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CONFIDENTIAL

Appleton Area School District

Student Background Information Form

Date

_____________

Name of Child 













Date of Birth        












Briefly state what you believe is the primary concern regarding your child. 






I.  Identifying Information/Family History Background 

Parents:

Mother’s name 




    
Home Phone 





Address 






Employer 






Age _______________




Work Phone 






Father’s name 





Home Phone





Address 






Employer 






Age _______________




Work Phone 






Primary Caregivers:

Does your child live with both biological parents?  FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no

If no, how long in current situation? 










Aside from parents, are there any other primary caregivers, of your child, living in the home or outside the home?

Name 





 Relationship to child 






Address












Home Phone 




 
Occupation 




 
Brothers/Sisters:


     Full Name

       Age  
    Sex
           Living in household?
     School?


1. 











       


2. 














3. 














4. 














5. 













Have you or any of your blood relatives experienced difficulties relating to:


1. 
 learning problems


2. 
 attention problems


3. 
 behavior problems


4. 
 medical problems


5. 
 emotional problems


Describe: 












Family stress events can impact/affect a child’s academic and/or behavioral functioning, therefore have any of the following events occurred within the past year:



 1. Parents divorced or separated

7. Past trauma



 2. Death in family


8. Alcohol and drug problems



 3. Changed schools


9. Domestic violence



 4. Family Moved



10. Incarceration of family member



 5. Family accident or illness

11. Family financial problems



 6. Parent changed job


12. Foster care







13. Other 












__________________________________________________







__________________________________________________







__________________________________________________

II.  Developmental /Medical Information
Pregnancy and Birth History:

1. Describe any problems or illness during pregnancy



difficulty in conception

toxemia



abnormal weight gain



measles



excessive vomiting

German measles



excessive swelling

emotional problems

vaginal bleeding



flu



anemia



high blood pressure



gestational diabetes

2. What medications were taken during pregnancy? 









3. Smoking during pregnancy 











4. Alcohol/Drug use during pregnancy ______________________________________________________________                                                                                                                             

5. Length of pregnancy 












6. Length of labor 












7. Check any complications that occurred during birth 










forceps used


breech birth


labor induced



Cesarean delivery 

cord around neck


other complications

8. Type of delivery 












9. Was anesthesia used with delivery? 










10. Birth weight 





11. Length 






12. What was the baby’s condition at birth? 










13. Number of days of mother in the hospital 

   # of days child in hospital 




14. How would you describe your child’s disposition as a baby? 







15.  Breastfed? _____________ How long? ___________  Bottle fed?______________ How Long______________

Development:

Indicate approximate age:    

1. sat by self 




  2. crawled 







3. walked with support 



  4. walked alone 







5. fed self 




  6. started eating solids 






7. toilet trained  -  bladder 



  8. bowel trained 






9. used first word 



10. used two/three word phrases 





11.  Has your child ever stopped talking? 




 At what age? 




12.  If your child has just started to speak, approximately how many words is your child using at this time? 



13.  What is your child’s capability in activities involving gross motor control? 










  Fine motor control? 








14. Are there any areas of development you continue to be concerned about?    yes      no

      Describe 













Medical Information:
1. Are there/were there any eating problems? 









2. Are there/were there any feeding difficulties? 









3. Is there a history of colic? 











4. Any sleeping issues? 












5. Any bed wetting or soiling issues? 










6. Have there been any significant injuries, illnesses or operations? 







7. Has your child had any hearing or vision difficulties? 







8. Has your child had a history of allergies, asthma, upper respiratory infections, ear infections, or PE tubes? 













 

9. Has your child experienced any seizures, with or without fever? 







10. Has your child lost consciousness or suffered a head injury? 






11. Is your child currently on any medications?  What? 








       Purpose of medication? 











12. Has your child shown any unusual reaction to medications? 







13. Has your child had physical complaints such as headache, vomiting, poor balance, double vision,

      dizziness, weakness, numbness? 










14. Has your child shown difficulties with tics, rocking back and forth, biting nails, grinding teeth, 

      head banging, or being prone to accidents? 








Name of Primary Care Physician 











Address 














Telephone 











15. Has this child ever had psychological counseling, therapy,  social work services or been involved with family therapy ?


Counselor’s name 












Address 














Telephone 













Type of counseling 










16. Has this child ever had a neurological examination, psychological examination and/or a  psychiatric examination?


Neurologist/Psychologist/Psychiatrist 










Address 














Telephone 











III. Behavioral/Emotional Information

Please check those behaviors that you believe your child exhibits or exhibits to an excessive or exaggerated degree

when compared to other children of his or her own age.

 FORMCHECKBOX 
is easily overstimulated

 FORMCHECKBOX 
seems overly energetic in play

 FORMCHECKBOX 
perfectionistic personality

 FORMCHECKBOX 
has a short attention span
 FORMCHECKBOX 
seems impulsive


 FORMCHECKBOX 
frequently oppositional

 FORMCHECKBOX 
lacks self control

 FORMCHECKBOX 
overreacts when faced with a problem
 FORMCHECKBOX 
self mutilation

 FORMCHECKBOX 
requires constant structure
 FORMCHECKBOX 
easily distracted


 FORMCHECKBOX 
seems unhappy most of the time

 FORMCHECKBOX 
withholds affection

 FORMCHECKBOX 
requires a lot of parental attention
 FORMCHECKBOX 
poor eye contact

 FORMCHECKBOX 
hides feelings


 FORMCHECKBOX 
restless



 FORMCHECKBOX 
preoccupation with objects

 FORMCHECKBOX 
has excessive fears

 FORMCHECKBOX 
aggressive verbal/physical

 FORMCHECKBOX 
drastic mood swings

 FORMCHECKBOX 
daydreams


 FORMCHECKBOX 
temper outbursts


 FORMCHECKBOX 
regressive or infantile behavior

 FORMCHECKBOX 
unable to organize

 FORMCHECKBOX 
loses things



 FORMCHECKBOX 
resistive toward limits 

 FORMCHECKBOX 
doesn’t learn from experiences
 FORMCHECKBOX 
does not accept redirection/criticism
 FORMCHECKBOX 
anti-social tendencies

 FORMCHECKBOX 
irritable/easily frustrated
 FORMCHECKBOX 
hypersensitive to sound/tactile/visual
 FORMCHECKBOX 
negative attitude

 FORMCHECKBOX 
difficulties with transitions
 FORMCHECKBOX 
timid or shy



 FORMCHECKBOX 
seeks attention excessively

 FORMCHECKBOX 
clingy


 FORMCHECKBOX 
hears voices 



 FORMCHECKBOX 
anxious

 FORMCHECKBOX 
hyperactive


 FORMCHECKBOX 
motor tics



 FORMCHECKBOX 
excessive anxiety

 FORMCHECKBOX 
low self-esteem

 FORMCHECKBOX 
avoids competition


 FORMCHECKBOX 
excessively fatigued

 FORMCHECKBOX 
overly sensitive

 FORMCHECKBOX 
critical of others


 FORMCHECKBOX 
somatization


 FORMCHECKBOX 
difficulty concentrating

 FORMCHECKBOX 
withdrawn  



 FORMCHECKBOX 
seems uncomfortable meeting new people 

 FORMCHECKBOX 
other:

Any comments regarding above: _________________________________________________________________________

Activity Level - How active has your child been from an early age? 











                                               





                                                         

                                                                             

                                                            

Distractibility - How well does your child pay attention when given direction(s)? 


















                                                                                                                                             















Adaptability - How well does your child deal with transition and change? 











    
                                   




                                                                                                                                                      













          

Approach/withdrawal - How well does your child respond to new things? 







                                                                      



                                                       
                                                                                                    





             

                                             



Triggers – What typically makes this child angry, upset and/or frustrated? 




















                                                                     



                      



                                                           














Friendship Skills/Social Skills

1. Does your child typically prefer to play alone?
Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

2. What does your child like to do best at home? 










3. Are there any things your child dislikes or avoids at home? 









4. Does your child typically play with children that are younger, same-age or older? 




















5. Does your child have problems relating with other children? 






















6. Does your child frequently fight with playmates? 
























7. When your child becomes angry or upset with other children, does he/she become physically or verbally aggressive? _______

_____________________________________________________________________________________________________

8. If another child instigates or becomes aggressive with your child, how does your child typically react?___________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________  

9. How does your child usually get along with his brother(s)/sister(s)? 






















10. How does your child do when away from you, when in another room or when briefly unattended? 
































 11. How would you rate your child’s social skills?   Poor  1- 2 –        Average(3) –         4 - 5  Very Appropriate  

IV. Behavior Management – Parenting Techniques
1. What do you find most difficult about parenting your child? 

                              



                                         
                                                                                                                                           





2. What types of discipline do you use with your child? 
                                                           


                                                                                                                           















3. How does he/she respond to discipline? __________________________________________________________________


____________________________________________________________________________________________________

4. Are there specific discipline techniques or conditions, which may cause the problem behavior to become worse? _______

____________________________________________________________________________________________________

____________________________________________________________________________________________________ 

5. From your response above, which discipline technique do you find works most effectively with your child? 

                                                  

                                                                                                                                                      

















6. When you give your child a command, how often do you need to repeat yourself? _________________________________

____________________________________________________________________________________________________

7. How does your child behave with a babysitter? _____________________________________________________________

_____________________________________________________________________________________________________

8. What are your child’s strengths? 


























9. Does your child typically follow household rules and/ expectations?   Yes    FORMCHECKBOX 
        No      FORMCHECKBOX 
        Sometimes      FORMCHECKBOX 


Describe: ______________________________________________________________________________________

               ______________________________________________________________________________________________

               ______________________________________________________________________________________________

10. Have you recognized any behavioral or emotional patterns, and if so, how predictable are they? (i.e always irritable in the morning or a particular item/event reminds him/her of a traumatic event thus becomes a significant issue): _________________

__________________________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________                               

11. When your child is very upset or angry, how long does it typically take for him/her to calm down? ____________________

_____________________________________________________________________________________________________

12. Does one parent, versus the other, typically have more success when disciplining your child? ________________________ _____________________________________________________________________________________________________

_____________________________________________________________________________________________________

13. What do problem behavior(s) typically look like at home? ____________________________________________________

_____________________________________________________________________________________________________

14. What type of activities/item(s), at home, helps sooth or calms your child when frustrated, angry or upset? _______________

__________________________________________________________________________________________________________________________________________________________________________________________________________

15. What types of responsibilities/chores does your child have at home? ____________________________________________

_____________________________________________________________________________________________________

16. How can you tell problem behavior(s) are about to start? _____________________________________________________

_____________________________________________________________________________________________________

17. Does your child use foul or obscene language when angry?   Yes  FORMCHECKBOX 
        No    FORMCHECKBOX 

18. When talking with your child about their actions or negative behavior, does your child typically accept responsibility for his/her actions or usually first try to lie/blame others? ___________________________________________________________  

_____________________________________________________________________________________________________

IV.  Community Involvement

1. Please list activities/organizations your child is involved with within the community. 
















































2. Has your child had any difficulties in the community?  Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

If yes, please describe (IE difficulties with neighbors, fights with other children, etc.): _________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

3. Any problems that resulted in contact with police? 
 Yes  FORMCHECKBOX 
       No  FORMCHECKBOX 


If yes, please describe: 








































4. Any referrals to Juvenile Intake/Juvenile Court System? 





































V.  Educational History/Interests
1. Does your child dislike going to school?   Yes    FORMCHECKBOX 
       No      FORMCHECKBOX 
 


If yes, what does your child particularly not like about it, in your opinion? ___________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________
2. Please describe how you typically handle homework after school? 



















    


3. Does your child ask for help with homework?   Yes    FORMCHECKBOX 
       No  FORMCHECKBOX 

4. Does your child attempt to hide that he/she has homework?    Yes    FORMCHECKBOX 
       No    FORMCHECKBOX 

5. What do you think works well for your child in school? _______________________________________________________

_____________________________________________________________________________________________________

6. What seems to not work well? ___________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

7. What does your child indicate or appear to enjoy about school? _________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________ 

8. Do you feel your child needs extra help at school? For what? ___________________________________________________

_____________________________________________________________________________________________________

9. What is your child’s favorite subject(s) at school? ___________________________________________________________

10. What areas does your child appear to struggle with at school? _________________________________________________

_____________________________________________________________________________________________________

11. Is there any other information that will help us understand your child? 

 



















Thank you for your time in filling out this information.

Form completed by: __________________________________________    Relationship____________________________

                                 __________________________________________     Relationship ___________________________









         Date _________________________________



Parent Signature







