Blooming Grove Day Care Center
Child Developmental History

FAMILY AND SOCIAL HISTORY

Name of child______________________________ Date of Birth_________________

Brothers/Sisters of child

Name__________________ Date of birth________________

Name__________________ Date of birth________________

Name__________________ Date of birth________________

Other members of household (include relationship): _____________________________________________

Does child have room alone? _______ If not, with whom? ________________________________________

Has child had group play experience? _______ Where? __________________________________________
BIRTH HISTORY

How was mother’s health during pregnancy? __________________________________________________
Were there any complications at birth? _______________________________________________________
Child’s birth weight ______________

Baby arrived:    on time ______          early by ______ weeks         late by _____ weeks

Was there any illness during newborn period? ______ If yes, explain_______________________________
        ___________________________________________________________________________________
DEVELOPMENTAL HISTORY OF CHILD

Age at which child:  Crawled_________  Sat alone ________ Walked alone__________  
          Named Simple Objects_________  Repeated short sentences_________ 
          Slept through night____________  Began toilet training___________

Does child indicate toilet needs? ______________

Word child uses for urination?  ____________   Bowel movements? _______________

Usual time for bowel movement? _______ Does child dress self? _______  Undress self? ________

Eating problems? ________________  Is family vegetarian? _________

Other dietary restrictions? __________________________________________________________________
What time does child go to bed at night?_______  Awaken?_______  Does child sleep well?________
Does child play with water? ________

Does child have any special fears that you know of? _____________________________________________
Does child have speech problems? ___________________________________________________________
Does child have any problems we should be aware of? ___________________________________________
What method of discipline is used at home? ____________________________________________________
How would you describe your child’s personality? _______________________________________________
        ____________________________________________________________________________________
HEALTH HISTORY OF CHILD

Has child had chicken pox? _____  If yes, when? ______________________________________

Does child have frequent colds? ______ If yes, explain ________________________________________

Tonsillitis? _______   Earaches? _________   Stomachaches? _____________

Does child vomit easily?_______________ Does child run high fevers easily? _______________________
Has child had any serious accidents? _______ If yes, explain _____________________________________
Has child had any serious injuries? ________  If yes, explain _____________________________________
Is child allergic? ________  If so, how does it manifest itself? ______________________________
            Asthma ________   Hay fever _______   Hives _______   Other ___________________

Do you know what the allergy is caused by? ____________________________________________

Has child ever been to dentist? _________   If yes, when? _________________________________

Additional comments _______________________________________________________________

_________________________________________________________________________________

