___________________’s Personal Record
	Name
	Nickname
	Height
	Weight
	Birth date
	Birth place

	With whom does your child live?  Check one or both.

[   ]  Mother  __________________________

                      name

[   ]  Father    __________________________

                      name

Brothers        __________________________

                      name and age

                      __________________________

                      name and age

Sisters           __________________________

                      name and age

                      __________________________

                      name and age


	Is your child toilet trained?

[   ] yes     [   ] no      [   ] in process

What does your child say when wishing to use the toilet?

_____________________________________________

Does your child need help in 

[   ] dressing           [   ] undressing

Does your child have a room alone?

[   ] yes         [   ] no

If no, who shares the room?  ______________________

Does your child nap?

[   ] yes         [   ] no

	Brothers and Sisters not living with the child
____________________________________

name and age

____________________________________

name and age
	Does your child have any special fears?
____________________________________

____________________________________

Does your child have any social problems?

____________________________________

____________________________________



	Other people your child sees often
____________________________________

____________________________________

____________________________________
	Has your child ever been tested for a learning disability or developmental delay?
[   ] yes         [   ] no

	Does your child visit grandparents frequently?
[   ] yes       [   ] no       [   ] deceased
	Does your child have any allergies?
____________________________________

____________________________________

____________________________________

	Grandparents’ names or nicknames they are called
____________________________________

____________________________________

____________________________________
	Does your child have any history of:
Vision impairment or eye infection    [   ] yes     [   ] no

Hearing impairment or ear infection  [   ] yes     [   ] no

Speech problems                                 [   ] yes     [   ] no

	Has your child been cared for by anyone other than parents?
_________________________________________

If child attended a daycare center, please name.

_________________________________________
	Does your child use or enjoy… check all that apply.
[   ] Outdoors                              [   ] Books

[   ] Games                                  [   ] Coloring/Drawing

[   ] Have security items             [   ] Other children

       (blanket, stuffed animal)


Has your child ever had any serious illness?


[   ] yes

[   ] no

If yes, explain:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Parent/Guardian Signature: _________________________________  Date: ________________

