Developmental and Social History

Name of Child ______________________  Date of Birth _____________  Age _______

Section I:  Pregnancy and Birth


A.  Was conception a planned decision?  




Yes
No


B.  Were there any health complications with mother during pregnancy?

Yes
No


C.  Any history of substance abuse of mother before or after pregnancy?  
Yes      No

D. Delivery:  

1.  Length of pregnancy  _________________

2.  Labor  _________hours

3.  Birth weight  __________

4.  Please describe any complications with delivery  ______________________________________

E. Infancy:  Please comment on the following if applicable;

1.  Nursed


Yes
No
Until what age ____________

2.  Excessive crying?
Yes
No

3.  Colic?


Yes
No

4.  Feeding Problems?
Yes
No

5.  Illnesses/problems during baby’s first two years?_______________________________________

                     ______________________________________________________________________________

     6.  Any significant physical ailments for mother or father during baby’s first two years of life?  

          Please describe________________________________________________________________

          _____________________________________________________________________________


        7.  Did mother have post partum depression? 
Yes
No  


             If yes for what period of time were symptoms present?  _________________________________
Section II: Developmental Milestones

A.  Please write the ages of the child when the following milestones were reached:

1.  Crawled

_____________
4.  Spoke in sentences
_____________

2.  Walked

_____________
5.  Toilet trained

_____________

3.  Spoke words
_____________

If there were any difficulties with the above please explain:  ____________________________________

___________________________________________________________________________________

Section III:  Medical History

A.  Please place an x if your child has/had the following:

1.  Allergies

_____


4.  Vision Problems

_____

2.  Asthma

_____


5.  Head Trauma

_____

3.  Seizures 
_____


6.  Chronic ear infections
_____


      Comments:  ______________________________________________________________________

B.  Please list all medications your child presently takes:  _____________________________________

________________________________________________________________________________
Section IV:  Behaviors   (Circle the number that correlates to concerns regarding your child’s behaviors)

0 = no problem, 1 = mild, 2 = moderate, 3 = severe.

Bed wetting
0     1     2     3     
Self-esteem

0     1     2     3

Sleeping
0     1     2     3

Listening skills

0     1     2     3

Stealing
0     1     2     3

Mood changes

0     1     2     3

Eating

0     1     2     3

Respect of others
0     1     2     3

Coordination
0     1     2     3

Aggressive behaviors
0     1     2     3

Anxiety
0     1     2     3

Attention span
 
0     1     2     3

Anti-Social
0     1     2     3

Easily frustrated

0     1     2     3

Social Skills
0     1     2     3

Fighting with siblings
0     1     2     3

Nightmares
0     1     2     3

Temper tantrums
0     1     2     3

Hitting/Biting
0     1     2     3

Video Games

0     1     2     3

Headaches
0     1     2     3

Stomachaches

0     1     2     3

Memory
0     1     2     3

Pronunciation of words
0     1     2     3
Section V:  School History/Childcare  (Please fill in where applies to your child)

A. Age of child when parents went back to work outside of the home.  ________________________

B. Who cared for the child until preschool?  _____________________________________________

C. Preschool:

1.  Name of school:  _________________________________________________________

2. Age of child:  _____________________________________________________________

3. Full-time or part-time?  _____________________________________________________

4. How did the child adjust to the environment?  ___________________________________

_______________________________________________________________________

D.  Kindergarten:

1.  Name of school:  _________________________________________________________

2. Age of child:  _____________________________________________________________

3. Full-time or part-time?  _____________________________________________________

4. How did the child adjust to Kindergarten?  ______________________________________

_______________________________________________________________________

E.  Elementary School, Grades 1-5:

1. Name of school:  __________________________________________________________

2. Describe school environment/setting  __________________________________________

________________________________________________________________________

3. How did your child do:


         Academically?___________________________________________________________


         Socially?  _______________________________________________________________


         Behaviorally?  ___________________________________________________________


         Emotionally?  ____________________________________________________________

F.  Middle School, Grades 6-8:

1. Name of School:  __________________________________________________________

2. Describe environment/setting:  ________________________________________________

3. How does your child do:


         Academically?___________________________________________________________


         Socially?  _______________________________________________________________


         Behaviorally?  ___________________________________________________________


         Emotionally?  ____________________________________________________________

G.  High School, Grades 9-12:

1. Name of School:  __________________________________________________________

2. Describe environment/setting:  ________________________________________________

3. How does your child do:  ____________________________________________________


         Academically?  __________________________________________________________


         Socially?  _______________________________________________________________


         Behaviorally?  ___________________________________________________________


         Emotionally?  ____________________________________________________________

Section VI: Traumas/Abuse


Has your child experienced any of the following (if yes please explain):

1. Death of relatives?  ________________________________________________________

________________________________________________________________________

2. Death of pets?  ___________________________________________________________

________________________________________________________________________

3. Death of friends?  _________________________________________________________

________________________________________________________________________

4. Physical, sexual or emotional abuse?  _________________________________________

________________________________________________________________________

5. Witnessed any violent events?  _______________________________________________

________________________________________________________________________

6. Any medical surgeries?  _____________________________________________________

________________________________________________________________________

7. Relatives and/or immediately family members with medical illnesses or history of medical      

       illnesses?  _______________________________________________________________

       ________________________________________________________________________

Please comment on any additional concerns you may have. __________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________
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