PRESCHOOL CASE HISTORY

IDENTIFYING INFORMATION                        

Today's Date: ____________________

Child’s Name: __________________________________________ D.O.B.: __________________

                                                            (Full name, including middle name)
Nickname: _______________      Sex:   M____     F____     Ethnicity/Race: __________________
Mailing Address: ___________________________________  Town Name: __________________

Residence Address: _________________________________  Town Name: __________________

Telephone #:________________ School District: ________________ Email: _________________
Mother’s Name: ________________________________________  Age: ____________________

Home Address: ______________________________________  Home Telephone: ____________

Place of Employment: ___________________________________  Working Hours: ___________

Employment Address: ___________________________________  Work #: _________________

Mother’s Educational Level: __________________  

Father’s Name: _________________________________________  Age: ____________________

Home Address: _______________________________________  Home Telephone: ____________

Place of Employment: ____________________________________  Working Hours: __________

Employment Address: ____________________________________  Work #: _________________

Father’s Educational Level: ________________ 

Name(s) of Children 



Age

Relationship                 School

Living in the Home





  (to child)     
        (if applicable)

________________________________      ______       _________________   ________________

________________________________      ______       _________________   ________________

________________________________      ______       _________________   ________________

Children (Not living in the home)

________________________________      ______       _________________   ________________

________________________________      ______       _________________  _________________

Adults (Living in the home)



          Relationship (to child)
________________________________      

     _______________________

________________________________        
     _______________________

HISTORY

Pre-natal

Place of birth (town and state): ______________________________________________________
Duration of pregnancy:  ___________________________
Please list any unusual conditions during pregnancy (i.e.,:  illnesses, accidents, injuries, emotional or physical strain, medication, toxemia, abnormal bleeding, etc.): 

_______________________________________________________________________________

_______________________________________________________________________________

Para-natal

Birth Weight: ____________ 

Any unusual conditions associated with the birth? _______________________________________

_______________________________________________________________________________

Any special care given to the baby (incubator, etc.)?  What and why? _______________________

_______________________________________________________________________________

_______________________________________________________________________________

Post-natal
Were there any feeding, sucking or swallowing difficulties?  Please explain: _________________

_______________________________________________________________________________

Was the baby easy or difficult to manage?  Please explain: ________________________________

_______________________________________________________________________________

Did the baby have high fever or seizures during infancy?  _________ If so, how was the problem treated? 
_______________________________________________________________________________

MEDICAL INFORMATION
Child’s Primary Care Physician: ____________________________________________________ 

Physician’s Address and Telephone #: ________________________________________________

Any other health care providers involved: _____  Name(s) and Address(s) ___________________

_______________________________________________________________________________

_______________________________________________________________________________

Has your child had any of the following?
Ear infections (how many?) _________________________________________________________

Tubes __________  When? __________________________  How many? ____________________

Heart defect (describe) _____________________________________________________________

Severe injuries (describe and at what age?) _____________________________________________

Allergies (to what?) _______________________________________________________________

Asthma (severity) _________________________________________________________________

Is child currently taking medication (other than vitamins)? ________________________________

If so, what and why? ______________________________________________________________

_______________________________________________________________________________

Please list any other childhood illnesses or medical conditions: _____________________________

_______________________________________________________________________________

Has child ever been hospitalized? __________  If so, when and for what reason? ______________

_______________________________________________________________________________

Has child’s hearing been tested?       Yes _______       No  ________

When: __________________________________________________________________________ 

Where: ___________________________________  By Whom: ____________________________

Results:  ________________________________________________________________________

Has child’s vision been tested?          Yes _______       No _______

When: __________________________________________________________________________ 

Where: ___________________________________  By Whom: ____________________________

Results:  ________________________________________________________________________

DEVELOPMENTAL HISTORY


Approximately at what age did your child:

Sit alone ________________________________   Walk alone _____________________________

Compared to other children, did your child walk:      Early_______   Late_______  On time______

Compared to other children, did your child talk:
Early _______  Late _______  On time ______

Approximately at what age did your child:     
Say first word __________________________








Use 2 to 3 word sentences ________________ 

What age did your child become toilet trained: _________________

Comments: _________________________________________________________________​_____

Does your child:

Eat well _________________________________   Sleep well _____________________________

Have any difficulties with chewing, swallowing and/or drooling? ___________________________

Thumb suck _______________  Use pacifier ______________ Have dental concerns ___________

Have frequent nightmares ___________________ Take a nap during the day _________________

Separate easily from parents _________________

Have unusual fears/emotional trauma (please explain):  ___________________________________

_______________________________________________________________________________

Seem sensitive to noises or other stimulation (please explain):  _____________________________

_______________________________________________________________________________

Prefer right or left hand _____________________

What time does your child go to bed?  _____________________  Get up? ____________________

How much time does your child spend watching TV, playing video games, and using the computer each day? _______________________________________________________________________

FAMILY HISTORY

Is there any family history of:

Please check
        Relationship 
         Comments





         those that apply            to Child

Hearing problems


__________
    _____________      ___________________

Vision problems


__________
    _____________      ___________________

Mental retardation


__________        _____________      ___________________

Learning problems


__________        _____________      ___________________

Speech and language problems
__________
    _____________      ___________________

Emotional/behavioral problems
__________        _____________      ___________________

Problems of attention, distractibility 
__________        _____________
___________________

and hyperactivity





Any other health or medical issues:
_________________________________________________
SCHOOL EXPERIENCE
Current Preschool or Daycare: ______________________________________________________ 

Currently, what days and times does your child attend: ___________________________________ 

Past Preschool or Daycare: 

Where:
  __________________________________   When: _______________________________


  __________________________________

 _______________________________

Early Intervention Services:

Where:   __________________________________
  When:  ______________________________

CHILD CHARACTERISTICS

To help us know your child better, please describe things your child can do well and things you are concerned about in each of the following areas:

Behavior (listens, follows directions, follows household rules and routines, temperament)

Strengths: _______________________________________________________________________

_______________________________________________________________________________

Concerns: _______________________________________________________________________

_______________________________________________________________________________

Speech and Language (i.e., intelligible, understood by others, carries on a conversation, understands directions, length of sentences)

Strengths: _______________________________________________________________________

_______________________________________________________________________________

Concerns: _______________________________________________________________________

_______________________________________________________________________________

Basic Concepts (i.e., sorting, matching, colors, shapes, classification, body concept)

Strengths: _______________________________________________________________________

_______________________________________________________________________________

Concerns: _______________________________________________________________________

_______________________________________________________________________________

Motor Skills (i.e., movement [jumping, running], fine motor [coloring, cutting, bead stringing, block building]).  Does your child seem clumsy or awkward?  Does he/she fall frequently?

Strengths: _______________________________________________________________________

_______________________________________________________________________________

Concerns: _______________________________________________________________________

_______________________________________________________________________________

Play Skills with self and others (i.e., initiates play, shares, turn-taking, length of activity, favorite toys)

Strengths: _______________________________________________________________________

_______________________________________________________________________________

Concerns: _______________________________________________________________________

_______________________________________________________________________________

Self-help skills (i.e., toileting, dressing, eating)

Strengths: _______________________________________________________________________

Concerns: _______________________________________________________________________

Signature  ___________________________________ 
  Date  ___________________

Relationship to Child
___________________________________
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