PARENT QUESTIONNAIRE (additional information about your child)
CHILDS NAME: ___________________________		DATE: _____________
Who is completing Parent Questionnaire?	□Mother	□Father	□Relative (specify)
						□Guardian	□Caregiver	□Other (specify)
PRESCHOOL/CHILD CARE HISTORY
Has your child attended preschool/child care before?	□Yes	□No
If yes, for how long?		□6 month’s	□1 year 	□2 year’s	□More than 2 years	
Name of the child’s present or most recent school: ___________________________________
MEDICAL HISTORY
EYES
Has your child ever had trouble seeing?				□Yes	□No
Does your child hold books and objects close to his or her face?	□Yes	□No
Has your child’s eyes ever looked crossed?			□Yes	□No
Have you ever suspected that your child has vision problems?	□Yes	□No
If yes, please explain:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
EARS
Has your child had frequent ear infections?			□Yes	□No
Has your child ever had trouble hearing?				□Yes	□No
Have you ever suspected that your child has hearing problems?	□Yes	□No
If yes, please explain:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
COORDINATION
Has your child ever had trouble walking, climbing, reaching,	□Yes	□No
holding on to things? If yes, please explain: __________________________________________________________________________________________________________________________________________________________________________
 CHILD’S DEVELOPMENT
Do you have any concerns about your child’s sleeping patterns?
(going to bed with difficulty or waking often during the night)		□Yes	□No
If yes, please explain:
__________________________________________________________________________________________________________________________________________________________________________
Is your child			Highly active?				□Yes	□No
				Very quiet?				□Yes	□No
Does your child			play with blocks, boxes			□Yes	□No
				cups or other construction
				toys without help? 
				use crayons and/or			□Yes	□No
				markers to scribble or draw?
				listen to stories being read?		□Yes	□No
				turn pages of a book and look		□Yes	□No
				at pictures? 
				recall stories or events?			□Yes	□No
				enjoy playing alone or with		□Yes	□No 
				Imaginary friends?
				talk with your friends/			□Yes	□No
				relatives who come to visit?	
				follow simple, age appropriate		□Yes	□No
				directions?
What are your child’s favorite activities? __________________________________________________________________________________________________________________________________________________________________________
Does your child have opportunities to play with other children?		□Yes	□No
How many hours a day does your child spend watching TV?		__________
	Does he or she sit very close to the TV?				□Yes	□No
	Does he or she turn up the volume very high?			□Yes	□No
Are there other things you would like to tell us about your child?
__________________________________________________________________________________________________________________________________________________________________________

