PAGE  
7

Krista M. Marchman, Ph.D.

Educational Consulting Associates, Inc.

1420 Celebration Blvd, Suite 200

Celebration, FL 34747

Phone: (321) 559-1222

Fax: (407) 566-2001
Developmental Questionnaire

(Child/Adolescent)
It is requested that you furnish the following information.  This information will be used in strict confidence to assist us in assisting your child’s needs.

GENERAL INFORMATION

Person’s name who completed form ____________________Relationship to child__________

Child’s Name _____________________________________Birthdate____________________

Age______Sex______Grade_____Living with_______________________________________
Father’s Name _________________________Telephone H (     )___________W(   )________

Address ___________________________________City ____________  Zip Code _________

Mother’s Name ________________________ Telephone H (    )___________w(   )_________

Address ___________________________________City ____________ Zip Code  _________

Pediatrician or family Physician ___________________________Telephone ______________

Physician’s Address ___________________________________________________________

City _________________________ State _______________________ Zip Code __________

Who referred you? ____________________________________________________________

I.  CONCERNS

     List your concerns about your child with number one being the highest priority.


1.   _____________________________________________________________________



_____________________________________________________________________


2.   _____________________________________________________________________



_____________________________________________________________________



_____________________________________________________________________


3.   _____________________________________________________________________



_____________________________________________________________________


4. 
_____________________________________________________________________


_____________________________________________________________________

II.  FAMILY HISTORY
Natural, foster, adoptive or stepparent?

______________
____________









       Mother

      Father

If natural parents…are they living with one another at this time?  ( Yes



If yes    ( never married  ( separated  ( divorced  ( deceased

Age







_______________
____________

Occupation





_______________
____________

Where employed




_______________
____________

Last school grade completed



_______________
____________

Date of Present Marriage



_______________
____________

Dates of Prior Marriage(s) and when terminated
_______________
____________

Natural Parents

Learning difficulties:
Mother

( Yes    ( No
If so, please describe ______________





Father

( Yes    ( No
If so, please describe ______________


Behavioral Problems:
Mother

( Yes    ( No
If so, please describe ______________





Father

( Yes    ( No
If so, please describe ______________
Medical Problems:
Mother

( Yes    ( No
If so, please describe ______________





Father

( Yes    ( No
If so, please describe ______________

Alcohol/Drug 

Mother

( Yes    ( No
If so, please describe ______________

Problems:

Father

( Yes    ( No
If so, please describe ______________

List brothers and sisters of child starting with the oldest (indicating deaths):

Name





Birthdate
Age
Sex
Grade in School

_________________________________
__________
____
____
____________

_________________________________
__________
____
____
____________

_________________________________
__________
____
____
____________

_________________________________
__________
____
____
____________

_________________________________
__________
____
____
____________

List everyone who currently resides in the same household as the child

______________________________________________________________________________________________________________________________________________________

Has any the child’s blood relatives experienced any of the following?

If so, what is his/her relationship to the child? Continued on following page.
1.
Learning difficulties (reading, math or writing)

( Yes  ( No  _______________

2.
Attention Deficit Disorders (with or without hyperactivity)
( Yes  ( No  _______________

3.
Excessive alcohol and/or drug use



( Yes  ( No  _______________

4.
Emotional Problems





( Yes  ( No  _______________

5.
Seizure Disorder





( Yes  ( No  _______________

Please discuss any marked “yes”.
__________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

III.    DEVELOPMENTAL HISTORY


A.  Pregnancy









1.
Excessive Vomiting




( Yes
( No

2.
Hospitalization





( Yes
( No





3.
Bleeding





( Yes
( No

4.
Threatened miscarriage




( Yes
( No

5.
Infection (s)





( Yes
( No  Specify________


6.
Toxemia  (swelling, high blood pressure)

( Yes
( No

7.
Operation(s)





( Yes
( No  Specify________


8.
Illness(s)





( Yes
( No  What? ________



9.
Smoked during pregnancy



( Yes
( No  #/day ________


10.
Alcohol consumption during pregnancy?

( Yes
( No  Describe_______


11.
Medication taken during pregnancy?


( Yes
(No  Specify ________


12.
Drugs (cocaine, crack, marijuana, etc.)


( Yes
(No  Specify ________


13.
X-ray studies during pregnancy



( Yes
( No

14.
Length of pregnancy


Full-term___Premature____How much?______


Birth Weight _____________________


B.
Delivery



Complications

( Yes
( No


If yes, describe:


________________________________________________________________________


________________________________________________________________________


________________________________________________________________________


________________________________________________________________________


C. Post-delivery period (while in hospital)


________________________________________________________________


________________________________________________________________


________________________________________________________________


________________________________________________________________

Apgar score (if known) ________________________________________________________
Juandice____________________________________________________________________
Rhfactor______________________________ Transfusion ___________________________
Cyanosis (turned blue)_________________________________________________________
Incubator care___________________________Respiratory Care _______________________

Infection (specify)_____________________________________________________________

Vomiting________________________________Diarrhea_____________________________

Birth Defects (specify)_________________________________________________________

Total number of days baby was in hospital after delivery______________________________

D.
Infancy-Toddler period (1-24 mos.)










No
Yes
Very Much


Was restless, squirmy, into everything


(
(
       (

Reacted poorly to change in routine



(
(
       (

Protested to new foods, places, people


(
(
       (

Was intense and/or loud




(
(
       (

Was unpredictable in feeding and sleeping


(
(
       (

Was sensitive to noise, light, texture, clothing

(
(
       (

Was fussy and unhappy




(
(
       (

Was colicky






(
(
       (

Did not enjoy cuddling




(
(
       (

Was not calmed by holding/stroking


(
(
       (

Exhibited frequent head banging



(
(
       (
E.
Developmental Milestones


If you can recall, record the age at which your child reached the following developmental 


milestones.  If you cannot recall the age, check the appropriate category at the right.











At the








Age
Early
        Normal Time
Late

Smiled




___ 
  (

    (
               (

Crawled




___ 
  (

    (
               (

Stood without support


___ 
  (

    (
               (

Walked without support


___ 
  (

    (
               (

Spoke first words (other than mama/dada
___
  (
 
    (
               (

Said Phrases



___
  (

    (
               (

Said Sentences



___
  (

    (
               (

Bowel, trained, day



___
  (

    (
               (

Bowel trained, night


___
  (

    (
               (

Bladder trained, day


___
  (

    (
               (

Bladder trained, night


___
  (

    (
               (

Rode tricycle



___
  (

    (
               (

Rode bicycle (without training wheels)
___
  (

    (
               (

Buttoned clothing



___
  (

    (
               (

Tied shoelaces



___
  (

    (
               (

Named colors



___
  (

    (
               (

Said alphabet in order


___
  (

    (
               (

Began to read



___
  (

    (
               (
IV.  MEDICAL/PSYCHOLOGICAL/PSYCHIATRIC HISTORY



Existing medical conditions OR diagnosis    ___________________________________________



Current medications _____________________________________________________________



Past medications  _______________________________________________________________



Major illnesses  _____________________________ Date(s)_____________________________

    

Surgical Procedures __________________________Date(s)_____________________________



Hospitalizations  _____________________________Date(s)_____________________________



Psychological Evaluations  _________________________ Evaluations (other) _______________
 V.  SCHOOL HISTORY



Current School ________________________________Grade ____________________________


Has your child repeated any grades? ___ Yes ___ No.  If yes, which one(s)__________________


At this time are your child’s grades in school primarily: _____A’s & B’s ____ B’s & C’s



   ____C’s & D’s _____D’s & F’s



Has your child’s performance in school gotten worse as he/she has gotten older? (Yes (No



Do your child’s grades in school vary dramatically from day to day?

  (Yes (No



Has your child ever been suspended or expelled from school?


  (Yes (No



If so, for what reason(s)?_________________________________________________________



_____________________________________________________________________________



Has your child ever been psychologically evaluated/tested by the school?
  (Yes (No


If so, when?_______________________________ Where? ______________________________



Does your child receive any special education assistance such as learning disabilities/behavior




Disorders/emotionally handicapped classes?



  (Yes (No


If so, what kind of assistance? _____________________________________________________



List the schools your child has attended:




Kindergarten ___________________________________________________________




Elementary  ____________________________________________________________




______________________________________________________________________




Middle School/Jr. High ____________________________________________________




______________________________________________________________________




______________________________________________________________________




High School ____________________________________________________________




______________________________________________________________________




______________________________________________________________________



Please note in each category whether your child has had no difficulty, difficulty throughout


His/her school experience, or difficulty only recently.








No

  Difficulty
        Recent








        Difficulty

Throughout
       Difficulty



Reading skills



(

      (


(


Math Skills



(

      (


(


Handwriting



(

      (


(


Not wanting to go to school

(

      (


(


Staying on task



(

      (


(


Completing classwork


(

      (


(


Working too slowly


(

      (


(


Working too quickly


(

      (


(


Conflict with teachers


(

      (


(


Not following class rules

(

      (


(


Interrupting



(

      (


(


Fighting



(

      (


(


Getting out of seat


(

      (


(


Following oral directions

(

      (


(


Organizing materials and tasks

(

      (


(


Completing work neatly


(

      (


(


Rate how you think your child feels about school:




___very positive ____positive ____ indifferent ___Negative ___Very Negative



Has your child ever received tutoring or special therapy? ___Yes ___No. If so, please 


specify _______________________________________________________________
VI.  
BEHAVIOR AND ACCOMPLISHMENTS


A.  Peer Relationships



Does your child play successfully with children of many different ages?
   ( Yes  ( No



Does your child play/interact primarily with older children?

   ( Yes  ( No



Does your child play/interact primarily with younger children?

   ( Yes  ( No



Does your child experience problems with other children?

   ( Yes  ( No



Describe briefly________________________________________________________



_____________________________________________________________________



_____________________________________________________________________



_____________________________________________________________________


B.  Home Behavior 



All children exhibit to some degree, the kinds of behaviors listed below.  Check those



You believe your child exhibits to an excessive or exaggerated degree when compared



To other children his/her age.



( Hyperactivity
(high activity level)

( Acts as though “driven by a motor



( Poor attention Span



( Needs to be entertained during free time



( Impulsivity




( Heedless to danger



( Low frustration threshold


( Excessive number of accidents


( Temper outbursts



( Doesn’t learn from experience



( Interrupts frequently



( Poor memory



( Doesn’t listen when spoken to

(  Destroys toys



( Outbursts of aggression towards



   siblings/other children


C.  Interests and Accomplishments



What does your child enjoy doing most? ____________________________________



_____________________________________________________________________



What does your child dislike doing most? ____________________________________



_____________________________________________________________________

VII.  OTHER FACTORS


Please describe any factors not covered in this form that you think are important for


understanding your child.


________________________________________________________________________


________________________________________________________________________


________________________________________________________________________


________________________________________________________________________

VII. PERMISSION


Please provide your signature below giving your consent to evaluation.


Name_______________________________Date_______________


We will provide copies of the evaluation with your permission and authorization for release


of information to specified parties.


Name_______________________________Date_______________
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