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Family Pets
What are the names of special pets in your child's life?
(nicknames can be included)

Pet's Name:    __________________      pet's
    photo

Kind of pet:    __________________
What my child enjoys most about the pet:

Pet's Name:    __________________                pet's
    photo

Kind of pet:    __________________
What my child enjoys most about the pet:

Pet's Name:    __________________      pet's
    photo

Kind of pet:    __________________
What my child enjoys most about the pet:

Pet's Name:    __________________      pet's
    photo

Kind of pet:    __________________
What my child enjoys most about the pet:



Where My Child Lives
My child's address is:

____________________________

____________________________

____________________________

My child's phone number is:

____________________________

Other phone numbers to call:

Mother: _______________________

Father: _______________________

Other: _______________________

_______________________

People who may pick my child up from school are:

Name ________________________

relationship  __________________

Name ________________________

relationship  __________________

Name ________________________

relationship  __________________



Our Family
Does your child have a nickname? If so, what is it?

What are the names of special people in your
child's life? (nicknames can be included)

Mother:     __________________

Father:     __________________

Brothers:     __________________ __________________
(include ages)

    __________________ __________________

Sisters:     __________________ __________________
(include ages)

    __________________ __________________

Grandparents: __________________ __________________

__________________ __________________

Other special people: (aunts, uncles, cousins, friends, nurses, babysitters, etc.)

 __________________ __________________ __________________

__________________ __________________ __________________

__________________ __________________ __________________



My Child's Eating Habits
1.  My child likes to eat and drink...

__________________ __________________

__________________ __________________

__________________ __________________

__________________ __________________

2.  My child does not like to eat and drink?

__________________ __________________ __________________

__________________ __________________ __________________

3.  My child is ALLERGIC to the following foods/drinks...

 _______________________________________________________________________________________

4.  My child is able to eat foods that:

___ are mashed
___ are pureed
___ require chewing

___ my child has no trouble eating or drinking

5.  My child enjoys foods that are (check all that apply):
___ room temperature
___ warmed
___ cold (such as ice cream)

___ my child enjoys everything



My Child's Favorite
Things to Do
 My Child Likes       My Child Does Not Like

_______    To Be Held _______

_______ Active Movement _______

_______      Car Rides _______

_______          Swinging _______

_______             Music _______

_______             Books _______

_______     Watching Television _______

_______       Playing with Other _______
       Children

_______       Special Times with _______
        An Adult

Other favorite toys/games/activities my child enjoys are...

  __________________________ __________________________

  __________________________ __________________________

  __________________________ __________________________

My child's favorite family outings are...
  __________________________ __________________________

  __________________________ __________________________



Eating Habits - continued

6.  For lunch, my child typically eats:
(include amounts such as 1/2 sandwich; 1/2 cup of soup, 3 crackers)

__________________ __________________ __________________

7.  My child typically eats the following meals:

___ breakfast ___ a morning snack
___ lunch ___ an afternoon snack
___ dinner ___ a bedtime snack

8. My child typically eats when seated in:

___ a kitchen chair ___ a high chair
___ a booster seat ___ a wheelchair
___ a tumbleform seat ___ other (please specify)

9.  My child uses the following during meals:

___ a covered cup ___ a fork
___ a standard cup ___ a spoon
___ straw ___ finger feeding
___ other (please specify)

10.  My child requires the following time to complete a meal:

___ 15 minutes ___ 30 minutes
___ 45 minutes ___ 1 hour

11.  If your child is fed by g-tube, please indicate any information which
       would be helpful:

number of feedings per day ____________
volume of liquid __________
the best position _________________
other information:



My Child's Eating Habits
1.  What does your child like to eat and drink?

__________________ __________________ __________________

__________________ __________________ __________________

__________________ __________________ __________________

2.  What does your child not like to eat and drink?

__________________ __________________ __________________

__________________ __________________ __________________

3.  Is your child ALLERGIC to any foods or drinks?__ yes    __ no
if yes, please indicate your child's allergies:
_______________________________________________________________________________________

4.  My child is able to eat foods that:

___ are mashed
___ are pureed
___ require chewing

___ my child has no trouble eating or drinking

5.  My child enjoys foods which are (check all that apply):
___ room temperature
___ warmed
___ cold (such as ice cream)

___ my child enjoys everything



My Child's Health
I know my child feels sick when ...
(please describe your child's symptoms)

My child takes the following medication:

MEDICATION TIME GIVEN

Are there any special instructions in the way the medication is given?

My child's pediatrician is...

Name:
Phone:

Other medical specialists who care for my child are...

Name: Name:
Specialty: Specialty:
Phone: Phone:

Name: Name:
Specialty: Specialty:
Phone: Phone:



My Child's Day
Wake-up Time ________
Comments:

Breakfast Time ________
Comments:

Lunch Time ________
Comments:

Nap Time ________
Comments:

Dinner Time ________
Comments:

Bath Time ________
Comments:

Bed Time ________
Comments:

Does your child sleep through the night?

My child's cranky time is:

My child's best time of day is:



My Child's Feelings

I know my child feels happy when ...
(please describe your child's behavior)

I know my child is upset when...
(please describe your child's behavior)

My child can be calmed by...
(please describe a few things you do which help your child)

1.

2.

3.



Other Information
About My Child...
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