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PRE-K COUNTS CHILD PROFILE
Child’s Name: 						     Birth Date: 			__________
Person Interviewed: 					     Relationship to Child: 				______
Mother’s Name: 						     Father’s Name: 					
Address: 							     Address: 						
								       							
Phone: 						_________	     Phone: 						
If parents do not live together or with the child, is there any reason that the non-custodial parent can not be contacted or given information about the child? (PFA or Custody Order)		YES	   NO
(If yes, obtain a copy)
If child is in custody of a guardian, is the guardian: 	Foster 		Relative 	    
What documentation is in file?  i.e. Court order, CYS placed order ________________________________________	 
With whom does the child reside: Name: 						_________			
					Address: 									
					Phone: 					_____________________		
Brothers/Sisters:
                   Name				  Age		  Sex		Date of Birth		 Relationship
															
															
															
															
Previous Preschool Experience: 											
When the children need care, how is it provided: 	At the home of the child 		
At the home of a relative 	       At the home of an unrelated adult 	        At a Child Care Facility 	
Is your child enrolled in Child Care Works (subsidized child care)_______
Name of child care facility 												
Is the care full or half day? ______________
May we exchange information? 	YES	NO	(If yes, obtain Consent for Release of Information)
 
Has your child ever been screened or evaluated at: (have parent complete consent for Release of Information)
Lifesteps		Date: 					Results: 				
Intermediate Unit	Date: 					Does your child have an IEP?    Yes/No
Birth – 3 Early 	Date: 					Did your child have an IFSP?      Yes/No
Intervention Program
Other 		      	Date: 					Receiving Services: 				
(such as Children’s Hospital or Behavioral Health Provider)
	
	YES
	NO
	EXPLAIN “YES” ANSWER

	1. Has your child ever been hospitalized or operated on? 
	
	
	

	2. Has your child ever had a serious accident (broken bone, head injuries, fall, burns, poisoning)? 
	
	
	

	3. Has your child ever had a serious illness? 
	
	
	

	4. Does your child have frequent: 
      ___ Sore Throat
      ___ Cough
      ___ Urinary Infection or trouble  
             urinating
      ___ Stomach pain, vomiting, diarrhea, 
             Constipation
	
	
	

	5.   Does your child have difficulty seeing (squinting, cross eyes, look closely at books)? 
	
*
	
	

	6.  Is your child wearing (or supposed to
     wear) glasses?
	
	
	(If yes) was the last checkup more than on year ago? Yes ____     No ____

	7.   Does the child have problems with ears/hearing (pain in ear, frequent earaches, discharge, rubbing or favoring one ear)? 
	
*
	
	

	8.   Has the child ever had a convulsion or seizure? Is the child taking medicine for seizures? 
	
*
	
	If yes, when did it last happen?
________________________________
What medicine? ___________________

	9.   Is the child taking any other medicine now? (special consent form must be signed for Pre-K to administer any medication)
	
	
	What medicine? ___________________
Will it need to be given while the child is in Pre-K? ________________________
How often? ______________________

	10. Does the child have asthma?  (If yes, verification is needed) 
	*
	
	If yes is an inhaler used? ____________
Is any other treatment used? _________

	11. Does the child have any allergies other than medicine or food? 
	*
	
	

	12. Are there any conditions we haven’t talked about that get in the way of your child’s every day activities? 
	
	
	Describe: 



How would you describe your child’s appetite? 
Very Good: 		     		Good: 	     		Fair: 	               	     Poor: 	          	      
Which statement best describes your child’s eating habits: 
Eats everything 		      	     Eats most of the foods 		        	      Is picky 			  
What are our child’s favorite foods? 										
What are your child’s least favorite foods? 									
								 YES		   NO		     COMMENTS	
Does your child take vitamin/mineral supplements? 								
Do the supplements contain iron? 										
Do the supplements contain fluoride? 										
Were the supplements prescribed? 										
Are there foods not eaten for religious reasons? (*)								
Is the child on a special diet? (*)											
Have there been changes in your child’s appetite? 								
Does your child eat or chew things that aren’t food? 								
Does your child have trouble chewing or swallowing? 								
								* Medical or Clergy verification is needed

Does your child have any food allergies? 					
	If yes, please describe (medical verification is needed) 						
Does the classroom have permission to post your 
child’s allergy to avoid any accidental ingestion of 
a food product which could be harmful to your child? 				

1. What are your child’s favorite things (i.e. toys, activities)?


2. What help does your child need when using the bathroom? 


3. How does your child get along with other children? Adults that aren’t familiar? 


4. Is there anything that scares or worries your child ?


5. Do you have any concerns about your child’s speech or hearing? 


6. When your child is crying how do you comfort your child?


7. Have there been any big changes in your child’s life? 


8. Are you or your family having any problems that might affect your child?



9. Is there anything that happened to your child in the past that would help us to better understand them today?  


10. Is there anything else you want us to know about your child ?


We ask the next group of interview questions so that we can learn about your child and family’s linguistic and cultural background. 
Father’s country of origin: _______________________________________________
Mother’s country of origin: ______________________________________________
What language or languages do you use to talk to your child? 	Father: ________________________
Mother: ________________________
Do you speak any other languages?					Father: _________________________
Mother:   ________________________                                      
   How many books do you read to your child a week? _________________
If English is not your home language, please estimate how many English words your child knows (circle one):
		Less than 10			10 to 50		   50 to 100		   more than 100


Parent Signature: _____________________________________ Date: _______________________








If yellow boxes are marked yes send to Health Coordinator
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