Fall Mountain Early Learning Center

Parent Interview Form

Identification Information












   Month  Day    Year
Child’s Name:  ________________________________________   
Today’s Date:  ____  ____  ____

Boy ____ Girl ____ 






     Child’s Birthdate:  ____  ____  ____
Street Address:  ______________________________________  Home Phone:  ____________________
Mailing Address:  _____________________________________  Work Phone:  _____________________
Town:  __________________________________________________ State:  ______ Zip:  ______________
Email address:___________________________________________________________________________

Father’s Name:  ____________________________  Age:  _____  Occupation:  ____________________

Mother’s Name:  ____________________________ Age:  _____  Occupation:  ____________________

Brothers and Sisters:

Name




Birthdate

Name



Birthdate

__________________________
_________

______________________
_________

__________________________
_________

______________________
_________

__________________________
_________

______________________
_________

Other people in the home:  _______________________________________________________________

Is this child adopted?  ____________ If yes, age at adoption:  ____________________

Who has legal custody of this child?____________________________________________
Information of Parent/Guardian NOT residing with this child:

Name:  _________________________________________  Phone: _________________________________

Address: ___________________________________________ Email: ______________________________

Is there a legal reason why he/she should not be informed about the child?__________________

__________________________________________________________________________________________

Medical

Place of Birth:____________________________________________
Weight at Birth:  ____________________  Approximate current weight:  ________________

Was there anything unusual about the pregnancy or delivery with this child?  _______________

__________________________________________________________________________________________

Did this child require any special medical care or hospitalization at birth or during the first month after birth?  _______________________________________________________________________

Has this child ever been in the hospital or been seriously ill at home?


Yes _____
No _____  If yes, explain:  _______________________________________________

Has this child ever had a serious accident?  _______________________________________________

When was the last time this child saw a doctor?  __________________________________________


Name of doctor:  ___________________  Reason Seen:  ________________________________

Is this your child’s regular physician? _____ If not, who is? _________________________________

Is this child on any medication?  Yes _____  No _____ If yes, explain:  ________________________

Has this child ever had any ear/hearing examination or treatment?  Yes ___ No ___


When _______________ Who ____________________ Results ____________________________

Does he/she seem to have difficulty hearing?  Yes ____  No ____

Does he/she have a history of ear infections?  Yes ____  No ____


How often?  __________________________ What treatment? ___________________________

Has this child ever had a vision examination or treatment?  Yes ____  No _____


When _______________ Who ____________________ Results ____________________________

Does he/she seem to have difficulty seeing?  Yes ____  No ____

Does he/she wear glasses?  Yes __  No __  Does he/she have eyes that turn in?  Yes __  No __

Medical Continued

Do you notice, or has a doctor reported, any of the following in this child:

__ Asthma

__ Frequent Fevers

__ Headaches
__ Overtired

__ Indigestion
__ Sinus Trouble


__ Nightmares
__ Diarrhea

__ Constipation
__ Heart Trouble


__ Thumbsucking
__ Allergies

__ Vomiting

__ Epilepsy (seizures)

__ Bed Wetting       __ Dental Issues


__ Nose Bleeding
__ Nail Biting

Other Physical Problems (explain):  ______________________________________________________

_________________________________________________________________________________________

Does your child nap?  ________ If so, when & for how long? ________________________________
Does your child sleep through the night? Yes ____  No ____ 

Does he/she sleep in his/her own bed? Yes ____  No ____

Describe any sleep issues:  ______________________________________________________________

_________________________________________________________________________________________

Self-Help
Does your child have any issues with eating/feeding?  _____________________________________

_________________________________________________________________________________________

Does he/she eat a variety of textures of food? Yes ____  No ____

Does your child drink from a:  cup  ______ sippy cup _____  bottle ____ 

Does your child use a pacifier?  Yes ____  No ____

	
	No
	With Assistance
	Does Independently

	Use utensils to eat
	
	
	

	Prepares food for eating (peels skins or removes wrappers)
	
	
	

	Use a tissue
	
	
	

	Brushes teeth
	
	
	

	Bathes & dries Self
	
	
	

	Brushes or combs hair
	
	
	

	Washes and dries face
	
	
	

	Puts on long pants
	
	
	

	Puts on front opening  garment
	
	
	

	Puts on pull-over garment
	
	
	

	Puts on shoes
	
	
	

	Puts on underpants, shorts or skirt
	
	
	

	Ties string-type fastener
	
	
	

	Fastens button, snaps and Velcro
	
	
	

	Threads and zips zipper
	
	
	

	Rides and steers a 2- wheel bicycle
	
	
	

	Rides and pedals a 2 wheel bicycle with training wheels
	
	
	


Motor & Sensory Skills
Did your child meet motor milestone (sitting up, crawling, walking, etc.) at expected ages?

________  If not, please describe: ______________________________________________________

______________________________________________________________________________________ 
Do you have any sensory concerns about your child (i.e. tolerance for touch, sensitivity to sound, easily overwhelmed by movement, etc.)  Yes ____  No ____
If yes, please describe: ________________________________________________________________
_______________________________________________________________________________________

What is his/her response to movement (ie. fearful, appears to have no sense of dangerous situations)  ______________________________________________________________________________

Speech & Language
Was your child very quiet as a baby (did not babble and coo as much as most babies)?  ___________  Did he or she cry excessively?  ________________

How old was your child when he or she began to say single words?  __________________

How old was your child when he or she began putting 2 or 3 words together? _______________

How does your child now communicate his or her wants and needs?:


by gestures _____
taking you to what he/she wants _____ 


verbally in incomplete utterances _____
verbally in complete sentences ______

Does your child have difficulty pronouncing certain sounds?  ______ If so, which ones? ______

_________________________________________________________________________________________

How much of your child’s speech can YOU understand?  
All  ____ Most _____ Very Little ____ None_____
How much of your child’s speech can be understood by others?  

All  ____ Most _____ Very Little ____ None_____

Do you feel that your child repeats words or sounds unduly? ______________

Do you feel that your child understands all that you say to him/her? ____________

Do you have any other concerns about your child’s speech and language? _________________

__________________________________________________________________________________________

Additional Information
Is this child toilet trained?  No _____ Yes _____ At what age? ____________________

Have you noticed any differences compared to your other children or others the same age?  __________________________________________________________________________________________

Do you have any family history/living situations which you think might affect your child’s development?  (speech difficulties, learning problems, hearing difficulties, seizures, diabetes, mental retardation, cerebral palsy, mental illness, alcoholism, divorce)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What does this child like to do best at home ?  _____________________________________________

Does he or she prefer to play alone or with others? ________________________________________

How old are this child’s favorite playmates?  ______________________________________________

How does this child usually get along with his or her brothers and sisters?  _________________

Does this child have any special fears (dogs, darkness, etc.)?  _____________________________

Does anyone read stories to this child?  _____________  Who? _______________________________

What kind of stories does he or she like?  __________________________________________________

__________________________________________________________________________________________

What types of “Screen Time” does your child experience? (TV, Computer, phone, Ipad, etc.)  _________________________________________________________________________________________

What are your child’s favorite shows/videos/games?_______________________________________

_________________________________________________________________________________________

About how many hours of screen time does your child use per day?  __________

Has this child ever been to a preschool or day care center?  ____________________

Where? _______________________________________  When (how long)?  _______________________

Has your child ever received therapy?  ________________


Please explain.  ____________________________________________________________________

What do you consider to be this child’s strengths?  ________________________________________

What do you consider to be this child’s weaknesses?  _____________________________________

Is there any other information that will help us understand this child?  ______________________

__________________________________________________________________________________________

Do you have any special concerns about this child?  _______________________________________

__________________________________________________________________________________________

Form completed by:  ____________________________________________

Relationship to child:  ___________________________________________

Thank you for your time and patience in filling out this questionnaire.

Please return this completed form to:

Fall Mountain Early Learning Center

134 FMRHS Road

Langdon, NH 03602

If you have any questions, please call 835-6314
3
4

