


Child Assessment Form
Child Name (last, first, middle): ___________________________________________________________
Does your child have any allergies?     ☐ Yes      ☐No 
If so, what allergies does your child have? __________________________________________________
How should we respond if he/she has an allergic reaction? _____________________________________
Has your child had a previous serious illness or injury, or hospitalization during the past 12 months?
 ☐Yes  ☐ No If yes, please Explain: _______________________________________________________
Is your child taking any medication? ☐Yes  ☐ No ____________________________________________
If so, how is the medications administered, and will it need to be administered while he/she is in care.
Is the medication prescribed for continuous use? ☐Yes  ☐ No __________________________________
Are there any side effects we should be alerted to? ☐Yes  ☐ No ________________________________
Does your child have any special fears? ☐Yes  ☐ No __________________________________________
How does your child communicate his/her needs? ____________________________________________
Are there any special words that your child uses that might not be readily recognized? ______________ _____________________________________________________________________________________
When your child gets upset, what helps him/her calm down? ___________________________________
What is a good way to distract your child when he/she is having a temper tantrum? _________________ _____________________________________________________________________________________
Are there any particular routines that are particularly helpful at naptime? _________________________ _____________________________________________________________________________________
What activities do you like to do with your child? _____________________________________________
What activities does your child like to do when playing with other children? _______________________ _____________________________________________________________________________________
What does your child like to do when he/she is playing alone? __________________________________ 
Tell me about your family (i.e. child’s parents, siblings, grandparents, and other extended family) ______
_____________________________________________________________________________________
Who lives in your household? ____________________________________________________________

I verify that the above assessment was discussed with the family. 
Signature of Director __________________________________________         Date: _______________
I verify that the director appropriately relayed the information concerning my child’s assessment. 
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