Animals? ___________________________________

Does your child have pets at home?_________________________________________________

Does your child use any special words for bathroom or elimination? ________________________

Does your child show preference for right or left hand?___________________________________

Does your child have any particular fears or problems?___________________________________

Does your child need help with dressing? __________  undressing?_____________  




  washing?____________  eating? ______________

Does your child have any physical limitations?  ______________________________________

List any outside therapies your child receives ________________________________________

List any allergies your child has ___________________________________________________

Other than allergies, does your child have any dietary restrictions (e.g., vegetarian diet)?

 ____________________________________________________________________________

What are your child’s special interests? ______________________________________________

Do you have a specific goal in mind for your child with respect to this preschool experience?  Please explain.

Continue on reverse


