[image: image1.png]NEpF

Community Education




                  Child Health and Development History (3-6years)                 
Child’s name: _____________________________________________Birthdate: _____________________ Age: _______
Female: _____ Male: _____ Languages spoken at home: ____________________________________________________
Parent/Guardian Name(s): ____________________________________________________________________________
Person completing the form: ________________________________________________ Date: _____________________

Members in the household: ___________________________________________________________________________

Child is adopted? ___Yes ___No    If yes, at what age______
        Child is a foster child?  ___Yes ___No 

How often does your child see a doctor or nurse? ____________________ Date of last well child visit: _______________

How often does your child see a dentist? _____________________________ Date of last dental visit: ________________

Does your child have health insurance? ____Yes ____ No ___Applied   Dental insurance? ___Yes ____ No____ Applied

Please check the boxes if you or your child use, if any:

___ Early Childhood Family Education
     ___School district pre-K          ___ Child care center         ___Library
___Early Childhood Special Education
     ___Non-school district pre-K        ___Child care home      ___Head Start
___Parks and Recreation programs           ___WIC/food shelf     ___Play group/Nursery experience     ___Foster care
___Help Me Grow      ___Non-school district speech services     ___Non-school district OT services       
 Health ----- Please check any concerns that apply to your child and describe:

___Allergies ___food ___medicine ___animals/insect ___dust/mold ___seasonal   _______________________________

___Takes medicines, herbs, and/or vitamins: _____________________________________________________________

___Visits to health specialist(s), hospital stays and/or surgeries: ______________________________________________

___Serious injuries or illnesses, visits to Emergency Room. Reason and date: ___________________________________

___Head injury, concussion, loss of consciousness? ________________________________________________________

___Lead poisoning, level if known: _____________________________________________________________________

___Trouble breathing, coughing or asthma: ______________________________________________________________
___Skin problems or rashes: ________________________      ___Seizures, staring spells: _________________________

___ Vision (eye) problem or wears glasses: _______________________________________________________________

___Ear (PE) tubes, hearing problems or wears hearing aids: _________________________________________________

___Teeth: one or more cavities or loss of tooth ____________________________________________________________
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___Eating, stomach concerns or constipation: _____________________________________________________________

___Activity level (too active or not active enough) _________________________________________________________

___Mental health concerns such as anxiety, depression or attention concerns? ___________________________________

___Problems during pregnancy or birth? _________________________________________________________________

___Born more than 3 weeks early or late ______ number of weeks at birth.  Child’s birth weight: ___________________

Please check any Family Health problems (child’s parents or siblings)
___Attention problems      ___Vision problems      ___Diabetes      ___Allergy      ___Learning problems      ___Asthma

___Growth problems      ___Mental Health disorders      ​​​___Epilepsy/Seizures      ___Deafness/Hearing

___Sickle Cell Anemia/Trait      ___Other health problems___________________________________________________

Child’s Daily Routines  
Goes to sleep at____ PM   Wakes up at ____ AM     ___Has difficulty falling/staying asleep.  Takes a nap: from___ to __

___Gets at least 60 minutes of exercise daily            ____Is NOT able to/does NOT get 60 minutes of exercise daily

___TV/Video Game/Screen time: hours per day_____

Every day eats some foods from the food groups:
___5-9 servings fruits/vegetables: Examples: oranges, apples, bananas, mangos, berries, spinach, corn, peas

___3 servings calcium rich foods: Examples: milk, cheese, yogurt

___2-3 servings iron rich foods: Examples: fish, poultry, meat, beans, legumes, eggs

___3 or more servings whole grains: Examples: whole wheat bread, cereal, brown rice, tortillas, pasta, crackers
___More than 1 serving of sweets, fruit drinks or soda

In the past 12 months, we worried whether our food would run out before we could buy more ___Yes ___No

In the past 12 months, the food we bought didn’t last and we didn’t have money to get more ____Yes ___No

 Home Safety    
Current housing: _____renting or homeowner     _____with friends or family    _____hotel or motel  
_____emergency shelter/transitional housing
Do you have concerns that your child is exposed to these unsafe situations or conditions? 

___violence   ___tobacco    ___alcohol      ___guns or weapons   ___illegal drugs   ___other: _______________________
___Does your child live or play in a home or building built before 1978 ____or a 1978 home remodeled in last 5 years

Do you and/or your child use/have the following:

___ car seats   ___bike helmets   ___smoke detector   ___carbon monoxide detector
Learning:
___My Child learned to do things at the same age as other children (examples: sit, stand, walk, toilet trained)

If not, please explain: ________________________________________________________________________________

My child needs help with: ___toileting   ___activity/mobility   ___dressing   ___nutrition/eating

Other: ____________________________________________________________________________________________

Please check any of the following:  
___ says numbers 1 to 10      ___ability to recognize their written first name      ___understands other people

___has trouble speaking or is hard to understand      ___able to follow directions      ___plays in a variety of ways

___Child has difficulty completing fine motor tasks (examples drawing, beading, cutting, stacking blocks)

___falls frequently while walking or running

___My child’s development has progressed age appropriately (examples: crawling, sitting up, walking, talking)

If not, please explain: ________________________________________________________________________________
__________________________________________________________________________________________________
Census Information:  Eden Prairie Schools IDS#272 has programs and services for newborns, preschoolers, adults and senior citizens as well as school-age children.  Help us serve you better by answering the following questions about your family.  We will keep you updated on events and opportunities for your whole family. 
List below the address where your family lives.

Address__________________________________________________________________Unit number______________

City____________________________ State________ Zip code__________ Date family moved to this address________
List the main contact person in your family.

First Name__________________________ Last Name_______________________________ Male______ Female____

Birthdate (month/day/year) _____________Cell phone____________________ Email ____________________________

List all other family members at this address including the child who is attending Early Childhood Screening.
First name ___________________________ Last name____________________________ Male_____ Female ______

Birthdate (month/day/year) _____________ Cell phone _____________________ Email ________________________

Relationship to main contact person: Spouse_____ Friend_____ Other ________

First Name _____________________________ Last name___________________________ Male____ Female______

Birthdate (month/day/year) ________________ Relationship to main contact person ___________________________

First Name _____________________________ Last name___________________________ Male____ Female______

Birthdate (month/day/year) ________________  Relationship to main contact person ___________________________

First Name _____________________________ Last name___________________________ Male____ Female______

Birthdate (month/day/year) ________________  Relationship to main contact person ___________________________

First Name _____________________________ Last name___________________________ Male____ Female______

Birthdate (month/day/year) ________________  Relationship to main contact person ___________________________

Thank you!      There is more space on the next page if you need it.
Continue the Census Information:

First Name _____________________________ Last name___________________________ Male____ Female______

Birthdate (month/day/year) ________________ Relationship to main contact person ___________________________

First Name _____________________________ Last name___________________________ Male____ Female______

Birthdate (month/day/year) ________________ Relationship to main contact person ___________________________

First Name _____________________________ Last name___________________________ Male____ Female______

Birthdate (month/day/year) ________________ Relationship to main contact person ___________________________

First Name _____________________________ Last name___________________________ Male____ Female______

Birthdate (month/day/year) ________________ Relationship to main contact person ___________________________

First Name _____________________________ Last name___________________________ Male____ Female______

Birthdate (month/day/year) ________________ Relationship to main contact person ___________________________

First Name _____________________________ Last name___________________________ Male____ Female______

Birthdate (month/day/year) ________________ Relationship to main contact person ___________________________

First Name _____________________________ Last name___________________________ Male____ Female______

Birthdate (month/day/year) ________________ Relationship to main contact person ___________________________
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