
Preschool/Pre-K Developmental History 2010 – 2011

What would you like us to call your child at school? _________________________________________

Family Information  

Please describe who lives in the child’s home (one parent, both parents, 
other members of the household): _________________________________________________________

_______________________________________________________________________________________

 What does your child call family members? ________________________________________________ 

Language(s) spoken at home: _____________________________________________________________ 

Are books read in languages other than English? ____________________________________________ 

Are there words in home language that we should know? _____________________________________

Does your child use any special words to describe needs? ____________________________________ 

Please tell us about any cultural family customs, rituals, or traditions that will help us make your 
child’s experience more meaningful:  _______________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

Developmental History

Weight at birth ________ Complications during pregnancy? ___________________________________

Any known complications at birth? ________________________________________________________ 

Age child began sitting: __________  crawling: __________  walking: __________  talking: __________ 

Any speech difficulties? __________________________________________________________________  

List any concerns about your child's development ___________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

Has your child been evaluated for a developmental issue? ____________________________________ 

If yes, please describe the findings of the evaluation: _________________________________________ 

________________________________________________________________________________________

Is your child presently, or has your child ever been, diagnosed with a special need? ______________ 

If so, is he or she receiving any special services? _____________________________________________ 
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Child’s Name __________________________ 

Date of Birth ___________________________



Health/Development  

Allergies (including food, environmental, drug reactions, insect bites): __________________________

________________________________________________________________________________________  

Regular medications: _____________________________________________________________________ 

Serious illnesses and hospitalizations: ______________________________________________________ 

Special physical conditions, disabilities: _____________________________________________________

________________________________________________________________________________________ 
 

Eating Habits

Special characteristics or difficulties _______________________________________________________ 

Favorite foods ___________________________________________________________________________

Foods refused ___________________________________________________________________________

Child eats with:    c hands        c spoon        c fork        c other

Does child drink from a regular cup? _______________________________________________________  

Toilet/Diapering Habits

Is your child toilet trained?        c urination        c bowels  

What is used at home?        c Potty chair        c special seat        c regular seat

Word used for  urination ____________________________ bowel movement _____________________ 

Is child ever reluctant to use the bathroom? _________________________________________________

Does your child have accidents? ___________________________________________________________

If not toilet trained, is there frequent diaper rash? ____________________________________________

What is used to treat diaper rash? _________________________________________________________ 

Does child wear?        c disposable diapers        c cloth diapers  

Are bowel movements:         c regular        c  irregular        how often? _________________________

Is there a problem with:        c diarrhea        c constipation 

Any concerns about your child's toilet habits? _______________________________________________

Sleeping Habits

Does child nap or get tired during the day (include when and how long)? _______________________

________________________________________________________________________________________

What time does child go to bed at night? ________________ awake in morning? _________________ 

Are there any sleep time rituals? __________________________________________________________ 

What is typical mood on awakening? ______________________________________________________ 

Does child sleep in:  c crib        c bed by him/herself        c shares bed with __________________ 
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