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CHILD HISTORY QUESTIONNAIRE

Child’s Name: ________________________________________
ID #: ___________________
                    
Client’s Date of Birth:___________________________________      Language: _______________

List all people living in the household:  (Please list any emotional, behavioral, medical or drug problems)

	Name
	Relationship
	Age
	Ethnicity
	Unique Medical Needs

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	

	5.
	
	
	
	


Child is:    ___ biological ___ foster ___ legal guardian ___ kinship  

Who is primary/daily caregiver______________________________________________________________________________________________

Primary caregiver’s occupation______________________________________________________________________________________________

Family’s ethnic/cultural/religious identity______________________________________________________________________________________

Alternative/holistic practices________________________________________________________________________________________________

Any sudden or prolonged separation from primary caregiver_______________________________________________________________________

Past or Present CPS involvement: ____________________________________________________________________________________________

History of physical/sexual/emotional abuse/neglect_______________________________________________________________________________

Any life event(s) that has had significant emotional impact(s) on your child (ie: frequent moves, domestic violence, divorce, death of family member, etc. ____________________________________________________________________________________________________________________

Pregnancy/ Birth History
Was the pregnancy planned?   □ yes
□ no Describe: __________________________________________________________________________

Reaction to Pregnancy _____________________________________________________________________________________________________

Did the mother have any medical problems during pregnancy?  Was pregnancy difficult in any way?
□ yes
□ no
Describe: _______________________________________________________________________________________________________________

Length of Pregnancy_______________________________________________________________________________________________________

Did the mother use any drugs, alcohol, or smoking during pregnancy?
□ yes
□ no Describe:________________________________________
Did the mother have any of the following during pregnancy?
□ injury   □ stress   □ emotional difficulties   □ illness: _______________








□ prenatal care  □ gestational diabetes □ bleeding □ preclampsia


□ medication (OTC or Rx) 
□ other complications_____________


 
How long was labor?______________________________________________________________________________________________________


Check the following if applicable: □ oxygen required for mom/baby □ breast fed _______  □jaundice (if yes were lights required) _______




     □ cord around neck □vaginal/c-section □ epidural □ induced □ other complications_____________

Baby’s Birth Weight: _______________________ lbs. ___________________________________ oz.

Who was present at birth? _______________________________________________________________
Did the mother take the baby home with her when she left the hospital?
□ yes
□ no

Did the child have any medical problems at infancy?
□ yes
□ no
Describe:  _______________________________________________________________________________________________________________

Maternal/paternal leave taken? □  If so how long?_______________________________________________________________________________

Describe social/family support after birth_______________________________________________________________________________________

Services provided after birth (i.e.; Lactation consultant, nurse visits, home visitor, etc.)__________________________________________________

Describe baby’s 1st three months of life________________________________________________________________________________________

Developmental History

Age child first: 
Rolled over

__________
Crawled


__________ 

Sat without support

__________

Walked alone

__________  

Spoke first word     

__________  

Put 2 words together
__________

Toilet trained

__________

Fed self


__________

Weaned from breast or bottle __________

Do you have any concerns with your child’s development?________________________________________________________________________

□ yes
□ no
Speech problems__________________________________________________________________________________________

□ yes
□ no 
Does your child seem to understand what is said to him/her________________________________________________________

□ yes
□ no 
Do you understand what your child says to you__________________________________________________________________

Has anyone completed any formal assessments/evaluations/or screenings for your child?_________________________________________________


If so, who completed them?_________________________________________________________________________________________

Has your child ever been given any formal diagnosis?____________________________________________________________________________

If so, which diagnosis, and by who?___________________________________________________________________________________

Has your child ever been prescribed any medications to address behavioral or emotional challenges?_______________________________________


If so, what medications, and who prescribed them?_______________________________________________________________________



School History
Check here if there are no challenges at school or childcare □
School:__________________________   Teacher: ____________________________
□ Academic challenges
□ Behavioral challenges (i.e.; defiance, doesn’t follow rules, difficulty with transitions etc.)

□ Emotional challenges (i.e.; separation anxiety, depression, withdrawn, poor boundaries, regulation issues etc.)

□ Social problems (i.e.; conflict with peers, difficulty sharing, lack of friends, etc.)

□ Aggression (i.e.; pushing, hitting, kicking, biting, etc.)

□ Complies with structure/routines of classroom
□ Developmental disability

□ Special Education Classes


□ Has child been expelled from preschool or childcare 


□ Is child at risk of being expelled 
 

Does the child have an IFSP or IEP?    □ yes  □  no     

How would you describe your child’s relationship with his/her teacher(s)?____________________________________________________________

Does your child enjoy going to school?________________________________________________________________________________________



Behavioral History
Does your child display any of the following:

□ yes
□ no
Temper tantrums (over 30 min)______________________________________________________________________________

□ yes
□ no
Harm to self_____________________________________________________________________________________________

□ yes
□ no
Difficulty sleeping through night_____________________________________________________________________________   □ yes
□ no
Child sleeps between 11-13 hrs in a 24 hour period ______________________________________________________________
□ yes
□ no
Eating/Feeding Challenges__________________________________________________________________________________        □ yes
□ no
Child makes eye contact with others__________________________________________________________________________

□ yes
□ no
Child  is over/under sensitive to touch, sound, light, temperature, etc.________________________________________________
□ yes
□ no
Unusual or unrealistic fears_________________________________________________________________________________

□ yes
□ no
Aggression towards peers, family members____________________________________________________________________
    
□ yes
□ no
Aggression towards animals or property_______________________________________________________________________    

Family History
Is there a family history of:




If so, which family member?


□ yes
□ no
Alcoholism or drug addiction


________________________________________________________________

□ yes
□ no
Mental health issues (i.e.; depression, anxiety)
________________________________________________________________

□ yes
□ no
Legal/criminal involvement


________________________________________________________________

□ yes
□ no
Suicidal thoughts, attempts
  

________________________________________________________________

□ yes
□ no
Learning or attention-problems

________________________________________________________________

How would you describe your relationship with your child?________________________________________________________________________

How would you describe your parenting style?__________________________________________________________________________________

What type of discipline strategies do you use in your home?________________________________________________________________________

How would you describe your child’s relationship with his/her sibling(s)?____________________________________________________________

What major concerns do you have about your family/child?________________________________________________________________________

What do you enjoy most about your child?_____________________________________________________________________________________

________________________________________________________________________________________________________________________

Medical History
□ yes
□ no
Diabetes


□ yes
□ no
Ear infections (tubes in ears, hearing problems?)

□ yes
□ no
High fevers

□ yes
□ no
All vaccines up to date  

If not, which are still needed?________________________________________________

□ yes
□ no
Asthma



Does your child use an inhaler?______________________________________________

□ yes
□no
Allergies 



Food, medication, environmental_____________________________________________

□ yes
□ no
Seizures or loss of consciousness

□ yes
□ no
Serious injury


If so, explain_____________________________________________________________

□ yes
□ no
Hospitalizations/Operations

For what and for how long?_________________________________________________

□ yes
□ no
Serious illnesses


If so, explain_____________________________________________________________
What type of insurance does your child have?______________________________________________________________
Where do you take your child if they get sick? __________________________________________________________________________________
Date of last physical exam: _____________________________



Date of last dental examination:  _________________________


