SOCIAL-DEVELOPMENT HISTORY
Student Name: ________________________________________  Birthdate: ____________________

Address: _____________________________________________ Grade: _______________________

               _____________________________________________ Phone: (Home) _________________

                                                                                                                      (Work) _________________

This information will be treated in a confidential manner and used for the purpose of assisting us to better understand and work with the student.
Family History:
Father’s Name: ________________________________________Birthdate: _____________________

Education: Completed Elementary School ______, High School ______, Attended College _________

Occupation: ________________________________________________________________________

Mother’s Name: _______________________________________Birthdate: _____________________

Education: Completed Elementary School ______, High School ______, Attended College _________

Occupation: ________________________________________________________________________

Siblings/Others in Home:

Last Name, First Name                                  Relationship to Child                              Birthdate
	_______________________________

_______________________________

_______________________________

_______________________________
	_______________________

_______________________

_______________________

_______________________
	_______________

_______________

_______________

_______________


1. Current and past health of parents.  Any significant health problems in the family? (i.e. Cancer, heart attacks, alcoholism, drug usage, etc.)     None

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
2. Have the parents been separated/divorced? ____________ If so, give dates or age of child at that time.  Comment on child’s adjustment to this.

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
3. Did either parent or other family members have a learning or reading problem? _______________ If so, has there been any significant improvement since school? ______________________________________________________________________________________________________________________________________________________________

SOCIAL-DEVELOPMENT HISTORY
Student: __________________________________

4.  Have there been any recent deaths or family crises? ______________________________________

     ________________________________________________________________________________

     ________________________________________________________________________________

Development History:
1. Any complications during pregnancy?   _______________

    During pregnancy, did mother smoke?  Yes __________ No ___________

    If yes, how many cigarettes per day? ____________

2. Was child full term? ___________ Premature? ___________  Birth Weight: ______________

3.  Was an incubator used and/or oxygen needed? ______________

4. Difficulties with eating and sleeping during infancy? ______________________________________

5. Pediatrician’s Name: _____________________________ Phone Number: ____________________

6. Did child have difficulty learning to walk/run (i.e. walk on toes)? ____________________________

7. Have there been any concerns about your child’s development? _____________________________

Health of Child:
1. Have there been any significant injuries, illnesses, operations or diseases? _____________________

    ________________________________________________________________________________

2. Any allergies, migraines, hearing or vision problems? _____________________________________

3. Does child require use of glasses, hearing aide, etc.? _________ If so, which? __________________

4. Any undiagnosed illnesses with fever or consulsions? _________ At what age? ________________

5. Speech problems? _________ Please describe: __________________________________________

     ________________________________________________________________________________

     ________________________________________________________________________________

     ________________________________________________________________________________

6. Any unusual reactions to medications? _________________________________________________

    Is child on any medications? ________ Specify: _________________________________________

7. Any of the following complaints: headache, poor balance, double vision, dizziness, weakness,  

     numbness, etc.? ___________________________________________________________________

     ________________________________________________________________________________

     ________________________________________________________________________________
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Student: __________________________________

8. Any other physical complaints? ______________________________________________________
    ________________________________________________________________________________

9. Is your child more or less active than other children his/her age? ______________

    Please explain: ___________________________________________________________________

    ________________________________________________________________________________

    ________________________________________________________________________________

10. Date of last complete physical? ___________________________

Social History:
1. Parent’s brief description of child’s personality:  

    Is your child:   outgoing,   shy,   independent,   dependent

2. Does your child: display temper tantrums, have neighborhood friends, accept criticism positively,

    express feelings easily, become quiet for long periods of time, have difficulty sleeping, participate 

    in school or outside activities? _______________________________________________________

    Describe: ________________________________________________________________________

    ________________________________________________________________________________

    ________________________________________________________________________________

    Additional comments: ______________________________________________________________

    ________________________________________________________________________________

    ________________________________________________________________________________

3. Please describe your child’s strengths and weaknesses: ____________________________________

    ________________________________________________________________________________

    ________________________________________________________________________________

4. How does your child get along with family members, other relatives and friends?  

    Please explain: ____________________________________________________________________

    ________________________________________________________________________________

    ________________________________________________________________________________

5. Does your child consistently experience any of the following:

                                                     Age Occurred:
    ______ bad dreams                 _____________

    ______ fears                           _____________

    ______ thumb sucking           _____________

    ______ bed wetting                _____________

    ______ eating difficulties       _____________

    ______ sleeping difficulties   _____________

   Explain: __________________________________________________________________________

   _________________________________________________________________________________

   _________________________________________________________________________________
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Student: __________________________________

6. List activities child enjoys: __________________________________________________________

    ________________________________________________________________________________

    ________________________________________________________________________________

7. What is the main language used at home? ______________________________________________

    Does your child speak any other langugage(s)? __________________________________________

School History:
1. Has your child ever been classified with a disability? ___________

      If so, please explain? ______________________________________________________________

      _______________________________________________________________________________

Completed by: _______________________________________

Relationship to Child: _________________________________

Date: _______________________________________________

Thank you for taking the time to complete this form.  The information you have provided will help us to better understand your child.
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