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Parent Questionnaire

Identification

Child’s Name ____________________ Sex___ Birthdate___________ Age ____

Address ____________________City/Zip _______________ Phone _________

E-mail_______________________________________ Cell Phone __________

Parent/Guardian Names ________________________ Work Phone _________

Step-Parent’s Name _________________ Occupation________ Phone _______

Primary language spoken in home ___________ Other language spoken ______

Person completing form ___________ Relationship_______ Referred by ______

	Name
	Birth date
	Most advanced degree or school grade level
	Occupation

	Father:
	
	
	

	Mother:
	
	
	

	Children:
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Statement of the Concern

Please describe the child’s current difficulties: ___________________________

________________________________________________________________

________________________________________________________________

When did you first notice the problem? _________________________________

________________________________________________________________

What changes have you noticed?______________________________________

________________________________________________________________

Describe any testing, tutoring, or special services the child has received in or out of school.  Include types, dates and providers: ___________________________


Pre- and Post-Natal History

Age of mother at child’s birth _____ Age of father ____ 

Total # of pregnancies _______   Which pregnancy was this child_____ 

Describe mother’s general health during pregnancy_______________________

Describe both parent’s use of nicotine, caffeine, liquor or drugs (prescribed or 

non-prescribed) ___________________________________________________

Describe illness, diseases, or complications which occurred during pregnancy or 

birth ____________________________________________________________

Developmental Milestones

Describe any illness, diseases or delayed physical development during childhood: (Example:  Did not walk until 2 years old; Was not bladder trained until 4 years old)








Which hand is preferred? ______ Has handedness ever changed? ___ Age?___

Medical History

Current medications and conditions ____________________________________


________________________________________________________________

If the child has ever had a severe blow to the head, did the child lose 

consciousness? _______  Did it cause a concussion? _______ Nausea?______ Vomiting? _____ Drowsiness? _____ Other: ____________________________

Describe any other serious illness, injuries, operations, or physical problems ___

________________________________________________________________

If illnesses have been accompanied by an extremely high fever please describe length, severity, and treatment. _______________________________________

________________________________________________________________

If any of the above illness ever resulted in hospitalizations, please describe length of stay, treatment, and result.____________________________________

________________________________________________________________

Describe any chronic health conditions or syndromes ______________________

________________________________________________________________

Describe motor coordination _________________________________________

Describe vision ___________________________________________________

Describe hearing __________________________________________________

Communication Development

Age:  Babble and coo_____ First words spoken _____ Two word phrases _____

Which does the child prefer to use?  Complete sentences _______ One or two words ______ Sounds ______ Gestures ________

Describe speech sounds made incorrectly ______________________________

If your child hesitates, “gets stuck”, repeats, stammers, or stutters on sounds or words, please describe _____________________________________________

How (good, fair, poor) is the child’s speech understood by:  Parents _________

Siblings _________ Playmates________ Teachers _______ Strangers _______

How does the child’s voice sound?  Normal ____ Too High ____ Too Low _____ Hoarse _____ Nasal ______ Other: ___________________________________

If the child ever acquired speech and then slowed down or stopped talking, please describe ___________________________________________________

How well does the child understand what is said? (good, fair, poor) ___________

Behavior

Describe the child’s favorite play activities _______________________________

________________________________________________________________

Describe discipline methods you have found to be effective with the child ______

________________________________________________________________

If the child has a preference for either parent, describe the relationship ________

________________________________________________________________

Describe any pronounced wishes or fears _______________________________

Describe any pronounced likes or dislikes _______________________________

Educational History

Child’s School _______________ Grade ___Grades repeated ____ Skipped ___

Age child began:  Reciting rhymes _______ Reading _______ Writing Name ___

Counting ______ Telling Time _______ 

Grades in: Reading ___ Spelling ___ Math ___ Science ___ Social Studies ___

Describe child’s attendance and attitude toward school and teachers _________

________________________________________________________________________________________________________________________________

What is your impression of your child’s learning abilities? ___________________

________________________________________________________________________________________________________________________________

Describe any information concerning school work which may help explain 

accelerated or delayed progress in reading/learning _______________________

________________________________________________________________________________________________________________________________________________________________________________________________

Copies of test results, recommendations, IEP, etc.  should be enclosed or brought to the appointment

Home and Family Information

Persons residing in the home with the child
	Name
	Relationship
	Age
	Sex
	Speech/Hearing/Learning Problems

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Siblings not residing in the home
	Name
	Relationship
	Age
	Sex
	Speech/Hearing/Learning Problems

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Other significant family members either in or out of the home
	Name
	Relationship
	Age
	Sex
	Speech/Hearing/Learning Problems

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please add any information you feel will help us in understanding the child’s strengths and problems:
















