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Learning Links, LLC

BACKGROUND INFORMATION

Date: ______________________

Student’s Name: __________________________
Date of Birth: _________________

Parent/Guardian: _________________________________________________________

Address:  _______________________________________________________________

Home Phone: _____________________
Work Phone: ________________________

Cell Phone: _______________________  E-mail:_______________________________

Emergency Contact: _______________________________________________________

Home Phone: _____________________
Work/Cell Phone: _____________________


Family Information:

Name all members of the family living in the household:


Name




Age


Relationship

_______________________

______________
_____________________ 

_______________________

______________
______________________

_______________________

______________
______________________

_______________________

______________
______________________

_______________________

______________
______________________

Family History:

Is there a family history of learning disabilities? _________
Yes
___________
No

Explain: ________________________________________________________________

_______________________________________________________________________

Developmental and Medical History:
How would you rate your child’s general health?

Excellent ________
Good _________
Fair ________

Poor_________

Date of last physical: _________________
Physician’s Name: ____________________

Vision: ____________________________
Hearing: ____________________________

Please check any that apply to your child and specify the age of onset:

	Physical Disability
	Frequent Colds
	Allergies

	Speech Problems
	Eye Problems
	Ear Problems

	Frequent Sore Throats
	Asthma
	Dietary Problems

	Headaches
	Seizures
	Epilepsy

	Heart Disease
	Diabetes
	Enuresis (evening)

	Enuresis (daytime)
	Lead Poison
	Accidents/Injuries

	High Fever
	
	


Explain any of the problems checked above: ___________________________________

_______________________________________________________________________

Has your child ever been hospitalized? ________________________________________

Why/How long? __________________________________________________________

Is your child taking any medications? _______________
For what? _______________

Name and dosage of medication(s): ___________________________________________

Who usually administers the medication(s) 
and at what time(s)? _______________________________________________________

How often is the medication monitored? _______________________________________

Behavior Characteristics:
Please check any behaviors that apply to your child:

	Consistent 

short attention span
	Mood changes
	Rocking

	Difficulty 

with organization
	Temper tantrums
	Head banging

	Difficulty 

understanding

directions/questions
	Unreasonable fears
	Day dreaming

	Difficulties using

 numbers
	Poor self control
	Likes to be in control

	Difficulty



telling time
	Unusually aggressive
	Nightmares

	Avoids homework
	Lack of motivation
	Gets along with peers

	Enjoys 

being read to
	Frequently lies
	Prefers to play alone

	Avoids reading
	Needs constant

 attention 
	Difficulty completing tasks

	Outgoing
	Flexible
	Difficulty with routine

	Self-confident
	Under active
	Excessive watching of TV/video games

	Strong-willed
	Overactive
	Creative

	Cooperative
	Athletic
	Poor handwriting

	Musical
	Self injurious
	Grasps ideas quickly


Explain any of the above behaviors that are a concern for you: ________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

School History:

School: _________________________________________________________________


(Name)



(Address)

School Phone Number: ____________________________________________________

Grade: ____________



Teacher: ____________________________

Child’s strengths: ________________________________________________________________________

________________________________________________________________________

Child’s weaknesses: ________________________________________________________________________

________________________________________________________________________

Teacher’s concerns:

________________________________________________________________________

________________________________________________________________________

Has your child had any previous evaluations? _________
Yes
__________
No

Check what evaluations your child has had; indicate when and where they were done:

Educational ______________________
Psychological ________________________

Neurological _____________________
Occupational Therapy _________________

Physical Therapy __________________
Speech and Language _________________

Opthalmological (Vision) ___________
Other ______________________________

Diagnosis:  ______________________________________________________________

PLEASE INCLUDE A COPY OF ALL EVALUATIONS, STANDARDIZED TESTING AND REPORT CARDS WITH THESE FORMS.


Please list the related services your child receives in school or privately:

Service and Provider



Phone #


How Long? 

_________________________________
__________________
____________

_________________________________
__________________
____________

_________________________________
__________________
____________

_________________________________
__________________
____________

What is your child’s primary language? _______________________________________

Reason for tutoring services: ______________________________________________________

________________________________________________________________________

Best times to receive tutoring services:___________________________________

(Example: Mondays at 3:30)





__________________________________





___________________________________

What do you expect from the services your child will receive at Learning Links? 

 _______________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________


Who referred you to Learning Links? _________________________________________
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