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Valley Preschool 
Early Childhood Experiences 

 
________________________Child’s Name        ____________________Today’s Date 

 
________________________________Parent/Guardian Completing this Form 

 
As we try to assess factors that contribute to a child’s success in school or are potential barriers 
to success, we have learned that parents are the best source of information.  However, we are 
often unaware of early life experiences that would help us better understand your child’s 
development.  We respect your privacy and appreciate any information you choose to share 
with us. 
 

Medical History: 
1.  Describe any problems experienced during pregnancy and/or delivery (e.g. medications, 

serious illness, drug/alcohol/cigarette use) _____________________________________ 
________________________________________________________________________

________________________________________________________________________ 

2. Was your child born:  _____Full-Term  or   _____Premature?   Birth Weight?  ________________ 

3. Has your child had any medical conditions, diagnoses, or injuries that caused your child’s doctor 

to express concerns about future learning or physical/social problems in school?  Yes  or   No 

Explain, if yes___________________________________________________________________ 

______________________________________________________________________________

______________________________________________________________________________ 

4. Other significant health/nutrition issues?  Yes   or   No   Explain, if yes______________________ 

______________________________________________________________________________

______________________________________________________________________________ 

5. List any allergies and treatment your child has. ________________________________________ 

______________________________________________________________________________ 

6.  List any medications, food supplements, or modified diet for your child.___________________ 

______________________________________________________________________________

______________________________________________________________________________ 

Preschool Education: 

1.  Did your child attend a formal preschool program at age three?   Yes No 

2. Did your child attend a formal preschool program at age four?   Yes No 

3. Does your child stay with a babysitter/daycare daily?    Yes No 

4. Does your child show interest in learning at home?    Yes No 
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Early Family Experiences: 

Has your child. . . 

1. experienced divorce or separation of parents?     Yes No 

2. experienced the death of a parent?      Yes No 

3. experienced an incarcerated parent?      Yes No 

4. experienced removal from the home by Children’s Services?   Yes No 

5. experienced homelessness?       Yes No 

6. experienced the death of a close relative?     Yes No 

7. seen a family member struggle with drug or alcohol  addiction?   Yes No 

8. been in foster care?        Yes No 

9. witnessed violence?        Yes No 

Please list other experiences that are not listed above that your child has experienced that could affect 
his/her social or emotional wellbeing:______________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________ 

 

Check the statements that describe your child: 
____Plays well with others 
____Shares toys with other children 
____Makes friends easily 
____Takes turns with others 
____Separates from a parent without crying 
____Does what an adult asks him/her to do most of the time 
____Refuses to do what an adult asks him/her to do most of the time 
____Is always “on the go” from morning until night 
____Favorite activity is watching television or playing electronic games 
____Likes to play outdoors 
____Can ride a bike 
____Can throw a ball 
____Loses temper often 
____Is easily frustrated with paper and pencil activities 
____Uses scissors to cut 
____Uses crayons and/or markers to color or draw 
____Prefers to play indoors 
____May be shy in new situations; takes a while to warm up to other people 
____Worries a lot 
____Likes to use his/her imagination 
____Listens to stories being read 
____Goes on family outings (zoo, museum, vacation) 
____Goes to the library 
____Likes to help others 
____Makes eye contact most of the time 
____Uses pronouns incorrectly (I, you, we, they)  Example: “Me go to the store.” 
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Developmental Health Watch 
 
 ____Exhibits extremely fearful or timid behavior 
 ____Exhibits extremely aggressive behavior (hits, kicks, punches, threatens) 
 ____Unable to separate from parent without major upset 
 ____Argues with adults frequently 
 ____Shows little interest in playing with other children 
 ____Seems unhappy or sad much of the time 
 ____Doesn’t express a wide range of emotions 
 ____Has trouble eating, sleeping, and/or using the toilet 
 ____Is easily distracted or unable to concentrate for more than five minutes 
 ____Cannot correctly give first and last name 
 ____Cannot wash and dry hands independently 
 ____Has trouble taking off clothing 
 ____Can’t tell the difference between pretend and reality 
    ____Uses bad language, not age-appropriate 
 ____Rarely uses fantasy or imitation play 
 ____Refuses to respond to people in general or responds only superficially 
 
Source:  Caring for Your Baby and Young Child:  Birth to Age 5, (2009 American Academy of Pediatrics) 
 
 
 

Physician Information 
Physician Dentist 

Name Name 

Street Address Street Address 

City, State, Zip City, State, Zip 

Phone Phone 

Counselor (if applicable) Other Specialist (if applicable) 

Name Name 

Street Address Street Address 

City, State, Zip City, State, Zip 

Phone Phone 

 
 


