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Early Head Start Center Based Child Profile 
Childs Name:______________________ DOB: ________________ Date Completed: _________
Previous Child Care Arrangements:
__ Never in Care __ Family Child Care Home __ Relative __ Center Based Child Care
Child’s reactions when left with a caregiver: __________________________________________
______________________________________________________________________________
Child’s interaction with children that same age:________________________________________
______________________________________________________________________________
Tell us about your child:
Give us a short description of the first three months (first smile, sat up alone, colic etc.): ______
______________________________________________________________________________
First spoken words: ______________________________________________________________
First time your child crawled:______________________________________________________
First time your child walked: ______________________________________________________
Games or toys that your child seems to enjoy: ________________________________________
Medical Information:
Are there any medications your child takes on a regular basis: __ No __Yes (fill out below)
 Medication: _________________ Dose: _______________  Reason:_____________________
Medication: _________________ Dose: _______________  Reason:_____________________
Does your child have any allergens or suspected allergens: __ No __Yes (fill out below)
___Food(list):___________________________        ___Airborne(dust/mold______ 
___Medications(list):_____________________        ___Animals:________________
___Other(list): _____________________________
If yes to any above allergens, were any verified by the child’s doctor at this time: __ No __Yes 
Comments:__________________________________________________________________

Sleeping Patterns:
How does your child fall asleep:  ___Rocking ___Along in crib ___ Music ___ singing ___ 
___ Dim Lights  ___Other: (describe)______________________________________________
What does your child use to fall asleep: ___ blanket ___soft toy ___ pacifier ___bottle ___other(example) _____________________
Discussion with family: Please be aware that we follow our Sleeping Policy HS-02-111 that states that all children under 12 months of age will be placed on their back to sleep. A copy of this policy will be given to you that provides additional information. 
Eating and Drinking:
*Is your child still using a Bottle: __ No __Yes (fill out below)
___ Breast Milk      						___Milk (whole/2%) __________
___Formula (Brand): ____________________   		___ Lactose Free
How Often does your child drink for a bottle: ___ on demand  or ____ oz every ____ hours
How often do you burp your child and in what position: ________________________________
*Does your child use a _____training cup or ____regular cup currently. 
What other liquids has your child drank:
___ apple juice ___ orange juice ___white grape juice ___ water ___ other: ________________

Does your child currently eat baby foods: __ No __Yes (fill out below)
If so what kinds of food has your child eaten:
___ fruit (examples/stage):________________________________________________________  
___ vegetable (examples/stage):___________________________________________________
___ Dinners (examples/stage): ____________________________________________________
___ cereal (kind/consistency and it is mixed with food) _________________________________ 
Have you introduced solid food to your child: __ No __Yes (fill out below)
(examples): ____________________________________________________________________
What kinds of food does your child like to eat:________________________________________
_____________________________________________________________________________
Where does your child eat most of their meals:________________________________________
Does your child ___use their fingers to eat or ___ use utensils
How does your child let you know when they are hungry: ______________________________
Any issues/concerns about eating or mealtimes:______________________________________
Diapering/Toileting
Discussion with family: Please be aware that Child Care regulations prohibit the use of cloth diapers in the childcare centers. 
Does your child wear diapers: __ No __Yes (fill out below)
Brand of Diapers: ____________________    Brand of wipes:__________________
Has your child had any allergic reactions to any brand of diapers/wipes __ No __Yes 
(If yes, brand and reaction): ______________________________________________________
Does your child get diaper rash often: __ No __Yes? 
(if yes, is cream used/brand and how often): _________________________________________
Does your child currently use the toilet: __ No __Yes (fill out below)
What is your child wearing and when (day/night): 
___ Diapers _____________________                ___ pullups _______________________
___ Underwear__________________
Does your child have accidents or need reminders: ____________________________________
Does your child ask to use the potty or do you have a schedule:__________________________
How does your child let you know they need to use the toilet (any special word used): ______________________________________________________________________________
Play and Interactions
Does your child have any favorite toys/books/songs: ___________________________________
Does your child enjoy playing outside:______________________________________________
Describe your child interactions with others:_________________________________________
Does your child show fear, anger, temper tantrums, or other specific emotions: __ No __Yes 
If yes, please describe and give example:___________________________________________
How do you think your child feels about him/herself: ________________________________
Does your child seem to get angry or jealous: __ No __Yes 
If yes, please describe and give example: ___________________________________________
What is your child’s temperament in general (easy going, shy, playful etc.) __________________
Additional family input 
What do you like most about your child: ____________________________________________
If there any behaviors that seem hard to manage or that is a concern: __ No __Yes 
If yes, please describe and give example: ___________________________________________
Is there anything else that you would like to share with use about your family: ______________
______________________________________________________________________________
Hours of Attendance:
Childs arrival time: ______________ Individual(s) droppings off: _________________________ Childs departure time: ______________ Individual(s) picking up: _________________________
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