INITIAL SOCIAL AND DEVELOPMENTAL HISTORY

Hd's Name Birthdate Age
Schoot Grade Sex:| |Ma¥e | |Ferna§e
Phone

Home Address

Ethric Background (Circle ons): [JAmerican indian or Native Alaskan[ IAsian or Pacific lsfander,[l Hsspanic‘lzlslack American,
[ Twhvte tnot Hispanic)_Ivutiracial

Person complating this foron (Clrcle one): Nafural Mother,  Nafural Father, Foster Parent, Slepiother, Stepfather, Adoplive Parent

or Other {Please explain);
Date Form Complefed Date Form Received by Schoot Psychologist

Marital siatus of parenis:
If separated or divorced, how old was child at separation at divorce
Whe has custody of this child? _. Does the child have contact with the ron-custodial parent?

How often does the non~-cusiodial parent see this child? {Circle ona):| Af least Week!ﬂ |Month¥y| [Few times each Year| or [Never |
I either biologleal parent deceased? Mother [ 1 Father [ 1] i Yes, indicate the vear

Mother's Name Age Education
Oecupation Phone: Home__ Business
Father's Name Age Edutation
Ocoupation _ Phone: Home Business
Stepimother’s Name Age Education
Oocupation Phone: Home Business
Stepfather’s Name . Age Education
Cooupation L Phone: Home Business

List ali brothers and sisters, or others living with the family and their relationship o the child,

Name Age | Sex Relationship to child Living in home? | Living outside home?

Describe the chiltfs relationship with siblings or others in home.

Has the student been involved in any of the following seftings? If yes, indicate the dales: Foster homa
Group home Correclional Facility Peychiatric Facility Other {specify}
Primary language spoken in the home: Other languages spoken in the home:
What was the first language learmned?
If other than English, at what age did your child begin fo speak English?
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Child’'s Name:

STUDENT'S PRESENT PERFORMANCE

't your child’s strengths:

List your child's interests:

Briefly describe your child's current difficulties:

How long has this problem been of concern to you? Are there other family members with the same problems?
if Yes, list name and relation;

Has the child reteived evaluation or hely for the current problern or similar problems? Yes| | el |
i Yes, list when and with whom

MEDICAL HISTORY

Is the child on any medication at this ime?  Yes No . I Yes, list information,

Dispensed at
Medication Dosagg Home | School Diag_nosis and Reason for Medication

Check all iliness or condition(s) that your child has had:

E Encephalifis Age

| Cancer Age | |Aﬂerg§es Age

Hospitalization Age [ |High Fever Age Freguent or Severe Headaches Age
‘ Head injury Age [ | Asthina Age gUncunsciousnass Age
[___loperations or Surgery Age [__Ipiabetes Age Selzure Activily Age
[ ___Ineningits Age [ owziness Age [___Astention Deficit Disorder Age
[__leoneioint Disease  Age [ |8roken Bones  Age [___Iwetting or Sofing Day[__INightC ] Age
[__Isieeping Problems  Age [ suicide Atiernpt Age Lead Polsoning Age
[__Jcolor Biindness Age_ . [__lother (Specty) Age
Other chrohic medical conditions:
Please further explain any listed iliness or condition:
Name of Chiild's Docfor Address
Date of last Physiclan examination Does the Physician know of the child's school problems? :l

Physiciar’s commernts about school problems!
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Child's Name:

FAMILY MEDICAL HISTORY

Place a check next fo any #iness or condition that any family member has had. When you check an e, list the family
ember's refationship {o the child,

[[] Academic Problems [0 Emotional Problem
[ Aicoholism [0 Epliepsy
[0 Cenger [0 Heari Trouble
[0 Depression O Neumlogical Disease
[ Developmentsl Problems [0 suicide Attempt
[0 Disbstes [ Other Medical Issuss
[0 Dy Problems
DEVELOPMENTAL FACTORS
PREGNANCY: Mark if mother had any of the following during pregnancy:
Hospitalizations [ Ibiabetes Infectious Diseases (List)
Convilsions High Fever Q Exposure to X-rays or Chemicals
German Measles gMedicaﬁons {specify):

IS THERE A PRENATAL BISTORY OF MOTHER USING (indicate which irfmester)
Cigarettes 12| 2[__] a[_] Aleohol 72 [_] 2@ _] 3¢[__] Recreational Drugs 1% Q o D 3" D
When did the Mother have physician sare during pregnancy? 1 2 El 39 D Prescription or other Drugs ‘!“D Z“dua’dD
BIRTH FACTORS:

Length of pregnancy: Weight at birth; Was a caesarean {C-section) perdformed?

Pmlonged, difficult or forced labor? : Birth defects or complications;

Were there any special problems within the first month?

EARLY DEVELOPNMENT: At what age did the child do the following:

St alone Speak first words Speak in Senrtences (2~ 3 words)
Crawl Walk alone Have Bladder and Bowe! Confrol
Did the doctor indicate any developmental problems during the child’s first three years of ltie? Yes an | if Yes, please
explain,
SPECIAL FACTORS

VISION: HEARING:
[___INo apparent problem [__Ino apparent problem
[_Ivision Examination [C_IHearing Examination

date — by whom date by whom
L__lwears giasses . L___IHad surgery {specify __age )

Wears contacts |____[Ear Infections/frequency

ad surgery (specify: age } Hearing loss/Age of loss

GROSS AND FINE MOTOR: COMMUNICATION:
L__INo apparent problem [__INo apparent problem
[C_JOT or PT Examination [__Ispeech and Language Examination

date by whorm date by whom
L"alking, jumping, running problems - L__IProblems expressing thoughts

Cutiing, wiiing, coloring printing problems [__IProblems pronounting words
[_other (specify ___- y [__lOther (specify , }
SOCIAL:

How does your child interact with other chitdren? (list any: fights, pley groups, friends, trouble, efc.)

How does your child get along with adults?

Have you noticed any unusual social interactions? Yes] | Nol | i Yes, please explain:
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Child's Name:

SCHOOL HISTORY

Preschool/Grade Level Name of Schoot Location

»

Has your child been absgent from school a ibi? Yes I:l No L___| if Yes, please explain:

SCHOOL INTERVENTIONS

MARK INTERVENTIONS

Repeated Grade

Reading Assistance

Remediation

Speech/Language Services

Counseling or Social Services

Suspension or Expuision

Surmmer School
‘Other (specify)
AGENCY SERVICES
LIST THE AGENCIES THAT HAVE REASON (Provide as much detail as ible; '
possible; use a
PROVIDED SERVICES FOR THE CHILD: DATES separate page If necessary)
Private Tutoring

Private Counselor or Therapist (specify)

Community Service Agency (specify)

Mental Healthy Agency

Department of Children and Farmilies

Court System

Day Treatment Program (specify)

Inpatient Psychiatric Hospital (specify)

What do you think your child needs fo do that hefshe is not doing now and why?

Do you have any other questions or concerns?

~ Any ather information which would help us understand your child?
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