

PERSONAL HISTORY                  
(To be completed by parent/guardian)

Family name:_____________________   Child's name:____________________________

Address:_________________________________________________________________

Date of Birth:____________________________
Age:______  
 Grade:____________

Phone #  Home: (___)__________________    
Completed by:___________________________

                Work:  (___)__________________
 Completed on (date):  ____________________


   E-mail address: _______________________________________________


How did you hear about Anna’s House? ______________________________________

Family



Name
            Age
Sex
   Adopted         Education    Occupation

Father:_______________  
____      
   Yes No
__________  ___________  R/L

Mother:______________  
____      
   Yes No
__________  ___________  R/L

Children:_____________  
____   ____          Yes No
__________  ___________  R/L


  _____________ 
____   ____ 
   Yes No
__________  ___________  R/L


 ______________  
____   ____
   Yes No
__________  ___________  R/L


 ______________  
____   ____
    Yes No          __________  ___________  R/L

                                                                                                                    *R/L=Right or Left handed                                                                     

Marital Status of parents:  Married __    Separated__    Divorced__    Other____________________                                                                                                                                                                                                                                                                                              

Is your marital situation stable and positive at this time?____________________________________
What language(s) is (are) spoken at home? _____________________________________________
Your Child

1. Has your child been diagnosed as having a specific disorder or illness?______________________

________________________________________________________________________________

2. Has a diagnosis been given at any time for Dyslexia, Dyspraxia, ADD, ADHD?  If so, please state:

________________________________________________________________________________

3.  Can a similar problem be traced on either side of the natural parent's family?_________________

________________________________________________________________________________

4. List all specific remedial help from special interventions or therapies:________________________
________________________________________________________________________________

5. Have there been any specific events or traumas linked with the onset of the child's difficulties,

…or in the course of your child's development?___________________________________________

________________________________________________________________________________

6. How would you describe your child's social adjustment? 

 With peers:______________________________________________________________________  

 With adults:______________________________________________________________________
Developmental history

1. During pregnancy, what language(s) was spoken by the mother? __________________________

2. Were there any medical problems? (high blood pressure / excessive vomiting / threatened miscarriage / severe viral infection / severe emotional stress)  _______________________________

3. Were there any complications? (shock / loss of loved one / accident / fatigue / confined to bed / other) _________________________________________________________________________________

_________________________________________________________________________________

4.  Was your child born approximately at term, early for term or late for term? ____________________

_________________________________________________________________________________

5. During labor and delivery, were there any complications? (length of term / abnormal delivery position / forceps used / Caesarian birth / birth weight / required oxygen / required incubator / had jaundice or other health problems / other)__________________________________________________________

6.  When your child was born, was he/she small for term (please give birth weight if known)? ______

________________________________________________________________________________

7. When he/she was born, was there anything unusual about him/her? (distorted skull / heavy bruising / definitely blue / heavily jaundiced / covered with a calcium-type coating / required intensive Care)  If yes, please give details __________________________________________________________________ 

_________________________________________________________________________________

8. In the first 13 weeks of your child’s life, did he/she have difficulty in sucking, feeding, or keeping food down? ____________________________________________________________________________

9. Was your child early or late at learning to walk? __________________________________________


a. Did he/she go through a motor stage of crawling on the stomach, and creeping on the


    hands and knees or was he/she a ‘bottom-hopper’ or ‘roller’ who one day stood up? _____


If yes, please give details ______________________________________________________

10.  Was your child early or late at learning to talk? (3 word phrases) __________________________

11. In your child’s first 18 months of life, did your child experience any illness involving high temperatures and/or convulsions? If yes, please give details _________________________________

_________________________________________________________________________________

12.  In your child’s first two years of life, comment on any difficulties your baby might have had concerning breast feeding, feeding, sleeping, specific health problems, thumb sucking, level of energy, etc._______________________________________________________________________________

__________________________________________________________________________________

13. Were there any extended separations from the parents?   Yes____  No____  If yes, when and for how long:___________________________________________________________________________

__________________________________________________________________________________

14. How would you describe your child's sensory-motor development?  


Normal ___ Delayed ___ Advanced ____  Describe any difficulties or peculiarity related to motor development?________________________________________________________________

15. Were there any complications with toilet training?______________________________________

16. Did he/she have a fear of being rocked or swung? _____________________________________

17. Did he/she dislike nails or hair cuts, brushing teeth or being touched or hugged?______________

________________________________________________________________________________

18. How would you describe your child’s speech and language development?

Normal_____  Delayed _____  Advanced _____  Describe any speech and language related difficulties or peculiarity:_____________________________________________________________

________________________________________________________________________________

19. Did he/she experience any problems with eye contact and/or eyesight and/or vision?  ________________________________________________________________________________

20. Did he/she experience any problems with his/her ears? (operations, fluid, need for hearing aids, etc) ________________________________________________________________________________

21. What about ear infections? Seldom _____ Sometimes ______ Often _______





  (Less than 5)   (Between 5 and 10)     (More than 10)




             Mild_______   Moderate_______  Severe_______

More specifically, between the age of _______and _______

22. Has your child ever been investigated specifically for hearing difficulties? __________________

23. Did your child wet the bed, albeit occasionally, above the age of 5 years? ___________________

24. Does your child suffer from travel sickness? __________________________________________

25. Did your child have any reactions from any vaccinations?  If so, please state: ________________

_________________________________________________________________________________

Health

1. How would you describe your child's health since age five? _______________________________

________________________________________________________________________________

________________________________________________________________________________

2. Does your child have any Gastro-intestinal problems? ___________________________________


Colic _____

Tummy pains or passing of gas ______

Diarrhea _____

Unusual bowel patterns _____
Recurrent constipation _____
Other ________________

3. Does your child have skin problems? _________________________________________________


Eczema _____
Dry patches on face or arms _____
Dermatitis _____


Nutmeg grater skin on upper arm or thigh (little tiny bumps) _____Other ________________

4. Does your child have any ear, nose, throat problems? ___________________________________


Mouth ulcers _____
   Bad breath _____

Tonsillitis _____
Earaches _____


Sinusitis _____
    Persistent runny nose _____
Snoring _____


Mouth breathing _____
Hay fever _____

5. Does your child have Asthma? ______________________________________________________


Induced by: 
exercise _____
Infection _____
Dust _____
 
Mold _____



Animals _____
Food _____

Other ________________________________

6. Does your child suffer from excessive thirst? ___________________________________________


a. Do his/her symptoms get worse if he/she has more than a 2-3 hour interval without eating?


___________________________________________________________________________


b. Are there any particular foods which alter his/her behavior? If so, which ones? ___________

7. Is he/she on a special diet?_________________________________________________________

8.  Does your child have any specific food cravings?  If so what? ______________________________

9.  Does your child have food sensitivities or is he/she a very picky eater? Describe: ______________

_________________________________________________________________________________

10. Between the ages of 2 and 8, has your child had any illnesses involving very high temperatures, delirium or convulsions? If yes, please give details ________________________________________

________________________________________________________________________________

11. Is he/she taking any prescribed medication? _________________ Since when? _______________

     List all medications and dosages: ___________________________________________________

12. Is he/she taking any vitamin/mineral supplements?  ________________  What brand and which vitamin/minerals does it specifically include? _____________________________________________

________________________________________________________________________________

School history

1. If applicable, how old was your child when he/she started to go to daycare? __________________

2. How was your child's adaptation to the first days of separation?


Mostly positive____
Mixed____Mostly negative____

3. Please provide information about any personal, social or academic difficulties your child  

encountered in school beginning with the earliest experience.

Kindergarten: _____________________________________________________________________

________________________________________________________________________________

Grade 1-3: _______________________________________________________________________

________________________________________________________________________________

Grade 4-6: _______________________________________________________________________

________________________________________________________________________________

Middle and High School_____________________________________________________________

________________________________________________________________________________

4. Did/does your child have problems learning to read? ____________________________________

________________________________________________________________________________

5. Did/does he/she have problems learning to write? ______________________________________

________________________________________________________________________________

6. Did/does your child have difficulty learning to tell the time from a traditional clock face as opposed to a digital clock? __________________________________________________________________

7. Did/does your child have difficulty learning to ride a bicycle? ______________________________

8. Did/does your child have difficulty in catching a ball (eye-hand coordination problems)? _________

________________________________________________________________________________

9. Is your child one who cannot sit still, i.e., has “ants-in-the-pants” and is continually being criticized by the teachers? __________________________________________________________________

10. Does your child make numerous mistakes when copying from a book? _____________________

11. When your child is writing, does he/she occasionally reverse letters, skip letters or leave words out? ________________________________________________________________________________

12. How many students are there in your child’s classroom?_________________________________

13. How would you qualify your child’s interest, motivation and attitude toward school?_________

________________________________________________________________________________

14. Has your child received help from the Special Education system?________________________ ________________________________________________________________________________

15. Are you satisfied with your child’s school placement?___________________________________

________________________________________________________________________________

16. What subject(s) does your child enjoy most and do well? ________________________________

________________________________________________________________________________

________________________________________________________________________________
17. What subject(s) does your child enjoy least and struggle most? ___________________________

________________________________________________________________________________

18. If there is a sudden, unexpected noise or movement, does your child over-react?_____________

Lifestyle

1. What type of person is he/she?



Strengths



     Weaknesses

________________________________

________________________________

________________________________

________________________________

________________________________

________________________________

________________________________

________________________________

2. Does your child demonstrate any of the following behavioral and social adjustments?


Low tolerance for frustration _____
Poor self image _____


Difficulty making friends _____

Tendency to withdraw, avoid others _____


Often irritable _____


Immature _____


Shy _____



Low motivation, no interest in schoolwork _____

3. How many hours per week does your child spend watching television? ______________________

4. How many hours per week does your child play computer or Nintendo games? ________________

5. What kind of interests and activities does your child have? (Hobbies, sports, games, etc.) 

Please list them according to the child's greatest to least interest.

1)_______________________________________________________________________________

2)_______________________________________________________________________________

3)_______________________________________________________________________________

4)_______________________________________________________________________________
5)_______________________________________________________________________________
6)_______________________________________________________________________________
6. Does your child demonstrate any of the following energy levels? 


Tiredness at the end of the day _____

Hyperactivity _____


Tendency toward depression _____

Other ________________________________

Goals 

Please put a number (1, 2 or 3) beside the description that corresponds with your immediate goals for your child in order of importance.  Do not hesitate to check more than one item with the same number.


1=most important and main reason 


2=area of secondary concern


3=area in which change would be welcome but not crucial

____Regulation of energy (e.g. overactive/underactive, fatigue) 

____Attention, concentration, ability to stay on task

____Motor skills, balance, coordination

____Listening skills (e.g. comprehension, interpretation of messages)

____Speech (e.g. verbal communication)

____Organizational skills (e.g. study habits, tidiness)

____Maturity (e.g. dependence, childishness)

____Motivation at school

____Motivation in other situations (e.g. socialization, playfulness)

____Flexibility (e.g. greater curiosity, welcoming changes, less stubbornness)

____Social behavior (e.g. moodiness, shyness, relating to others)

____Academic/learning skills (e.g. reading, spelling, writing, math, memory)

____Musical skills (e.g. singing, playing an instrument)

____Second language acquisition

____General well-being (e.g. less anxiety, greater self image)

____Other (Specify) __________________________________________________________

Additional comments: _________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

THANK YOU 
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