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DEVELOPMENTAL INFORMATION
Child’s Name: 








Birth Date: 



                          Last                                    Middle                                 First
    

           M/D/Y

Address:









Sex:



Cell Phone: ________________ Home Phone: ________________ Work Phone: ________________

FAMILY HISTORY

Father: 





  Occupation: 






Mother: 





  Occupation: 






Guardian: (If other than Parent)









Marital Status of Parents (Optional): Married     Single     Widowed     Divorced   (circle one please)

Number of Siblings: __________

SOCIAL RELATIONSHIPS

By nature, when socializing with other children, does your child seem: (circle all that apply)

Friendly       Aggressive       Shy       Withdrawn
  Other _____________

How does your child relate to strangers? 
























Does you child play well alone? 











Has you child attended school previously?       YES

NO
 Other:________

If Yes, Name and Address of School attended: ________________________________________

Number of Years Attended: ________
Days per week: ___________

DEVELOPMENTAL INFORMATION

Sleep Habits (circle all those that apply):


Sleeps Well      Naps      Sleepwalks      Sleeps Restlessly      Other: _____________

Developmental Concerns (circle all those that apply):


Overactive      Separation Difficulties      Nail Biting      Short Term Attention Span


Temper Tantrums      Thumb Sucking     Bed Wetting      Tics


Other: ________________________________________

Developmental Milestones:

At what age did the child: Teethe:_____
Sit Up: _____
Walk: ____     Toilet Train:_____         
Speak Words: _____

CHILD’S MEDICAL HISTORY

Please answer YES or NO and provide details in the area below for any area(s) checked “yes.”

Has your child had any unusually illness or injury?

__________

Has your child had any convulsions or seizures?

__________

Is your child on long-term medications for any condition?
__________

Has your child ever been hospitalized?


__________

Has your child had any psych. or neuro. evaluations?

__________

Has your child had evidence of a hearing or vision problem?
__________

Does your child have any physical defects?


__________

Does your child have any speech difficulties?


__________

Does your child have any allergies?



__________

Is your child currently taking any medication?


__________

Please provide detail for any area(s) checked for “YES.” ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




SOCIAL AND EMOTIONAL INFORMATION

Does your child have any fears? ___________________________________________________

Please comment on ANY social and emotional factors you feel would be helpful to us in providing an appropriate and supportive climate for your child.  Please attach any additional pages and relevant school or medical records or reports. ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




Signature of Person Completing Report: 






Date: 


*This information is confidential and will be kept in your child’s file.

St Mary’s School of Winchester     162 Washington St.     Winchester, MA 01890

P: 781-729-5515     F: 781-729-1352

www.stmaryswinchester.com


