· Attach photo to form                                                                                                                                     
Hazleton Area School District
Luzerne / Wyoming Counties Early Intervention Program 

Family Information Packet
Parents, 
As part of your child’s evaluation, we ask that you complete this family information packet so that we have the most current up to date information on your child as well as your concerns and needs.  Please attach a recent photo of your child that we can keep in his/her file and also any up to date records, evaluation reports and/or medical reports that have been completed.

Child’s name:                                                                     Date form completed:
Name / relationship of person completing form:
Basic Information

Child’s Name: _______________________________ Date of Birth: _____________Sex: ______Race: _________
Address where child lives: _______________________________________________________________________
Mom’s name: ________________________Address if different from child_________________________________
Dad’s name: _________________________Address if different from child:________________________________
Phone Number: (home)___________________ (mom’s work)________________ (dad’s work)________________
(mom’s cell) _______________________________   (dad’s’s cell) _______________________________________
Which number would you like us to call first? ________________________________________________________
E-mail address: ________________________________________________________________________________
Do you check your e-mail regularly? _______________________________________________________________
District of Residence: _____________________ School child would attend kindergarten: _____________________
Child’s Social Security Number: __________________________________________________________________
Is your child on medical assistance? _____Yes _____No   MA Number: ___________________________________
Private Insurance?  _____Yes _____No
Primary Language: English:   _____Yes _____No
Other: (name of language)_________________ Do you need an interpreter? _____Yes _____ No

How did you hear about Early Intervention: __________________________________________________________

If your child is not a birth child, answer the following:
Who has legal custody of the child? ________________________________________________________________
____Foster child: How long has the child been living with you? __________________________________________
                             What is the anticipated time you expect the child to be living with you? _____________________
                             Do you plan on adopting the child? __________________________________________________
____Adopted:     Date of adoption: _________________________________________________________________
                            How long was your child with you before the adoption:___________________________________
                            Where was your child adopted from: _________________________________________________
                            What agency is/was involved with you and the child: ____________________________________
____In the process of being adopted: When do you anticipate the adoption to be finalized? ____________________
    How long has the child been living with you?___________________________________________
    What agency is/was involved with you and the child: ____________________________________
____Grandparent raising the child
____Other (explain) ____________________________________________________________________________
_____________________________________________________________________________________________
Any other information you feel is beneficial to the Early Intervention Team_________________________________
__________________________________________________________________________________________________________________________________________________________________________________________


Early Intervention History
Does your child have a diagnosed disability? Check any that may apply: 
_____ ADD					_____ Speech (artic/language)		_____ Down’s Syndrome
_____ ADHD					_____ Vision					_____ Autism
_____ PDD					_____ Hearing					_____ Cerebral Palsy
_____ MR					_____ Other (Explain) ______________________________________
_____Physical Disability: If yes, does he/she use any special equipment? _____Yes _____No 
Explain: ______________________________________________________________________________________
Do you feel he/she needs any special equipment for school or transportation? _____Yes _____No 
Explain: ______________________________________________________________________________________								
**If you checked yes to any of the above: Who made the diagnosis? ______________________________________
                                                                    When was the diagnosis made? _________________________________
                                                                    Where was the diagnosis made? _________________________________
(Please bring a copy of any reports with you to the evaluation)



 Therapy/Program/Evaluation History

Has your child been involved in any Service, Program or Therapies? _____Yes _____No 
Check any that may apply. (List name/address/contact person of agency and how often and long your child’s been attending)
_____ Birth to Three Program ____________________________________________________________________
_____ Speech Therapy___________________________________________________________________________
_____ Vision Therapy ________________________     ____Hearing Therapy ______________________________
_____ Physical Therapy ______________________      ____Occupational Therapy __________________________
_____ Children and Youth _______________________________________________________________________
_____ Children’s Service Center __________________________________________________________________
_____ TSS worker _____________________________________________________________________________
_____ Head Start, Day Care or preschool ____________________________________________________________
_____ WIC _____________________________            ____Food Stamps _________________________________
_____ Library ___________________________            ____Sunday School ________________________________
_____ Play Group ________________________            ____Swimming ___________________________________
_____ Other (explain) ___________________________________________________________________________
                                (Please bring a copy of any reports with you to the evaluation)

Specialist
Specialist: Check any that your child may have or may be seeing. Give name, address and date of last visit.
_____ Developmental Pediatrician _________________________________________________________________
_____ Neurologist ______________________________________________________________________________
_____ Audiologist______________________________________________________________________________
_____ Ophthalmologist __________________________________________________________________________
_____ Psychiatrist ______________________________________________________________________________
_____ Other (please explain: _____________________________________________________________________
                         (Please bring a copy of any reports with you to the evaluation)






Family Information
Marital status of parents: 
___Married  ___Never Married ___Separated ___Divorced ___Other (explain) _____________________________
Custody-visiting arrangements (if applicable) ________________________________________________________
_____________________________________________________________________________________________

	Name 
(List all members that reside in the home)
	Relationship-note any special relationships such as step-parent, foster parent, adopted
	Age
	Occupation

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Describe your daily routine with your child, what happens during the day such as:
· Morning – wake-up time;__________________________________________________________________ 
· What does he/she do after waking up: ________________________________________________________
· 
· Interaction with others (how he/she gets along with others) ________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
· Meal Time: Good eater? _____Yes _____No – If no, explain:_____________________________________
· Sits for entire mealtime?______Yes _____No – If no, explain: ____________________________________
____________________________________________________________________________________________
            Favorite Foods:__________________________________________________________________________
            Refuses to eat any food? _______No ________Yes – If yes, list: __________________________________
            Uses utensils to eat ________No __________Yes – If yes, which ones:_____________________________
· Play Time : _____________________________________________________________________________
_____________________________________________________________________________________________
· What are your child’s favorite activities and materials? ___________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
· What motivates your child the most to participate and learn? ______________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
· Outside Activities (how well behaved? such as shopping, eating out, park): ___________________________
_____________________________________________________________________________________________
· Preschool or Daycare (what time / how long is he/she there, routine before/after) ______________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
· Following directions: (how well does your child do what he/she is told to do?) ________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
· Attending/focusing(how well does your child attend and focus on activities)__________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

· Bedtime: (such as bedtime, where does he/she sleep, what bedtime routine do you share: _______________
_____________________________________________________________________________________________
_____________________________________________________________________________________________


· Are any of the above activities challenging or difficult for the child / family to participate in or to complete?
(This could be either at home, in childcare/preschool settings)_____No _____Yes, list activity and difficulty that you are having: ________________________________________________________________________________

· What do you feel are your child’s strengths? ___________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

· What are your concerns about your child’s development and what would you like us to address first?? 
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

· Do other people (family, friends, doctors, teachers) have any concerns about your child? _____No_____ Yes
Explain: ______________________________________________________________________________________
_____________________________________________________________________________________________

· Who is involved with you family that is helpful and supportive to you and how do they help? ____________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

Birth History

Where was the baby delivered? ____________________________________________________________________
Was the baby delivered: _____on time   _____early   _____late                _____Normal _____c-section 
Weight at birth: _____pounds _____ounces _____inches in length

During the pregnancy, did the mother: Have any illnesses? _____No _____Yes: Explain: _____________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

Take any medication? _____No _____Yes: What kind and reason for:_____________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

Were there any other complications before, during or after pregnancy? _____No _____Yes
If yes, explain: _________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________




Health
Name of Family Doctor: _________________________________________________________________________
Address: __________________________________________________Phone number: _______________________
When was your child’s last visit to the doctor and why? ________________________________________________
Is your child taking any medications?  _____No _____Yes
If yes, list name, reason for taking, dosage, and how often it is given:______________________________________
_____________________________________________________________________________________________
Does your child have any allergies? _____No _____Yes 
If yes, explain allergy/reaction: ____________________________________________________________________
Has your child been hospitalized or have any medical difficulties at any time? _____No _____Yes, Explain: ______
_____________________________________________________________________________________________
How would you describe the general health of your child:  _____Good _____Fair _____Poor

Do you have any concerns with your child’s nutrition, eating or growth? _____No _____Yes, Explain: __________ _____________________________________________________________________________________________
Is there any other medical information about your child that we should be aware of? _____No _____Yes, Explain__
_____________________________________________________________________________________________
Are your child’s immunizations up to date? _____Yes _____No, Explain: _________________________________
Do you have any upcoming appointments (medical and/or educational)?  _____No _____Yes 
List with whom and when apt. is: __________________________________________________________________


Hearing Status
Do you have any concerns about your child’s hearing? _____No _____Yes, Explain__________________________
_____________________________________________________________________________________________

Has your child ever been seen by an audiologist? _____No _____ Yes, By whom/when _______________________

Is there a history of ear infections? _____No _____ Yes  How many? _______ When was most recent? __________

Has your child ever have tubes in ear? _____No _____Yes, By whom/when ________________________________


Vision Status

Does your child wear glasses? _____No _____Yes

Do you have any concerns about your child’s vision? _____No _____Yes, explain___________________________
_____________________________________________________________________________________________

Has your child had a vision evaluation? _____No _____ Yes, By whom/when ______________________________

Communication
Do you have any concerns about your child’s communication skills? _____No _____ Yes, explain:______________
_____________________________________________________________________________________________

How does your child communication with others? Check all that apply
_____ Pointing / gestures	_____ Uses single words		_____ Uses phrases	_____ Uses sentences
_____ Other (please explain) _________Can family members understand your child’s speech?  _____Yes _____ No  
Can people outside your family understand your child’s speech? _____Yes _____ No 
Additional comments/examples: ___________________________________________________________________


Family Needs
Are there any new activities / routines that you would like your child to participate in, that needs assistance to be successful in?  _____No  _____Yes, describe activity: ________________________________________________
____________________________________________________________________________________________

Are there any new skills that you would like information on to be able to help your child? _____No _____Yes, list: _____________________________________________________________________________________________

Check any additional information or community resources, which you may need our assistance in to help your child.
_____ Information on creative curriculum       _____ Child development articles          _____ Agency referral
_____ Medical Assistance                                 _____ Community, medical or non-EI funded service                  
_____ Behavioral support available such as Therapeutic Staff Support (TSS), articles
_____ Speech and language materials for communication and/or articulation skills
_____ Other information (please list) _______________________________________________________________

Cultural Preferences
If there anything about your family’s cultural preferences, religious, ethnic or specific beliefs you would like to share so that we can always be respectful of these beliefs? _____No _____Yes
If yes, please share with us what these may be: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are there any classroom or therapy activities that you would NOT want your child to participate in as a result of your family’s cultural preferences, religious, ethnic or specific beliefs? ____No _____Yes
If yes, please share with us what these may be: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


List any other information you feel would be beneficial to the Early Intervention Team















Please answer the following questions by: indicating if you have a concern in each area, checking how your child performs the activity and circle or name where asked
	
	Often
	Some
	Never
	Comments


	 Dressing:        Do you have concerns in this area ___ yes   ___ no 
	
	
	
	

	Cooperate in dressing and undressing
	
	
	
	

	Removes clothing on own (name which ones)
	
	
	
	

	Puts on simple clothing (name which ones)
	
	
	
	

	Put on pull-up clothing correctly w/out assistance
	
	
	
	

	Puts coat on/off independently
	
	
	
	

	Manipulates large buttons/snaps/zippers
	
	
	
	

	Dresses completely except for tying shoes
	
	
	
	

	Puts shoes on correct feet
	
	
	
	

	Eating:            Do you have concerns in this area ___ yes   ___ no
	
	
	
	

	Sits at the table entire time for meals
	
	
	
	

	Shows likes /dislikes for various foods (name)
	
	
	
	

	Feeds self finger foods
	
	
	
	

	Drinks from open cup unassisted
	
	
	
	

	Sips from a straw
	
	
	
	

	Independently eats entire meal with spoon
	
	
	
	

	Uses all eating utensils
	
	
	
	

	Chooses appropriate utensil for type of food eating
	
	
	
	

	Uses knife to spread soft butter/jelly
	
	
	
	

	Toileting:          Do you have concerns in this area ___ yes   ___ no
	
	
	
	

	Sits on toilet for at least 1 minute (supervised)
	
	
	
	

	Tells adult of toilet needs in time to get to toilet
	
	
	
	

	Wears diapers, pull-ups, regular underwear (circle one)
	
	
	
	

	Completely potty trained
	
	
	
	

	Takes care of toileting needs (flushing /washing hands)
	
	
	
	

	Sleeps through the night without wetting
	
	
	
	

	Adaptive:
	
	
	
	

	Wipes own nose (may need to be reminded)
	
	
	
	

	Brushes teeth with assistance or independently
	
	
	
	

	Washes/dries face and hands on own
	
	
	
	

	Helps with simple household task(putting toys away)
	
	
	
	

	Covers mouth/nose when sneezing or coughing
	
	
	
	

	Gross Motor:    Do you have concerns in this area ___ yes   ___ no
	
	
	
	

	Walk up/down stairs holding on for support
	
	
	
	

	Walks up/down stairs on own or with help (circle one) 
Alternating feet or one step at a time (circle one)
	
	
	
	

	Gets self on/off an adult size chair independently
	
	
	
	

	Kick a ball
	
	
	
	

	Run with ease
	
	
	
	

	Jumps with both feet off the floor at the same time
	
	
	
	

	Jump over small object
	
	
	
	

	Catch a small ball
	
	
	
	

	Hops on one foot
	
	
	
	

	Climbs low playground equipment
	
	
	
	

	Does your child have any difficulty getting around your home
	
	
	
	

	

	


Often
	


Some
	


Never
	


Comments

	Fine Motor:     Do you have concerns in this area ___ yes   ___ no
	
	
	
	

	Holds crayon with fisted grip 
	
	
	
	

	Holds crayon with thumb and forefinger (adult grasp)
	
	
	
	

	Shows hand preference (circle one) right  left  switches hand
	
	
	
	

	Has concept of holding a scissors correctly
	
	
	
	

	Snips paper
	
	
	
	

	Opens door by turning handle
	
	
	
	

	Social:           Do you have concerns in this area ___ yes   ___ no
	
	
	
	

	Plays along side others 
	
	
	
	

	Shows interest in playing with peers his/her own age
	
	
	
	

	Takes part in pretend play such as playing house or school
	
	
	
	

	Participates appropriately in group activities
	
	
	
	

	Takes turns during play
	
	
	
	

	Shares toys or possessions without being told to do so
	
	
	
	

	Will allow other children to join in his/her play
	
	
	
	

	Approaches other children to play
	
	
	
	

	Says please /thank you
	
	
	
	

	Gives full name, age, gender
	
	
	
	

	Cognition/Pre-Readiness: 
Do you have concerns in this area ___ yes   ___ no
	
	
	
	

	Repeats fingerplays or nursery rhymes independently
	
	
	
	

	Understands location (on, in, under, behind, over)
	
	
	
	

	Understands concept of one, one more 
	
	
	
	

	Matches picture to picture or object to object
	
	
	
	

	Categorizes/ groups like objects (all blue one/all food/toys)
	
	
	
	

	Identifies colors by (circle one) pointing or naming
	
	
	
	

	Identifies shapes by (circle one) pointing or naming
	
	
	
	

	Counts by rote to 10
	
	
	
	

	Counts out 10 objects putting a finger on each as he/she counts
	
	
	
	

	Sings or says the ABC’s
	
	
	
	

	Language:      Do you have concerns in this area ___ yes   ___ no
	
	
	
	

	Responds when name is called
	
	
	
	

	Uses words to get my attention
	
	
	
	

	Enjoys listening to stories (Name favorite story)
	
	
	
	

	Listens to directions even when it is noisy
	
	
	
	

	Answers wh-questions such as “What are you doing”
	
	
	
	

	Answers yes/no questions such as “Is that a dog”
	
	
	
	

	Follows one-step directions such as “Get your bear”
	
	
	
	

	Follows two-step directions, “Get your socks and put them on”
	
	
	
	

	Follow everyday routine without instructions such as “Get ready for bed” and “Let’s get ready to go”
	
	
	
	

	Uses words to ask for help
	
	
	
	

	Ask questions using rising pitch at the end of the sentence 
	
	
	
	

	Ask simple wh-questions such as “Where is my bear”
	
	
	
	

	Ask simple yes/no questions such as “Can I go out”
	
	
	
	

	Names familiar objects
	
	
	
	

	Puts how many words together to make a sentence
	
	
	
	

	How many words do you think your child can say
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