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Cleveland
University He

City School District



School__________________
ID#_____________________
Interviewer______________
Date____________________
KINDERGARTEN BACKGROUND INFORMATION

Family Information

Child’s Full Name_________________________________Date of Birth______________
Name to be used at school (ex. Robert=Bobby)_____________________________

Name of Mother or Guardian_______________________________________________
Name of Father or Guardian________________________________________________
Do both parents live with child?
   Yes

No

List other children living in the household:
	Name
	Age
	Grade
	School

	
	
	
	

	
	
	
	

	
	
	
	


List other members of the household:

	Name
	Relationship

	
	

	
	


Religious Preference (optional)_____________________________________________

Will your child be permitted to participate in school holidays, birthday parties, pledge         Yes

No

Languages other than English regularly spoken at home_____________________

School History
Did your child have preschool experience?         Yes

No

If yes: (check one)
daycare center
Headstart
private pre-school
public preschool
In___________________________________________________school system.

Has your child had any other group experiences?

Yes
No
If yes, describe____________________________________________________________

General Information

Which television shows does he/she like?____________________________________

How many hours a day?
Less than 1 hour
1 hour

2 hours


More than 2 hours

Please circle the words below that describe your child:

Friendly
Moody
Clumsy
Aggressive
Impulsive
Fearful
Shy

Quiet 
Stubborn
Attentive
Dependant
Happy
Good-Natured

Even Tempered
Sympathetic
Independent
Others________________
How do you discipline your child?___________________________________________

How does your child react to discipline?____________________________________
What helps your child maintain good behavior? Praise, hug, smile, positive gestures, verbal praise, stickers, other_______________________________________

Does your child enjoy books?

Yes
No

Who reads to your child?________________
How Often?________________

Does your child nap?
 
Yes
No   If yes, when?_____ How long?___
What time does your child go to bed at night?____ Wake up?________________
Does your child play well alone?

Yes
No  In Groups?
Yes 
No

Does your child have playmates?
Yes
No
What ages?__________
Has your child learned to:


Say nursery rhymes?

Yes
No
Sing Songs?
Yes
No


Dress self independently
Yes
No
Tie Shoes?
Yes
No

Does your child have any special fears? (animals, thunder, dark, etc.?) Yes No
If yes, what are they?______________________________________________________

Has your child had to face any difficult situations? (Hospitalization, moving, divorce, death in the immediate family)?
Yes
No

If yes, please explain_____________________________________________

Health Information

Was your child premature?
Yes
No
How many weeks?__________

Birth weight________________

Was there anything unusual about the mother’s pregnancy?
Yes
No

If yes, please explain_____________________________________________________

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

Yes
No 
If yes, explain___________________________________________________________

Does your child have any health problems?
Yes
No

If so, Please Explain_______________________________________________________

Is your child on any medication?
Yes
No

If yes, what kind___________________________________________________________

Has your child had any serious accidents or operations?
Yes

No

If yes, Please describe______________________________________________________

Does your child have any allergies?
Yes
No

If yes, please describe______________________________________________________

Are there any foods or drinks that your child should not have?
Yes

No

If yes, what are they?______________________________________________________

Does your child have:

Frequent colds?   Yes
No
Sore throats?
Yes
No

Stomach aches?  Yes
No
Fevers?
Yes
No

Hearing

Has your child ever had any kind of ear/hearing examination or treatment? Yes
No

If yes, when __________ By whom?___________________________________________

Results___________________________________________________________________

Does your child:

Seem to hear you if you talk in a whisper?
Yes
No
Have a history of ear infections?


Yes
No

If yes, how often?______________________________________________

Speech and Language
Does your child:

Have difficulty saying s’s, l’s, v’s, r’s?

Yes
No

Speak in complete sentences?


Yes
No

Repeat sounds or words in repetitive fashion?
Yes
No

Speak so other adults who do not know him/her

can understand?



Yes
No

Follow 2-step verbal instructions?


Yes
No

Use gestures to communicate as opposed

to words?




Yes
No

Vision
Has your child ever had any kind of vision examination or treatment?   Yes  No

Results____________________________________________________________________

General Behavior

How often does your child have temper tantrums?

Less than once a month
       once a month

once a day                          More than once a day 

For how long can your child engage in a hands on task?

More than 30 Minutes
15-30 Minutes
5-15 Minutes
less than 5 min

Is there anything else you would like us to know about your child that would help us understand him/her better? _____________________________________________________________________________________________________________________________________________________________________________________________________
