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DATE:_________________________
Name of Child___________________________________________ School____________________________

Date of Birth___________________________________________  Grade______Grade(s) Repeated_______
Name of School where Student attended Pre-Kindergarten ___________________________________________
1.  Nature of pregnancy/delivery:

Normal_________  Complicated_________  Medication_________  Birth Weight_______________

State nature of difficulty  ______________________________________________________________

____________________________________________________________________________________

2.  Age your child started walking:______________________  talking:___________________________
3.  Who lives in the home with the child?

     Mother   _____________      Father _____________     Children  _______________    Other  ________________
4.  Number and age of children:

Younger brother(s)  ___________________

Younger sister(s)  _____________________

Older brother(s) ______________________

Older sister(s)  _______________________
5.  Has your child had any serious illnesses or injuries?

Yes  ________       No _________       When?_________________          What type?____________________

6.  Has your child had Asthma? __________       Sinus problems?_________     
     Allergies?_______________                           Ear or throat problems?____________

7. Has your child ever had an operation?          Yes  _____    No ______      When?_________________________

8.  Has your child ever been hospitalized?        Yes  _____    No _______     When?________________________

9.  Does your child have visual difficulties?     Yes  _____    No  _______                           

       Does your child wear glasses?                   Yes  _____    No _______   
       Examined Professionally?                           Yes  _____    No _______

10.  Does your child have hearing difficulties?   Yes  _____    No  _______               

       Examined professionally?                            Yes  _____    No  _______    
        Hearing Aid?                                               Yes  _____     No _______
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11.  Is your child currently taking medication?     Yes  _____    No ______      
Doctor:_________________________
Please list all of your child’s current medications:___________________________________________________
__________________________________________________________________________________________
12.  How would you describe your child’s current difficulty?___________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
13.  Has your child ever experienced emotional difficulties?  (Explain) ___________________________________
___________________________________________________________________________________________
14.  Has your child ever had psychological or psychiatric therapy?  (Explain) _______________________________
____________________________________________________________________________________________
15.  Who handles discipline in the home? 


 __________________________________

       Who seems to have better results with disciplining the child?    ___________________________________
       Do mother and father usually agree on discipline?          Yes  ______     No  _________
16.  To which parent is the child closest?_____________________________________________________________
17.  How does this child get along with his/her brother(s) or sister(s)?_______________________________________
______________________________________________________________________________________________
18.  Have mother and father always been together (ever separated)? _______________________________________
When?_________________________________________________________________________________________
19.  Has the child ever lived with another family (foster care)? ______________________________________________
When?__________________________________________________________________________________________
20.  List some activities in which your family often participates:  (briefly describe)

Church_________________

Sports__________________

Work___________________

Family Visits____________

Movies_________________

Television_______________

Games_________________

Conversation____________

Meals__________________

Trips__________________

Hobbies________________

Other__________________














Page 3 of 4

21.
What are your child’s favorite activities? _______________________________________________

             ________________________________________________________________________________
22.
Are grandparents involved with the family?  (describe)

Maternal____________________________________________________________________________

Paternal____________________________________________________________________________

23.
Any additional information which is relevant:____________________________________________

____________________________________________________________________________________

24.
Agencies or Resources involved with family or Services offered to this student

Yes

No

If yes, contact person:


Department of Family& Children Services    
_____

_____

_____________________


Mental Health

                                        _____

_____

_____________________


Counseling at School



_____

_____

_____________________


Juvenile Court




_____

_____

_____________________


Medical College of Georgia


_____

_____

_____________________


Health Department



_____

_____

_____________________


Partner’s for Success



_____

_____

_____________________


Alternative School



_____

_____

_____________________


Other





_____

_____

_____________________














Page 4 of 4
25.  Please describe any problems the student has in these areas. (If the area is not a problem, write none).

A.
Interpersonal relationships with adults?  ___________________________________________________
             ___________________________________________________________________________________

How frequent or intense is this behavior?__________________________________________________
B.
Interpersonal relationships with peers?____________________________________________________
             ___________________________________________________________________________________

How frequent or intense is this behavior? __________________________________________________
C.
Generally depressed or unhappy mood? ___________________________________________________
             ____________________________________________________________________________________

How frequent or intense is this behavior? ___________________________________________________
D.
Physical symptoms or fears connected with school or personal problems? _________________________
             _____________________________________________________________________________________ 
             How frequent or intense is this behavior? ____________________________________________________
E.
Inappropriate behavior or feelings?_________________________________________________________
             _____________________________________________________________________________________
             How frequent or intense is this behavior?_____________________________________________________
F.
Inability to learn when ability, health, and physical condition is considered?___________________________
             _______________________________________________________________________________________ 
             How frequent or intense is this behavior?______________________________________________________
G.
What is your child’s general attitude toward school? _____________________________________________

______________________________________________________________________________________
H.
What have you observed to be frustrating to your child? __________________________________________
              ______________________________________________________________________________________
I.
Your child does best in what areas? __________________________________________________________
J.
How cooperative is your child at home? _______________________________________________________
K.
What do you understand about your child’s difficulty in school? ____________________________________
             _______________________________________________________________________________________
Person completing form: _____________________________________________________








