Carroll County Schools
Developmental Data

Dear Parent: We would appreciate your providing the following information regarding your child. This questionnaire has a broad range of questions that may or may not apply.  Please feel free to leave any questions blank that are not applicable or you prefer not to answer at this time. This form will become a part of your child’s school record and will assist us as we work with you to support your child’s educational development.  Please return to ___________________________________ at your child’s school and feel free to contact me if you have any questions or would rather talk in person. Thank you.

BIOGRAPHICAL INFORMATION 
Student: _________________________________________________________   	Date of Birth: ________________________
[bookmark: Check38][bookmark: Check39]Preferred method of contact: |_|Phone _________________________  	 |_|Email ________________________________

List names and relationships of those in the home: 
NAME							RELATIONSHIP 				AGE
_______________________________________________	____________________________________	______
_______________________________________________	____________________________________	______
_______________________________________________	____________________________________	______
_______________________________________________	____________________________________	______
_______________________________________________	____________________________________	______
_______________________________________________	____________________________________	______



I. DEVELOPMENTAL INFORMATION (If you have previously provided this information, please skip to section II)

[bookmark: Check1][bookmark: Check2]Pregnancy and Birth History:    |_|Full term   or   |_|Premature  		Birth Weight ______lbs. ______ oz.  
Tell us of any difficulties encountered during infancy: __________________________________________________________
______________________________________________________________________________________________________

Developmental Milestones					            Early 	Normal 	     Late   	AGE:
[bookmark: Check3][bookmark: Check4][bookmark: Check5]Compared to other children when did your child first:  	   Crawl	   	|_|	    |_|	       |_|		_______
							    Walk 	  	|_|	    |_|	       |_|		_______
						   Say first words        	|_|	    |_|	       |_|		_______
				   	           Speak in sentences         	|_|	    |_|	       |_|		_______
					       Become toilet trained 	   	|_|	    |_|	       |_|		_______

Did your student attend a pre-school program?  |_|Yes 	|_|No        If Yes, which program? _____________________________

II. MEDICAL INFORMATION
Check any of the following your child has experienced (check all that apply):
[bookmark: Check6][bookmark: Check7][bookmark: Check8][bookmark: Check9]|_| Ear infections		|_|Seizures		|_|Anxiety 		|_|Attention Problems
[bookmark: Check10][bookmark: Check12][bookmark: Check13][bookmark: Check14]|_|Asthma			|_|Vision Problems 	|_|Hearing Problems	|_|Allergies: _______________________
|_|Problems with Sleep	|_|Head Injury		|_|Depression		|_|Problems with Appetite
[bookmark: Check11]|_| Other Medical Problems:	______________________________________________________________________________

Tell us about any extended hospitalizations your child experienced: _______________________________________________
______________________________________________________________________________________________________

What medications does your child take on a regular basis? _______________________________________________________


III. FAMILY HISTORY
Check any of the following that are present in your family history: 
[bookmark: Check15][bookmark: Check16][bookmark: Check17][bookmark: Check18]|_|Learning problems 	|_|Mental illnesses	|_|Special Education Services 	|_|Other: ____________________

Check any family issues that may influence your child (check all that apply):
[bookmark: Check23]|_| Job related		|_|Parent Illness		|_|Separation/Divorce		|_|Parent Absent from home
|_|Family Additions	|_|Frequent Moves	|_|Death				|_|Drug or Alcohol Abuse
|_|Physical or Emotional Abuse			|_|Other__________________________________________________

[bookmark: Check36][bookmark: Check37]Has your child been evaluated for learning or behavior/emotional problems?   |_| Yes	 |_| No
Has your child ever been seen by a (check all that apply): 
[bookmark: Check31][bookmark: Check32][bookmark: Check33][bookmark: Check34][bookmark: Check35]|_|Counselor		|_| Therapist 		|_| Social Worker	|_| Psychologist 		|_| Psychiatrist




IV. TELL US ABOUT YOUR CHILD

What are your child’s strengths and talents? ___________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

What do you see as your child’s weaknesses? _________________________________________________________________
_____________________________________________________________________________________
______________________________________________________________________________________________________

What are your child’s interests/ likes? _______________________________________________________________________
_____________________________________________________________________________________
______________________________________________________________________________________________________

What are your child’s dislikes? ____________________________________________________________________________
_____________________________________________________________________________________
______________________________________________________________________________________________________

Do you have any present concerns regarding your child’s development, learning, behavior, or interpersonal skills? (Check one):
□ Yes       □ No      If yes, please explain: _____________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________

When did you first notice these concerns? ____________________________________________________________________

Has your child ever repeated a grade?  □ Yes       □ No      If yes, which grade(s):__________________________

Do you have any present concerns regarding your child’s educational program or grades? (Check one):
□ Yes       □ No      If yes, please explain: _____________________________________________________________________
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________

When did you first notice these concerns? ____________________________________________________________________

Are there any other factors which you feel may be significantly affecting your child’s performance in school at this time?  (Check one)  □ Yes       □ No       If yes, describe: ______________________________________________________________________________________________________
______________________________________________________________________________________________________

Please provide any additional information that would help us have a better understanding of your child. 











Date completed: _________________________	Signature of Parent/Guardian: _________________________________              	           
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