Memorial Methodist

early childhood center

Child's Developmental History
Class___________________



Today's Date__________

Child's full name_________________________________________   Date of birth_________________

Home Address___________________________________________________




street



city,
state,
zip

Home Telephone Number__(____)____________________________________

Names and ages of Siblings_____________________________________________________________.

We want to make your child's earliest school experience the very best possible.  In order to do so, we need your help.  The more information we have about your home life with your child, positive and negative, the easier it will be for our teachers to understand him/her and encourage his/her development.  Therefore, we ask you to share your experiences, hopes and feelings with us. with the assurance that they will be treated with professional confidence.

Early History
1.
Did you experience a healthy and normal pregnancy and 
delivery?___________________________________________________________________________.

2.
How much did your child weigh at birth?_____________________________________________.

3.
At what age did he/she walked unsupported?_________________________________________.  


At what age 
did he/she begin talking in 2-3 word sentences?___________________________. 


At what age was your child toilet trained?____________________________________________.  


Does your child occasionally wet overnight?___________________________________________. 


Will your child tell an adult when he/she needs to use the toilet?_______________________. 

4.
Has your child ever been hospitalized?________.Describe______________________________.

5.
How many times has your family relocated?__________________________________________.

6.
How many caregivers/au pairs has your child had?___________________________________.

Eating Habits
7.
Please describe your child's appetite_________________________________________________.

8.
Does your child have any allergies?______.  If yes, to what?_____________________________.


Describe allergy symptoms and treatment ____________________________________________


___________________________________________________________________________________.

9.
Please tell us your child's favorite foods______________________________________________.

10.
Does your child eat dinner (  ) alone  (  ) with family  (  ) with sibling 


(  ) with sitter?

Sleeping
11.
What time does your child go to bed?_________.  Wake up?__________.

12.
Does your child take a nap?___________. Regularly?_____. For how long?________________.

13.
Does your child have  his/her own room?___________.


Is bedtime a regular routine?______________.

14.
Does your child (  ) comply  (  ) resist at bedtime?Speech
15.
Does your child speak clearly?_______.  Is your child's vocabulary 


large?_____________.  Are any other languages spoken in the 


home?_________.  If yes, what languages?​​​______________________.

Discipline
16.
Describe your child's response to directives___________________________________________.

17.
If your child does not comply, after repeated requests, what consequences can result 
from the non-compliance?__________________________________________________________.

18.
Do all members of the family agree on methods of discipline or are there different 
standards with:


Mother__________________ Father_____________ Grandparents____________ 
Sitter______________ Other___________
  ?

19.
Does your child have temper tantrums?_____________.  If yes, please describe what 
occurs_____________________________________________________________________________.

20.
What is something your child does not like to do?___________________.

Social
21.
Has your child ever been separated from you on a regular basis?______.

22.
What are your child's favorite play items?____________________________________________.

23.
Can you please tell us your marital status:



(  ) married  (  ) single  (  ) widow/er  (  ) divorced  (  ) separated

24.
Are there step-children in your child's life?_________________________.

25.
Does your child watch television?_______________________________.


How many hours daily?_____________.  Which shows?_________________________________.

26.
Does your child have any habits(nail biting, thumb sucking ect.)?_______


_____________________________________________________.

27.
Describe what you do to comfort your child when he/she is distressed.___________________

__________________________________________________________________________________.

28.
Do you have pets in your home?__________.  If yes, what kind?_____________. 


Name(s) of pet(s)?__________________________________________________________________.

29.
What are your child's favorite activities?_____________________________________________.

30.
Please describe your child's personality.______________________________________________.


___________________________________________________________________________________.

31.
If your child should, unfortunately, have difficulties at school how do you prefer to be 
approached and informed?___________________________________________________________


___________________________________________________________________________________.

Schooling
1.  Has your child been involved in a play group?_________

2.  Has your child attended other nursery schools?___________

3.  How would you describe your child's other group/school experience?____________________________________________________________

