
Please lsr tlrhose lieng n 6\e ch'ldi home.
Are there siblinSs not is@dl
and ages and where they live

ll so, pleas€ nt therr names

lI mother and lath€r are not ivin8 toSethef or ilchild does
not ive with parents.what is the child! custody sbtusl

lfone or both parcn6 are not iving in the home,how often
does he/she see the paren.?paren* not in the home?

lr eadf, how many weeks ges

Was the baby born a !erm?

Did morher have any illness
n Yes tr No Explain

Did your baby have any problems riSht after bnth?
E Yes tr No Expialn

fl Vaernal?

of problem wth her prcgnancy?

Was ntalfeed,nS O Brear, i Bottlel

Dld your ba6y go home with motherjiom the hospiallDuring preSnanc, did mothe.
S m o k e t r Y e s D N o
Use drugs or m€di.ations C Yes

Drinl acohol D Ye5 ! No - Yes . Nd Erplain
t r N o

Do you consider your child to be in good heakh?

Does your child have any serious ilness or fredlcalcofditioni

Ha your child had serious injuries or acciden6l

Has your child ha! an/ sur8ery?

Ha your child ever b€en hospkalizedl

k yo!r child alergic ro nny medicines or drlgsl

t r Y e s  ! N o

O Y e s  t r N o

ft Yes ft No

t r Y e s . N o

- Y € S  f ] N O

- Y e s . N o

Ar€ you concemed aboutyour child's physical derelopment?

A.e /ou concerned about your .hili! mental or enotlonal developmenri

Are you concerned abolt your.hid! attention spani

lfyour chld i5 in school:

How s his/h€r behavior in school?

! Yes fl

! Yes !

n Y€s !

Has he^he iaied or repeated a Srade in rhool?

How is he/she doin8ln academic subje.B?

k he/she in speclal or resou.ce cla$es?



HaE an/ 6mil/ memb€.s had the following:

Hedn dise*e lbefore 50 yeats old)

Hish brood prssure (before s0 yqE oid)

Diabeles (beforc 50 yea6 old)

Bed-weEins (afier l0 yeaF old)

Ep lepsf or convu sions

! Y e s  D N o

t r Y e s  U N o

C Y $  ! N o

t r Y e s  ! N .

! Y e s  D N o

!  Y e s  ! N o

- Y e s  t r N o

n Y s  ! N o

! Y e s  U N o

! Y e s  ! N o

ft Yes ft No

t r Y e s  - N o

t r Y e s  ! N o

! Y e s  D N o

n Y e s  D N o

! Y e s  ! N o

D Y s  t r N o

! Y e s  ! N o

l Y e s  l N o

t

.
q

lmmune problems. HlVor AIDS

Additional fahily histof y

Does your child have, or has he/she ever had:

Frequent ear lnfec.ions

Problems with ears of hearing

Problems with ey6 or vision

Asthma, bronchitis, brcnchiolitis, or pneumonir

Any h€art prcblem or hear! nurmur

Anemia or b eeding problem

Frequent abdominal pain

Consnpatjon requirnC doctor visi6

Bladder or kidney nfection

Bed-weftins (ailer s /ea6 old)

(Forsirls) Has lhe $.rted her fienst.ual pefiods?

(Forsirls)Are thefe problems wtrr her periods?

Anf chronic or recurrent skin problem

Convulsions or other neurclogic problem

Thyrc d or other endocri.e problem

Any otner siSniiant prob em

Use of alcoholo. drlgs

Ll Yes D No

D Y e s  i N o

t r  Y e s  ! N o

E Y e s  - N o

t r  Y e s  ! N o

n  Y e s  - N o

n Y e s  t r N o

! Y e s  D N o

l Y e s  - N o

D Y e s  t r N o

! Y e s  O N o

! Y e s  D N o

D Y e s  n N o

. Yes El No

l Y $  t r N o

D Y € s  ! N o

! Y e s  t r N o

- Y € s  D N o

l Y e r  t r N o

i Y e s  ! N o

D Y e s  l N o

fl Yer i No


