Child's name:______________________________________________________	Date of Birth:________________

[bookmark: _GoBack]Eating Habits:
At what time does the child eat breakfast? _____________     	Lunch? _____________       Dinner? ___________
Between-meal Snacks? ___________	Does the child feed himself/herself? _______________________________
What is the child’s general attitude toward eating? ______________________________________________________________________________________________
If the child refuses to eat, how is this handled and by whom? ______________________________________________________________________________________________
Food Favorites: ______________________________________________________________________________________________
Food Dislikes: ______________________________________________________________________________________________
Food Allergies: ______________________________________________________________________________________________

Sleep Habits:
Has own room: _______________       Shares room with (please circle):       Other Children       	 Parents 
At night sleeps from ___________ to ___________        Average Hours of Sleep Per Night: ____________________
Naps from __________ to ___________		 Average Hours of Naps: ________________

Attitude toward going to bed: ______________________________________________________________________________________________
If there is difficulty, how is this handled? ______________________________________________________________________________________________
Habits associated with going to bed? __________________________________________________________________

Is bed wetting an issue? _____________    	At nap time? __________   	At night? __________
If yes, how is the situation handled? ___________________________________________________________________

Toilet Habits:
Time at which child is taken to the bathroom? ______________________________________________________________________________________________
Can the child take themselves? ______________ 	       Time of bowel movements? _________________________
Regular? _____________	Constipated? _____________ 
Does the child tell you when he/she needs to go and does he/she go willingly? ___________________________
Can he/she manage his/her clothes at the toilet?  ____________________________________________
 What words does he/she use for: 		Urinating: _______________		BM: _____________

Speech and Physical Growth:
The child talks:     Well    		Fairly Well   		 Not Very Well 	 	 Not at All
Does anyone read to the child? _______ How regularly? __________________________________________________
At what age did your child:	Creep? ___________      Crawl? _____________	    Walk? ___________________
Which of the following words would you use to describe the child (Circle all that apply):   
active   quiet    thin   average weight   heavy   tall   average height   short   friendly   unfriendly

Is there any other information you think we should have about the child? ______________________________________________________________________________________________
______________________________________________________________________________________________
Ongoing Medical Care:     
Does the child have any medical diagnosis that requires ongoing care?  ______________________________________________________________________________________________
If yes, explain what type of care is administered at home and by whom?  ______________________________________________________________________________________________
______________________________________________________________________________________________

Are you requesting that this care be provided at the facility?    Yes     No 
If yes, describe the care required: 


