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	CHILD INFORMATION	

	Last Name:
	First Name:
	Date of Birth:
	Date of Enrollment:

	LANGUAGE

	How much screen time does your child view a day? 
	Time:                            Hour(s)                                   Minute(s)

	Do you have any concerns about your child’s speech and language development?  □ Yes   □ No     If yes, explain:

	How many words does your child use in an average phrase/sentence? □1      □2      □3      □4    □5+     Comments:

	Which languages are spoken to your child and by whom?
	Do they live with child?   □ Yes   □ No     

	FAMILY & CULTURE

	To help us assist your child in transitioning to school, we would like to learn about your child’s daily routine:

_______________________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________

	Is there anything you would want us to know about your child/family?

	Toileting:    	_

	Eating/Nutrition:    	_

	Celebrations:    	_

	Behavior Management Practices:    	_

	Cultural Practices:    	_

	What would you like your family to gain from tScholars?

_______________________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________


	DEVELOPMENTAL HISTORY 

	At what age did your child…? 
	Age
	Comments

	Drink from a cup
	
	

	Run
	
	

	Sing a song from memory
	
	

	Count to ten
	
	

	Toilet Trained
	
	

	Say name and address
	
	

	Hop or Skip
	
	

	CURRENT DEVELOPMENTAL STATUS

	
	Yes
	No
	Share if comfortable:

	Has your child experienced a traumatic event?
	
	
	

	Does your child receive any counseling?
	
	
	

	Does your child have a current IFSP/IEP?
	
	
	

	PRENATAL & POSTNATAL HISTORY

	
	Yes
	No
	N/A
	Please explain if child is currently experiencing long term health or developmental concerns:

	 Were substances used during pregnancy?
	
	
	
	

	 Were there problems/complications during pregnancy, labor, and/or delivery?
	
	
	
	

	Was child born premature (36 weeks or earlier)?
	
	
	
	

	Birth Weight:
	Delivery Method:




	Number of Days in Hospital (child):



	CHILD’S HEALTH INSURANCE

	Medical Insurance:
	Dental Insurance:

	Physician Name:
	Dentist Name:

	PAST MEDICAL HISTORY Please “  ” the box stating yes or no. If yes, please explain in the comments box.

	Illness/Condition
	Yes
	No
	Comments
	Illness/Condition
	Yes
	No
	Comments

	Allergies
	
	
	If Yes, type?___________
	Meningitis
	
	
	

	Anemia
	
	
	If Yes, taking iron?  	________
	Mumps
	
	
	

	Asthma
	
	
	If Yes, taking meds?  	
	Orthopedic Concerns
	
	
	

	Chicken Pox
	
	
	
	Rheumatic Fever
	
	
	

	Developmental Concerns
	
	
	
	Rubella
	
	
	

	Diabetes
	
	
	If Yes, taking meds?  	
	Seizures/Epilepsy
	
	
	

	Frequent Colds
	
	
	
	Tuberculosis
	
	
	

	Hearing Concerns
	
	
	
	Vision Concerns
	
	
	

	Measles/Rubella
	
	
	
	Other
	
	
	

	Additional Health Information/Concerns:

	FAMILY MEDICAL HISTORY

	Please list any immediate family medical concerns/conditions. (EX: cancer, kidney disease or mental illness)

	CURRENT MEDICAL STATUS If yes, please explain in the comments box.
	ORAL HEALTH STATUS

	
	Yes
	No
	
	Yes
	No

	Is your child currently being treated for a medical condition?
	
	
	Does your child have pain/bleeding of teeth or gums?
	
	

	Does your child require any medical procedures or devices?
	
	
	Does your child brush with fluoride toothpaste?
	
	

	Does your child require any medications?
	
	
	Does your child brush their teeth twice a day?
	
	

	Do you have any concerns about your child’s development?
	
	
	Does your child currently take fluoride supplements/vitamins? 
	
	

	Comments::
	Comments:

	NUTRITIONAL ASSESSMENT

	How many times a week does your child eat:
	1-2
	3-4
	5-6
	More than 6
	Comments:

	Cereal
	
	
	
	
	

	Vegetables
	
	
	
	
	

	Fruit
	
	
	
	
	

	Milk
	
	
	
	
	

	Protein 
	
	
	
	
	

	Sweets
	
	
	
	
	

	Does your child’s diet include iron-rich foods? (Check all that apply)  □ Meat  □ Eggs  □ Iron-fortified cereal  □ Beans
	 Do you struggle to put food on the table?  □Yes   □No

	Please explain any feeding concerns, eating problems, or food dislikes:

	Does your child have any food allergies?  □ Yes   □ No     If yes, what is the allergic reaction?




	Parent Signature:   	
	Date:
	 	

	Staff Signature:    	
	Date:
	 	






		
tScholars
2367 Waudman Ave. Stockton CA, 95209
 Phone: (209)470-9241 
Email: headstarthealth@sjcoe.net

image1.png




