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The Hill Preschool is a non-profit corporation that provides high

quality education and nurturing care for young children.  The Hill

Preschool also provides parent support to facilitate the growth of

healthy families.
FAMILY PROFILE AND DEVELOPMENTAL CHECKLIST

The purpose of this questionnaire is to assist The Hill Preschool with familiarization of you family.  Please feel free to elaborate on any responses to the questions below. 

Personal History

Child’s name to be used at school _______________________________

Parent’s Name __________________________
Occupation ______________________

Parent’s Name __________________________
Occupation ______________________

Are there any other children in your family?   Yes __
No __


Name ____________________
Age ___
Male __
Female __


Name ____________________
Age ___
Male __
Female __

Is your child adopted?  Yes __  No __
Does he/she know?  Yes __
No __

If the subject arises how do you want us to respond?  __________________________________________________________________________________________________________________________________________________________________________________________
Languages (s) spoken at home _________________________________________________________

Who speaks this language(s)? ___________________________________________________

Primary Caretaker ____________________________________________________________

Has your child previously been with a nanny/in day care/or preschool?  Yes __
No __
If Yes, Indicate name and date(s) ________________________________________________

Health Information

Please indicate below with a check-mark if your child has had any of the diseases listed.
Measles (Big Red) __ 

Whooping Cough __

Mumps __
Measles (3-day) __

Chicken Pox __
Other (Please Name) _____________________________


Has you child had any serious illness or operation?   Yes __
No __

If yes, please explain.  ____________________________________________________________________________________________________________________________________________________________

Please indicate any other medical conditions.

Frequent Nausea __

Vomiting __

Asthma __

Nose Bleeds __

History of Seizures __

Frequent Ear Infections __

Sinus Problems __

For any of the conditions checked, what course of action, if the need arises, should be taken?

____________________________________________________________________________________________________________________________________________________________
Does you child have any allergies?  Yes __
No  __
If yes, please explain. ____________________________________________________________________________________________________________________________________________________________

State any special, physical, developmental needs you child has. ____________________________________________________________________________________________________________________________________________________________

Is he/she receiving any specialized therapy?  Yes __

No __

If yes, please explain. ___________________________________________________________________________
Toilet Habits

Is your child toilet trained?  Yes __  
No __

If no, has it been attempted?  Yes __
No __

If yes, can your child indicate when he/she needs to use the bathroom?  Yes __
No __

Word used for urination ________________________

Word used for bowel movement ___________________________ 
Sleeping

What time does your child go to bed? ________ 
Awaken? ________
Social Relationships

Has your child had experiences playing with other children?  Yes __
No __

By nature is your child (please circle): Friendly
Aggressive
Shy
Withdrawn
Comments

Is there anything else that we need to know in order to better care for your child? _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Parent Signature _________________________________________

Date ________________________
