
 
Child's Name________________________________________ Birthdate________________ Sex_______ 
 
Parents' Relationship to Each Other: Married    Divorced    Separated     Single 
(if divorced, a copy of the Divorce Decree noting guardianship, days of visitation, etc. must accompany this form.) 
 
Child lives with (please check all that apply): 

Mother and Father    Mother     Father       Other  
 
Father's Name________________________________________ Driver's License  

Home Address________________________________________ Phone  

City_________________________________________________ State____________ Zip  

Work Phone_____________________ Mobile Birthdate_____________________ 

Occupation_____________________________ Employer  

 
Mother’s Name________________________________________ Driver's License  

Home Address________________________________________ Phone  

City_________________________________________________ State____________ Zip  

Work Phone_____________________ Mobile Birthdate_____________________ 

Occupation_____________________________ Employer  

 

Family religious preference___________________ Church membership  

How did you find out about our program?  

 
List at least one local person who will be available to assume responsibility for your child in 
an emergency if parents cannot be reached. 
 
Name___________________________________________ Relationship to child  

Address______________________________________________ Driver's License  

City____________________________________________________ State____________ Zip  

Occupation_____________________________________ Employer  

Work Phone_________________ Home Phone_______________ Mobile Phone  



 
Child's Name______________________________ Parent(s) Name(s)_____________________________ 
Email Address_____________________________  Phone(s)______________________________________ 
 
1. What is your child's favorite way to be held, touched, and talked to? 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
• Does she/he like to be held:    over your shoulder     tucked into your chest 
• Does he/she prefer:   soft touch    firm touch 
 
2. What is your chid's favorite activity?____________________________________________________ 
__________________________________________________________________________________________ 
 
3. Is your child:     very active     more laid back 
 
4. How does your child react to new situations or meeting someone new? 
__________________________________________________________________________________________ 
 
5. Does your child:    go-with-the-flow    react big to change 
 
6. How does your child react to a change in his/her routine? 
__________________________________________________________________________________________ 
 
7. How does your child show anger, sadness, or 
excitement?_____________________________________________________________________________ 
 
8. How does your child react to transitions - home to center, play to a meal, play to bed, 
etc.?____________________________________________________________________________________ 
 
9. Is your child persistent when she/he has a hard time doing something?    yes     no 
• Does he/she keep trying or does he/she get frustrated and give up? 
_________________________________________________________________________________________ 
 
10. How does your child react toward other children?______________________________________ 
__________________________________________________________________________________________ 
• Does he/she enjoy:     being around other children       alone 
 
Teacher(s) Name(s)______________________________________________________________________  
 
Email______________________________________ Phone_______________________________________ 






