SOCIAL HISTORY QUESTIONNARIE
Child’s Name__________________________ Date of Birth__________ Sex____ School __________

Address____________________________________________________ Phone_____________

Information Provided By ____________________________ Interviewer ______________ Date_____

REFERRAL INFORMATION

Why is child being referred for an evaluation:   
















When did these problems begin:

Who initiated this referral (check more than one if applicable) _____Child’s Teacher _____Physician _____ You/Parent ______ Other/Comments: ____________________________

Has child had a previous evaluation or services: 



Describe how these concerns impact on the child’s ability to participate in appropriate activities (i.e.: classroom, educational progress and/or non-educational activities) 



Do any members of the family have a disability (physical, hearing, emotional, etc.) Explain: 



Are there any problems in the home or community that might be affecting the child’s performance in school: 



PARENTS


Father’s Name __________________ Age_______ Highest Grade Completed_______________

Father’s Address____________________________________ Home Phone ________________

Occupation___________________ Employer _____________________ Phone______________

How Long________________

Mother’s Name____________________ Age_________ Highest Grade Completed___________
Mother’s Address _________________________________ Home Phone___________________
Occupation_______________________ Employer______________________ Phone_________

How Long________________

Are parents living together:
______Yes
______No

If no, is this due to:
______Death
______Divorce     ______Separation
    ______Other

With whom does the child live: ________________     Who is the legal guardian:_____________

How often does child see other parent: ____ weekly or more often ____once/twice a month ___other

Does child have step parents:
___No
___Yes
Name & Phone #______________________

Other adults living with child:
___No
___Yes
Relationship:___________________

LANGUAGE

Language spoken at home: ______________ Other languages spoken: ________________

Primary language of child:  _______________
BROTHERS / SISTERS


Child’s Name(s)


DOB

Sex

Relationship to child




CAREGIVERS


Does/has child use(d) a baby-sitter or after school program on a regular basis: ____Presently ____Previously

Name_______________________ Phone___________ Language(s) Spoken________________

BIRTH / PREGNANCY


1.    When child was born:
Mother’s Age: _______

Father’s Age:  _______

2
 Was mother under a doctor’s care:

____No
____Yes ________________

 Were there any problems during pregnancy:
____No
____Yes ________________

       Was mother taking medication:


____No
____Yes ________________

3.   Hospital where baby was born:
___________________________________________
4.    Was the baby:
____full-term
____premature
____overdue
____Length of Labor

       What kind of delivery: ____breech  ____  cesarean  ____ natural  ____ forceps  ____ induced

       Was anesthesia used:
___No
___Yes  

5.    Baby’s birth weight:
_____________
       Complications for infant during/after delivery: _____________________________________

       

       Other significant events you feel are important:              

        ________________________________________________________________________________

      

6.     Did mother care for baby after birth:  ____Yes
____No: Name/relationship of person                  who  cared for baby: 

7.  Feeding/sleeping problems during infancy:         

_______________________________________________________________________________

DEVELOPMENT


Were there concerns about any of the developmental milestones (i.e. walking, talking, toileting, etc.) ________________________________________________________________________________________

At what age did the child begin speaking:
Single Words _________________







Short Phrases _________________







Sentences ____________________

Any speech difficulties:
____No
____Yes __________________________________

If Yes, is child understood by:

Always

Sometimes
Rarely




Family:
______

_________
______





Others:
______

_________
______

Has child been in speech therapy:

____No
____Yes ______________________

Does child:



Use a Pacifier:

____No
____Yes ______________________



Use a bottle:

____No
____Yes ______________________



Suck thumb or fingers:
____No
____Yes ______________________



Drool:


____No
____Yes ______________________

Any problems with wetting/soiling:

____No
____Yes ______________________

Any medical reason for bed wetting/soiling:
____No
____Yes ______________________

Any difficulties sleeping:


____No
____Yes ______________________

Any difficulties eating:


____No
____Yes ______________________

At what age did child begin walking:
_________________________

Does child frequently fall:

____No
____Yes ____________________________

Can child feed self using utensils:
____No
____Yes ____________________________

Can child grasp a pencil or crayon:
____No
____Yes ____________________________

MEDICAL HISTORY


Any hospitalizations or serious illnesses:
____No
____Yes ______________________


Ear infections:

____No
____Yes ________________________________________

Ear tubes:

____No
____Yes ________________________________________

Hearing Screening:
____No
____Yes________________________________________

Audiological Eval:
____No
____Yes ________________________________________

Vision Problems 
____No
____Yes ________________________________________

Glasses/Contacts:
____No
____Yes ________________________________________

Illness/physical problems/allergies
____No
____Yes (Give details, i.e. stomach aches, allergies, etc.) ________________________________________________________________________________________________________________________________________________________________________________

Has child ever had convulsion or seizure:
____No
____Yes (When?)_______________


If yes, has child seen a neurologist:
____No
____Yes (When?)_______________


Name of Neurologist: _____________________________ Phone___________________

Medications taken regularly in last 12 months:
____No
____Yes________________


If yes, any details worth noting: _____________________________________________

Where is child taken for his/her medical care:   Name ___________________ Phone__________


When was child’s last physical exam? ______________ Report provided: ___Yes ___No

FAMILY / INTERPERSONAL RELATIONS


1. How would you describe child’s personality (temperament, behavior, etc.) _____________


2. Do you have discipline problems or other concerns about the child at this time? ___________


3. Does the child frustrate/anger easily? What precipitates this? __________________________


4.   Has child ever been separated from either parent:
____No
____Yes: Dates/Length of Separation and Cause:


SOCIAL EMOTIONAL


Indicate below how this child related with other children:

Difficulty relating/playing with other children
____No
____Yes

Frequently aggressive with playmates

____No
____Yes

Prefers playing with others


____No
____Yes

Prefers to play alone



____No
____Yes

If yes to any of the above, please provide any pertinent details: ___________________________


Are there children in the neighborhood with whom this child could play: ___ No
  ___Yes

Does sharing pose a great difficulty for your child. Explain.
         ____No       ___Yes

____________________________________________________________________________________


Behavior / Temperament / Interests


Does child Regularly exhibit any of the following behaviors:

Has a short attention span

____ No
  ____ Yes



Seems overly energetic in play

____ No
  ____ Yes

Lacks self control


____ No
  ____ Yes

Seems impulsive


____ No 
  ____ Yes

Difficulty showing affection

____ No
  ____ Yes

Overacts when faced with problems
____ No
  ____ Yes

Hides feelings



____ No
  ____ Yes

Uncomfortable meeting new people
____ No
  ____ Yes

Has excessive fears


____ No
  ____ Yes

Requires a lot of parental attention
____ No
  ____ Yes

If yes to any of the above, explain: ____________________________________________________________________________________


What activities does the child enjoy: _______________________________________________________________

Have you noticed any change in child’s interests or behavior recently? If yes, describe: ____________________________________________________________________________________



SCHOOL HISTORY


Does the child attend:
_____Nursery School
____Play Group
____Day Care

Where:__________________________ At age___________

Teacher/Contact Person: _____________________________ Phone:__________________

Days Child Attends:
___Mon
___Tues
___Wed
___Thur
___Fri


Hours: ____________________________

Describe child’s adjustment: _______________________________________________________

Did child have problems:


Separating from parent/caregiver

____ No
 ____ Yes


With routines/discipline



____ No
 ____ Yes


With academic demands (if applicable)

____ No
 ____ Yes


If yes to any of the above, describe: ___________________________________________

Did either you or the teacher have concerns about child’s progress or adjustment?  Which?  Explain.


