CONFIDENTIAL

UNIFIED SCHOOL DISTRICT OF DE PERE

Student medical and social history information

Date __________





Name of Interviewer __________________________

Name of Student ___________________________________
Date of Birth ________________________________

I. Identifying Information

Parent(s) 
Mother’s Name _____________________________
Home Phone _______________________________________

Address __________________________________________________ 
Employer ___________________________
Age _____




Work Phone _______________________________________

How does the student relate to his/her mother? _______________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________
Father’s Name _____________________________
Home Phone _______________________________________

Address __________________________________________________
Employer ___________________________
Age _____




Work Phone _______________________________________

How does the student relate to his/her father? ________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________
Does the student live with both parents? _____ If no, what is the living arrangement? ________________________

_____________________________________________________________________________________________

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

Name ______________________________________  Relationship ______________________________________

Address _________________________________________________  Phone _______________________________
Brothers/Sisters


Full Name

Gender

Age
Grade

School
      Living in Household?
1. __________________________________________________________________________________________

2. __________________________________________________________________________________________

3. __________________________________________________________________________________________

4. __________________________________________________________________________________________

5. __________________________________________________________________________________________

6. __________________________________________________________________________________________

How does the student get along with her/his siblings? __________________________________________________

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Family stressors that may have occurred in the past year?
_____ Parents divorces or separated

_____ Death in the family

_____ Changed schools

_____ Family moved

_____ Family accident or illness

_____ Parent changed jobs

_____Past trauma being recalled

_____ Alcohol or drug problems

_____ Domestic violence

_____ Incarceration or family member

_____ Family financial problems

_____ Foster care

_____ Other ___________________________________________________________________________________

Notes 
Developmental/Medical Information

Pregnancy & Birth History
1. Any problems or illness during pregnancy ____________________________________________________
_____Toxemia

_____ excessive vomiting

_____ flu

_____ vaginal bleeding

_____ measles

_____ German measles

_____ anemia

_____ extended bed rest

_____ abnormal weight change

_____ excessive swelling

_____ high blood pressure

_____ gestational diabetes

_____ other ___________________________________________________________________________________

2. What medications were taken during the pregnancy? ___________________________________________

_____________________________________________________________________________________________

Any use of tobacco? _______________ Alcohol? _______________ Drug use? _______________

3. Length of pregnancy __________
Length of labor __________

4. Any complications that occurred during birth _________________________________________________

_____________________________________________________________________________________________

_____ forceps used  _____ breech birth  _____ labor induced  _____ Cesarean delivery  _____ cord around neck

5. Type of delivery ________________________________________________________________________

6. Birth weight __________
Length __________
Condition of baby (APGAR) ___________________

Development
Any unusual developmental issues _________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________

Approximate age when:
walked alone __________
bladder toilet trained __________
bowel trained __________

Has your child ever stopped talking? __________
At what age? _____
For how long? __________

Any concerns regarding fine motor or gross motor skills? _______________________________________________

Are there any areas of development that you continue to be concerned about? _______________________________

__________________________________________________________________________________________________________________________________________________________________________________________

Medical Information
1. Are/were there any eating problems? ________________________________________________________
2. Is there a history of colic? _________________________________________________________________

3. Any sleeping issues? _____________________________________________________________________

4. Any bed wetting or soiling issues? __________________________________________________________

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

__________________________________________________________________________________________
6. Any dental concerns? ____________________________________________________________________

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? _____
PE tubes? _____

9. Has your child experiences any seizures (with or without fever)? __________________________________
10. Has your child lost consciousness or suffered a serious head injury? _______________________________

11. Is your child taking any medications? _____
What? ____________________________________________

__________________________________________________________________________________________
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, or numbness? __________________________________________________________________

14. Has your child shown any difficulties with tics, rocking back and forth, biting nails, grinding teeth, head banging, cutting self, or being prone to accidents? _____________________________________________

Notes 
Your child’s primary care physician


Name _________________________________________________________________________________


Clinic Site _____________________________________________________________________________


Address _______________________________________________________________________________


Phone ________________________________________________________________________________

Has your child seen a medical specialist? _____ (e.g., cardiologist, neurologist, psychiatrist)

Name _________________________________________________________________________________


Clinic Site _____________________________________________________________________________


Address _______________________________________________________________________________


Phone ________________________________________________________________________________

Has your child ever had psychological counseling, therapy, social work services or been involved in family therapy?

__________________________________________________________________________________________________________________________________________________________________________________________


Therapist’s Name _______________________________________________________________________


Clinic _________________________________________________________________________________


Address _______________________________________________________________________________


Phone ________________________________________________________________________________

II. Social Skills/Friendship Skills
1. Does your child typically prefer to play alone? ________________________________________________

2. Does your child have problems relating with other children? _____________________________________

3. How does your child get along with siblings? _________________________________________________

4. How does your child do when away from you (unattended)? _____________________________________

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

6. What does your child like to play with at home? _______________________________________________

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

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

2. How can you tell problem behaviors are about to start? _________________________________________

_________________________________________________________________________________________

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

__________________________________________________________________________________________

4. How does he/she respond to discipline? ______________________________________________________

5. How does your child respond to a baby sitter? _________________________________________________

6. Does one parent (versus the other) typically have more success when disciplining your child? ___________

__________________________________________________________________________________________

7. What types of responsibilities does your child have at home? _____________________________________
__________________________________________________________________________________________

8. Does your child use foul or obscene language when angry? ______________________________________

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

Notes 
V. Behavioral/Emotional Information
 FORMCHECKBOX 
 is easily over stimulated
 FORMCHECKBOX 
 seems overly energetic in play

_______________________________________________________________________________

 FORMCHECKBOX 
 has a short attention span
 FORMCHECKBOX 
seems impulsive

_______________________________________________________________________________

 FORMCHECKBOX 
 lacks self control

 FORMCHECKBOX 
 overreacts when faced with a problem

_______________________________________________________________________________

 FORMCHECKBOX 
 requires constant structure
 FORMCHECKBOX 
 easily distracted

_______________________________________________________________________________

 FORMCHECKBOX 
 withholds affection

 FORMCHECKBOX 
 requires a lot of parent attention

_______________________________________________________________________________

 FORMCHECKBOX 
 hides feelings


 FORMCHECKBOX 
 restless

_______________________________________________________________________________

 FORMCHECKBOX 
 has excessive fears

 FORMCHECKBOX 
 aggressive verbal/physical

_______________________________________________________________________________

 FORMCHECKBOX 
 daydreams


 FORMCHECKBOX 
 temper outbursts

_______________________________________________________________________________

 FORMCHECKBOX 
 unable to organize

 FORMCHECKBOX 
 loses things

_______________________________________________________________________________

 FORMCHECKBOX 
 doesn’t learn from experiences
 FORMCHECKBOX 
 does not accept redirection/criticism

_______________________________________________________________________________

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

_______________________________________________________________________________

 FORMCHECKBOX 
 difficulties with transitions
 FORMCHECKBOX 
 timid or shy

_______________________________________________________________________________

 FORMCHECKBOX 
 clingy


 FORMCHECKBOX 
 hears voices

_______________________________________________________________________________

 FORMCHECKBOX 
 hyperactive


 FORMCHECKBOX 
 motor tics

_______________________________________________________________________________

 FORMCHECKBOX 
 low self-esteem

 FORMCHECKBOX 
 avoids competition

_______________________________________________________________________________

 FORMCHECKBOX 
 overly sensitive

 FORMCHECKBOX 
 critical of others

_______________________________________________________________________________

 FORMCHECKBOX 
 difficulty concentrating
 FORMCHECKBOX 
 withdrawn

_______________________________________________________________________________

 FORMCHECKBOX 
 perfectionist personality
 FORMCHECKBOX 
 frequently oppositional

_______________________________________________________________________________

 FORMCHECKBOX 
 self mutilation

 FORMCHECKBOX 
 seems unhappy most of the time

_______________________________________________________________________________

 FORMCHECKBOX 
 poor eye contact

 FORMCHECKBOX 
 preoccupation with objects

_______________________________________________________________________________

 FORMCHECKBOX 
 drastic mood swings

 FORMCHECKBOX 
 regressive or infantile behaviors

_______________________________________________________________________________

 FORMCHECKBOX 
 resistive toward limits

 FORMCHECKBOX 
 anti-social tendencies

_______________________________________________________________________________

 FORMCHECKBOX 
 negative attitude

 FORMCHECKBOX 
 seeks attention excessively

_______________________________________________________________________________

 FORMCHECKBOX 
 anxious


 FORMCHECKBOX 
 excessive anxiety

_______________________________________________________________________________

 FORMCHECKBOX 
 excessively fatigued

 FORMCHECKBOX 
 somatization

_______________________________________________________________________________

 FORMCHECKBOX 
 seems uncomfortable meeting new people                         FORMCHECKBOX 
Any other concerns ___________________
______________________________________________________________________________________

Notes 
School History
List all the schools your child has attended and dates when attending each school.
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Did your child receive any special services at any previous school? _______________________________________

_____________________________________________________________________________________________

 FORMCHECKBOX 
 Reading Assistance

 FORMCHECKBOX 
 Speech Therapy

 FORMCHECKBOX 
English as second language services

 FORMCHECKBOX 
Special Education Services (IEP)


 FORMCHECKBOX 
Was your child ever tested for special education? 

__________________________________________________________________________________________________________________________________________________________________________________________

 FORMCHECKBOX 
 Did your child ever repeat a grade?
Which grade? ____________

Did your child’s previous school have any academic concerns? __________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Which subject does your child like?

 FORMCHECKBOX 
 Reading
 FORMCHECKBOX 
Math

 FORMCHECKBOX 
Science
 FORMCHECKBOX 
 Writing
 FORMCHECKBOX 
 Social Studies
 FORMCHECKBOX 
Phy Ed

Which subjects does your child find difficult?

 FORMCHECKBOX 
 Reading
 FORMCHECKBOX 
 Math

 FORMCHECKBOX 
 Science
 FORMCHECKBOX 
 Writing
 FORMCHECKBOX 
 Social Studies
 FORMCHECKBOX 
 Phy Ed

What does your child indicate or appear to enjoy about school? _________________________________________

____________________________________________________________________________________________

Does your child dislike going to school? ___________________________________________________________

____________________________________________________________________________________________

Has truancy ever been filed as a result of tardies or absences? __________________________________________

Please describe how you typically handle homework after school. _______________________________________

_________________________________________________________________________________________________________________________________________________________________________________________

Does your child ask for help with homework after school? _____________________________________________

Does your child attempt to hide that she/he has homework? ____________________________________________

Do you feel your child needs extra help at school? ____________________________________________________

_____________________________________________________________________________________________

Did your child’s previous school have any behavior concerns? ___________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________

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

 FORMCHECKBOX 
 Learning problems ___________________________________________________________________

 FORMCHECKBOX 
 Attention problems ___________________________________________________________________

 FORMCHECKBOX 
 Behavior problems ___________________________________________________________________

 FORMCHECKBOX 
 Medical problems ____________________________________________________________________

 FORMCHECKBOX 
 Emotional problems __________________________________________________________________

Notes 
VII. Community Involvement
List any organizations your child is involved with within the community. __________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Has your child had any difficulties in the community (e.g., fights, shoplifting, vandalism, neighbor issues)?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Any problems that resulted in your child having contact with the police or fire department? ____________________

__________________________________________________________________________________________________________________________________________________________________________________________

Any referrals to juvenile intake/juvenile court system? _________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is there any other information that will help us to understand your child better? _____________________________

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Notes
