PARENT QUESTIONNAIRE FOR
ENTERING KINDERGARTEN

CHILD INFORMATION
Male

Name

Female

Date of Birth

FAMILY INFORMATION
With whom has the child lived for most of the ppsar?

Mother Father Both  Guardian Other (specify)

Age

Siblings (names and ages)

Other people living in household

What language is primarily spoken at home? EnglistOther (specify)

What other languages are spoken at home?

PRESCHOOL / CHILD CARE HISTORY
Has your child attended preschool/child care bé&afes No

If yes, for how long? Type of program: Half-Day Whole Day

Name of child’s present or most recent school

Attendance Record: Attended RegularlyMissed a few days

Missed a lot of time Reason

If no, does your child have opportunities to saz&l play with other children? Yes No

Where?

MEDICAL HISTORY
Birth

Was your child more than three weeks premature? Ybk®
Early health problems?




Child’'s Health Since Birth

Eyes Does your child wear glasses? Yedo
Has your child had his/her eyes tested in thé yeses? Yes No
Ears Has your child had frequent ear infections? s YeNo
Has your child had tubes in one or both ears? Yes No
Has your child had his/her ears tested in thé yees? Yes No
SpeecliCan your child speak so that he/she can be umersty others? Yes No

Has your child had any difficulties with speecHammguage? Yes No If yes, please
explain.

Are there any medical concerns that we should itatkeconsideration when evaluating
your child? Yes No If yes, please explain.

CHILD’S CURRENT BEHAVIOR
Does your child

act appropriately in a group setting at schoolAlways  Most Of The Time Working on This
act appropriately in a group setting elsewRerdlways  Most Of The Time Working on This
play well one on one with other children?  AlwaysMost Of The Time Working on This
respond respectfully to parental authority? Als/ay Most Of The Time Working on This
respond consistently to teacher authority?  Alwaysost Of The Time Working on This
respond with respect to other adults? AlwayMost Of The Time Working on This

CHILD’S DEVELOPMENT

Can your child zip/button own clothes after using restroom? YeNo
express his/her thoughts and needs easily? Yide

Is your child sleeping with a pacifier Yes No
able to adequately clean him/herself after tioitg? Yes No
taking rest or nap daily? YesNo

If yes, approximately how long?

Does your child listen to stories being read for at least 10 n@g@t Yes No Occasionally
recall stories and events? YedNo Occasionally
follow simple, age-appropriate directions? Yedlo Occasionally

have an established, consistent routine at homefes No Occasionally
practice letters and numbers at home? Yééo Occasionally

have bathroom accidents? YedNo Occasionally



Does your child have any special learning needs? Ydlo If yes, please explain.

HELP US GET TO KNOW YOUR CHILD

Please describe your child’s personality (shy,lg@&sicited, etc....)

What are your child’s favorite activities? How dg@sir child spend his/her free time?

Please describe your child’s strengths.

Please describe your child’'s weaknesses.

What are your educational goals for your child?

What are your Christian character goals for youldéh

Why do you want your child to attend Savannah @lansLower School?

May we contact your child’s current school if fuettquestions arise? YesNo

Signature of Person Completing Questionnaire lat@ship to child



