FAMILY DATA INFORMATION

FATHER’S/GUARDIAN’S NAME:  









ADDRESS:  












HOME PHONE:  


  WORK PHONE:  


  CELL:  



EMPLOYER:  













MOTHER’S /GUARDIAN’S NAME:










ADDRESS (if different from above):










HOME PHONE:  


  WORK PHONE:  


  CELL:  



EMPLOYER:  













Are there any custody issues that the Center should be aware of?  
































IN CASE OF EMERGENCY, CONTACT:

(Pleases list three persons in the order of preference.  Include day-time information.)

NAME


      ADDRESS


      PHONE
       RELATIONSHIP TO CHILD
1.














2.














3.














PHYSICIAN’S NAME:  











ADDRESS:  







PHONE:




NAMES OF CHILDREN AND OTHER FAMILY MEMBERS LIVING IN HOUSEHOLD:









  Enrolled in CLCCC      yes      no










  Enrolled in CLCCC      yes      no










  Enrolled in CLCCC      yes      no










  Enrolled in CLCCC      yes      no










  Enrolled in CLCCC      yes      no










  Enrolled in CLCCC      yes      no










  Enrolled in CLCCC      yes      no

IS THERE ANY FAMILY INFORMATION THAT YOU FEEL NEEDS TO BE SHARED WITH THE CENTER THAT IS NOT COVERED IN THIS QUESTIONNAIRE? 




























































CHILD’S PERSONAL INFORMATION

CHILD’S NAME: 






 NICKNAME: 



ADDRESS (If different from family data):  










BIRTHDATE:  












DOES YOUR CHILD HAVE ANY HANDICAPPING CONDITIONS WE SHOULD BE AWARE OF? IF SO PLEASE EXPLAIN:  
























DOES YOUR CHILD HAVE ANY HISTORY OF FOOD OR DRUG ALLERGIES?  IF SO PLEASE LIST:  














HAS YOUR CHILD EVER HAD ANY OF THE FOLLOWING AND IF YES INDICATE WHEN.

WHOOPING COUGH  





MEASLES  





GERMAN MEASELS 





MUMPS  





ECZEMA
  





PNEUMONIA 





CHICKEN POX  





OTHER  




IS THERE ANY OTHER INFORMATION YOU WOULD LIKE TO SHARE REGARDING YOUR CHILD’S HEALTH?  

























PLEASE ANSWER WHERE APPLICABLE
EATING HABITS:  Is your baby being breast fed? 

If yes, will you be coming in to feed her/him?

Will you be using supplementary bottle? 

 (  ) Breast Milk    (  ) Formula     (  )  Both

Bottle? 



Formula Type:  







Quantity:   







Frequency: 




Does your child use a cup? 
 Feed self alone?  

  Feed self with help?  



Is your child on a feeding schedule:  

If yes, please describe:



















Is your child a good, fair, or poor eater?  






















Does your child get a vitamin/mineral preparation regularly?  







What food is your child eating now?  









Fruits






Juices   







Vegetables





Meats  







Cereals






Milk  







Other  






SLEEPING HABITS

Does Your child sleep well?  

  How long does he/she sleep at night?  





Are naps taken?  

  When?  


  How Long?  





Does your child sleep in a crib?  



Adult bed?  



Does your child climb out of the crib?  



  Does he/she usually cry when she/he goes to sleep?  







  Does he/she usually cry when she/he wakes up?











How does your child settle down for a nap (i.e. rocking, pacifier, music, etc.)

















DIAPERING/TOILETING:  Does your child wear diapers?

If yes do you use powder, oil, lotion, or other (specify)











Has your child been toilet trained?

 For bowel movements?  


  For urination? 

 Or in the process of training? 

  Does he/she use a potty chair 

 or adult toilet 

  How long has your child been trained?  






Will child inform an adult when he/she has to go?







INTEREST & EXPERIENCES:

What kinds of things make your child:

Angry?













Uneasy?












Sad?













Happy?













Other?













How do you reassure and reward your child?  





















What is your philosophy of discipline?  How do you discipline your child?  

















Please list any favorite toys or play activities of your child:



















Does your child have any particular fears?





















Has there been any major changes in your household such as a new person coming to live in the house, birth of a sibling, family member hospitalized, divorce, separation, death, etc.?  If so please explain:



























If there is anything else you would like to share with us to help make your child’s day as comfortable and enjoyable as we can please comment here: 


































