Learning Tree Development Center

Child Developmental History

What is happening in your family can affect your child’s growing and developing in positive ways, and in ways that might interfere with him/her being ready for school.  We would like to know something about your family because it will help us better understand and plan for your child.  There are good resources in the child care center and community to help get your child off to a good start.

Please complete this Child Developmental History.  You can decide which questions you feel comfortable answering.  Please note that some of the questions may not apply to all children.
Program: Infant _____ Wobbler _____ Young Preschool ______ Preschool _____

PART A:  Family Background

1. Name of Child: ______________________ Nickname: _______________

2. Mother/Guardian Name: ______________________________________

3. Father/Guardian Name: _______________________________________

4. Marital Status of Parents/Guardians:


Married _____  Divorced _____  Separated _____ Single _____

5. Are their any special custody arrangements?  Yes _____  No _____

If Yes, please explain:

6. Brothers and/or sisters?

7. Are their other people living in the household?

8. What language is spoken at home?

9. Does your child understand English?  Yes _____  No _____

10. Who has been taking care of your child most of the time?

PART B: Health

1. Are there any health concerns (physical, emotional, vision, hearing, speech, chronic illness such as asthma) for which your child is (or has been) receiving treatment or supervision?  Yes _____ No _____

If yes, please give details, and ask for an ISP at the office.

2. Do you have concerns about your child’s development in any area (emotional, intellectual, physical, language, etc…)?  Yes _____  No _____

If yes, please describe:

PART C: Daily Living

1. What are your child’s typical eating patterns?

2. What foods does your child like?

3. What foods does your child dislike?

4. Does your child have food restrictions or allergies? Yes _____ No _____

If yes, please describe and ask for a Food Allergy Form in the office:

5. Have you been or are you now concerned about any aspects of your child’s eating habits?

6. Do you want us to follow a particular plan for toileting?  Yes ___ No ___

If yes, please explain:

7. How will your child let us know that he/she needs to use the toilet?

8. Any special words for body parts?

9. Your child goes to bed for the night at _______ and sleep for approximately _____ hours.

10. Does your child have a nap during the day?

Yes     No     Sometimes     What Time?          For how long?

11. Does your child use any special comforts during sleep time such as a blanket, stuffed animal, sucking fingers or thumbs, etc… Yes ___ No ___

12. Describe the typical routine used to help your child go to sleep for a nap:

PART D: Social Relations and Play

1. What are your child’s favorite activities/interests?

2. Describe your child’s play with other children:

3. What forms of behavior does your child typically show when fights or disagreements with friends occur?  (withdraws, hits, etc…)

4. Is your child afraid of any particular thing such as loud noises, storms, animals or the dark?  Yes ______ No ______

5. What approaches work best in comforting your child?

6. How do you expect your child will adjust to the program?

7. Is there any other information about your child not covered on this, or any other form, that you feel would help us to know and understand your child better?

Parents Signature: ____________________________  Today’s Date: ________
