GETTING TO KNOW YOUR FAMILY 

Child’s Name:___________________________ 
Birth date: ___/___/___

Other name your child goes by: ___________________
Parent(s) Name(s):
__________________________________________________________
Occupation(s);
__________________________________________________________
Siblings & Ages:
__________________________________________________________
Please share any traditions, celebrations, and/or cultural influences you may have.
__________________________________________________________________________
__________________________________________________________________________
Would you be willing to share any of the above in the classroom (circle one)   Yes   No

Favorite family activities:
_____________________________________________________
Family Pets:


_____________________________________________________
Does your child have a favorite comfort item? _____________________________________
Share with us some special things you want us to know about your child.

__________________________________________________________________________
__________________________________________________________________________ 
What are your child’s favorite toys, activities, and foods?

________________________________________________________________________
__________________________________________________________________________ 
Lists things that your child may be sensitive to and/or may not like(foods,sounds,pets,touch)

__________________________________________________________________________
__________________________________________________________________________ 
Over

Please share goals you have for your child at Preschool this year.

__________________________________________________________________________
__________________________________________________________________________ 
What are some concerns or questions you may have regarding your child and/or his/her Preschool experience?

__________________________________________________________________________
__________________________________________________________________________ 
Primary language spoken in home:___________Other language(s):_______________________
How does your child communicate his/her needs with:

Adults:
_______________________________________________________________
Children:
_______________________________________________________________
What word/prompts does your family use pertaining to toileting?


__________________________________________________________________________
Does your child need any assistance dressing, eating and/or hand washing? (Circle One) Yes   No

If yes, Please describe:
_____________________________________________________
__________________________________________________________________________
Has your child ever been screened or had a developmental assessment?  (Circle One)    Yes
No     

If yes, when and with whom? __________________________________________________

Does your child receive services for speech/language? (Circle One)
Yes
No

If yes, what type, how often, and from whom?_____________________________________
__________________________________________________________________________
Does your child have an IEP or an IFSP? (Circle One)

Yes 
No

If yes, please describe:
_____________________________________________________
Does your child have any allergies or medical conditions we should be aware of? Yes  No  (Please explain)______________________________________________________________

