CLEVELAND CITY SCHOOLS

PRESCHOOL SOCIAL HISTORY

Child's name  ___________________________________________ Birthdate ___________ Age _____



   First

         Middle

  Last

Address ___________________________________________________________________________________ 

Phone Numbers ________________________________ School Zone __________________________

Child's Social Security Number ______________________________

TENNCARE   _____ Yes   ______ No    


SSI   ______ Yes   ______ No

Did anyone suggest that you refer your child? ___ Yes  ___ No     If yes, who? ___________________

I.  DEMOGRAPHIC INFORMATION

Mother's Name (or female guardian if different)
Father's Name (or male guardian if different)

_________________________________________ _________________________________________

Age ______________________________________ Age _____________________________________

Occupation ________________________________ Occupation _______________________________

Employer  _________________________________ Employer  ________________________________

Marital Status ______________________________ Marital Status _____________________________

LIST BROTHERS AND SISTERS: (Use additional sheet if necessary.)

Name






Age
Sex

Living at Home

_______________________________________
____
____

Yes ___ No ___

_______________________________________
____
____

Yes ___ No ___

_______________________________________
____
____

Yes ___ No ___

LIST OTHER PERSONS WHO ARE CURRENTLY LIVING IN THE HOME:

Name






Age
Sex

RELATIONSHIP

______________________________________

____
____

___________________

______________________________________

____
____

___________________

______________________________________

____
____

___________________

With whom does the child reside? _______________________________________________________ 

What is the child's home language? ______________________________________________________

II.   FAMILY HISTORY

Is there a family history that you know of in either biological parent, sisters, brothers, grandparents, aunts, uncles, etc.:



__ Learning Difficulties (reading, math, writing, spelling)



__ Speech/Language Problems (articulation, stuttering, recalling words, etc.)



__ Emotional Problems (depression, excessive anxiety, mood swings, etc.)



__ Mental Retardation



__ Seizure Disorder (epilepsy)



__ School Failure



__ Drug/Alcohol Addiction

III.   AREAS OF CONCERN  (Check all that apply)

__ Behavioral/emotional

__ Slow development

__ Speech difficult to understand

__ Immature language usage

__ Vision problems

__ Slow motor development


__ Listening



__ Uneven development
__ Health/medical  

__ Other ______________________

LIST SPECIFIC REASONS FOR REFERRAL/DESCRIBE ANY PROBLEMS YOU WISH ADDRESSED:

_______________________________________________________________________________________

IV.    MEDICAL INFORMATION

Did the mother have any of these problems during pregnancy? (Check one(s) that apply)

__ High Blood Pressure


__ Mumps


__  Heart Disease 

__ Anemia



__ German Measles

__ Other  ___________________

__ Kidney Disease


__ Diabetes

Where there any unusual problems during pregnancy or birth?  ___ Yes   ___ No

If yes, please explain:  _____________________________________________________________________

________________________________________________________________________________________

Was the baby premature? ___ Yes    ___ No  Birth Weight ______  Baby's condition at birth __________

Has the child ever had any serious illnesses, surgeries, accidents, or head injuries that required hospitalization?  ___ Yes   ___ No    If yes, please list and describe:  ______________________________________________

________________________________________________________________________________________

Does the student have frequent illnesses (e.g., allergies, ear infections, PE tubes, seizures)? 

___ Yes  ___ No   If yes, please explain: _______________________________________________________

________________________________________________________________________________________

Does the child have any other medical problems?  ___ Yes   ___No   If yes, please explain: ______________

________________________________________________________________________________________

Does the child regularly take medication?   ___ Yes   ___ No   If yes what medication(s), dosage and frequency? ________________________________________________________________________________________

________________________________________________________________________________________

Why? ___________________________________________________________________________________

Does the child wear glasses or have visions problems?  ___ Yes   ___ No

If yes, please explain: ______________________________________________________________________

Does the child appear to hear well?  ___ Yes   ___ No

Does the child have hearing aids?     ___ Yes   ___ No

V.   DEVELOPMENTAL HISTORY

Motor Development (List approximate age)

Crawled ______
Walked alone ______
   Toilet trained ______       Fed self with a spoon ______

Speech and Language (List approximate age)

Spoke first words ______
Used two word sentences  ______
Spoke in complete sentences ______

___Yes
  ___ No
Does your child communicate primarily using gestures?

___ Yes  ___ No  
Does your child communicate primarily using speech?

___ Yes  ___ No  
Is your child's speech difficult for others to understand?

___ Yes  ___ No  
Does your child have difficulty following directions?

___ Yes  ___ No  
Does your child answer questions appropriately?

Social Development

What opportunities does your child have to play with other children of his/her age? ___________________

____________________________________________________________________________________

What play activities does your child enjoy? __________________________________________________

Does s/he play primarily alone? _____ With other children? ______ Does s/he enjoy pretend play? _____

Do you have concerns about your child's behavior? ______ If yes, please explain: ___________________

____________________________________________________________________________________

VI.   PRESCHOOL HISTORY

Preschool or daycare programs attended

Name  _____________________________ Address _________________________ Dates __________

Name  _____________________________ Address _________________________ Dates __________

List any special services from a school or other agency that the child has received in the past (i.e., speech therapy, physical therapy, Children's Special Services at Health Department, counseling, etc.)

Type of Service _________________________ Dates _________ School/Agency __________________

Type of Service _________________________ Dates _________ School/Agency __________________

Type of Service _________________________ Dates _________ School/Agency __________________

Completed by:  __________________________________ Date Completed: _______________________

Signature (s) ________________________________  ________________________________________

Updated 05/13/10

