All About MY CHILD 
Date: __________________



Parent(s):____________________________

Child’s Full Name: ________________________________   
Nickname: ______________________

Age: _________

Date of Birth: _____________
SSN: ___________________________
Other family or extended family members that your child might miss or talk or be concerned about:

_________________________________________________________________
________________________________________________________________
Medical Information

Pediatrician: _____________________________  
 Last visit/Next Visit: _______________________
Phone Number:  __________________________
Dentist: _________________________________
 Last visit/Next Visit: _______________________

Phone Number:___________________________
Does your child have any special medical conditions you would like us to know about?    Y / N
____________________________________________________________________________________________________________
Have there been any significant medical events in your child’s history?  Y / N
___________________________________________________________________________________________________

Are there any mental health or emotional health concerns?  Y / N

______________________________________________________________________________________
Does your child have any allergies to medications?  Y / N

(Please specify)_______________________________________________________________

School Information

My child attends ________________________________________ and is in ___________________ grade.

My child’s teacher is: _______________________________________

Does your child have special services in school? (an IEP?) 
______________________________________________________________________________________
Is there anything you want to share about your child’s school experience or situation? 

______________________________________________________________________________________

_____________________________________________________________________________________
Food and Meals / Daily Routine / Activities
What are your child’s favorite foods or meals? _____________________________________________________________________________________
____________________________________________________________________________________
What foods does your child dislike? ____________________________________________________________________________________
______________________________________________________________________________________

Is your child allergic to any foods or have dietary restrictions? (Please be specific and list reactions) 
______________________________________________________________________________________

What are your child’s routines related to breakfast / lunch / dinner? _____________________________________________________________________________________
______________________________________________________________________________________

What does your child do after school? _____________________________________________________________

Please list any extracurricular activities or sports: ____________________________________________________

What is your child’s bedtime and bedtime routine? (stories, song, prayer, comfort item, etc.) _____________________________________________________________________________________
_____________________________________________________________________________________

Does your child have special friends at school or in the neighborhood? _____________________________________________________________________________________
_____________________________________________________________________________________

Do you have a religious tradition or affiliation? _____________________________________________________________________________________

Other Information
Are there any behaviors that your child may exhibit: (unsafe play, bed wetting, tantrums etc.)

____________________________________________________________________________________

Does your child have any special fears or anxieties? _____________________________________________________________________________________

How do you comfort your child? _____________________________________________________________________________________

______________________________________________________________________________________

Is there any other information that you can share that might help make your child more comfortable while he/she is in care? 

_____________________________________________________________________________________

_____________________________________________________________________________________

Hair Care

_____________________________________________________________________________________
THANK YOU
