
Date: __________________________
Interviewer: ____________________________ 

Family/Child History

Child’s Name: __________________________      DOB: ____________
SS #: ______________

Address:_________________________________________________


_________________________________________________


Phone/VP/TTY numbers_________________      __________________
  _________________


Email/pager address _____________________________________

How do you prefer to be contacted ([image: image1.png]


) or not contacted ( X)?   

         Email        Mail        Phone (cell, home, work)        Communication Book           Videophone          TTY

Best days and times to be contacted __________________________________________

Person providing this information/relationship to child:_________________________________


Section I.   Referral Information

How did you hear about PSD and/or what agency referred you? ______________________________ _____________________________________________________________________________

Reason for applying for admission to PSD: ______________________________________________

What are your expectations from the program at PSD at this time? ___________________________ ______________________________________________________________________________


Section II.    Child and Family Information: 

How would you describe your child’s personality: _________________________________________ _____________________________________________________________________________

______________________________________________________________________________

What are your child’s strengths?_____________________________________________________

_____________________________________________________________________________

What are your child’s areas of need? _________________________________________________

_____________________________________________________________________________



	Parent Name: ______________________ (biological, step, foster, adoptive, parent-role: since____) 
Address (if different from child’s) ________________________________________________

Age: _____ Occupation: _______________________ Employer: _________________________

Highest grade/level of education completed (circle one): 

1

2

3

4

5

6

7

8

9

10

11

12

GED

HS Graduate

Some college/ vocational school

College graduate

Post Grad School

Educational/career goals: ______________________________________________________

Marital Status: __ Married, __ Separated, __ Divorced, __ Widowed, __ Single, __ Long-term partner

	Parent Name: ______________________ (biological, step, foster, adoptive, parent-role: since____) 
Address (if different from child’s) ________________________________________________

Age: _____ Occupation: _______________________ Employer: _________________________

Highest grade/level of education completed (circle one): 

1

2

3

4

5

6

7

8

9

10

11

12

GED

HS Graduate

Some college/ vocational school

College graduate

Post Grad School

Educational/career goals: ______________________________________________________

Marital Status: __ Married, __ Separated, __ Divorced, __ Widowed, __ Single, __ Long-term partner

	Parent Name: ______________________ (biological, step, foster, adoptive, parent-role: since____) 
Address (if different from child’s) ________________________________________________

Age: _____ Occupation: _______________________ Employer: _________________________

Highest grade/level of education completed (circle one): 

1

2

3

4

5

6

7

8

9

10

11

12

GED

HS Graduate

Some college/ vocational school

College graduate

Post Grad School

Educational/career goals: ______________________________________________________

Marital Status: __ Married, __ Separated, __ Divorced, __ Widowed, __ Single, __ Long-term partner

	Parent Name: ______________________ (biological, step, foster, adoptive, parent-role: since____) 
Address (if different from child’s) ________________________________________________

Age: _____ Occupation: _______________________ Employer: _________________________

Highest grade/level of education completed (circle one): 

1

2

3

4

5

6

7

8

9

10

11

12

GED

HS Graduate

Some college/ vocational school

College graduate

Post Grad School

Educational/career goals: ______________________________________________________

Marital Status: __ Married, __ Separated, __ Divorced, __ Widowed, __ Single, __ Long-term partner


If parents do not live together, does the child have contact with non-custodial parent?  ___ Yes __ No    


Please describe: ___________________________________________________________

In what country were parent(s) born? __________________________________


If parents immigrated to the United States, under what circumstances did this happen? 


      ___________________________________________________________________

What languages are parent(s) most comfortable with (spoken/written/signed)?_________________

____________________________________________________________________________

Family cultural heritage/ethnic identity: ______________________________________________


Food/activity restrictions: _________________________________________________ 

Religious affiliation (if applicable): __________________________________________________ 


Level of involvement: _________________ Attend services at: ____________________

Describe your current housing situation: ______________________________________________ 

Individuals living in the household in order of age (use reverse for additional household members):

	Name/Nickname
	Age
	Relationship to child
	Hearing/Deaf/HH
	Comments:

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


If parents are working, what arrangement is made for childcare: ____________________________ Who else is important to your child (include frequency of contact)? ___________________________

______________________________________________________________________________                                                        

Who do you/your family get support from (emotional, financial, basic needs, etc)?  ________________ ___________________________________________________________________________


Section III. Birth/Development & Medical Information:

Is there a family history of (whom):


____ Diabetes


____ TB                      
 ____ Breathing problems/asthma


____ Heart Disease


____ Cancer              
 ____ Nerve problems


____ Stroke



____ Depression

 ____ Anemia



____ Mental Illness


____ Kidney Disease

 ____ Sickle cell disease



____ Seizures

       
____ Scoliosis 



____ Thyroid Disease

____ Alcohol/drug problems





Pregnancy/Birth: 

Illnesses/complications during pregnancy and month occurred: _______________________________

List any drugs/medicines taken during pregnancy: __________________________________

Did you have prenatal care: _____   Name of doctor or program: ____________________________

Birth Hospital and Location:____________________ ______________________________

Number of hours in labor: _______ Comment: ______________________________________

Was birth full-term: ____ Premature: ___ (months  _____ weeks ____ ) Delayed: _______ (weeks)

Delivery: ____ vaginally, ____ Caesarian.  Any birth injury to child: __________________________

Birth weight: ______ What was child’s general health at birth: _____________________________

Jaundiced:  _____  Length of hospital stay: mother _____________     baby _______________

Any early feeding difficulties with child (choking, reflux): __________________________________

Developmental milestones:  At what age did your child:


_________ Roll over


_________ Dress self


_________ Sit alone


_________ Toilet trained


_________ Walk alone


_________ Indicate if he/she needs help to use toilet


_________ Eat w/spoon


_________ Start to drink from a cup

How was he/she as a baby: ____________________________________________________

Has the child had any accidents that required hospitalization or doctor visits: __________________ 

Type of Accident


Age 

Remarks

_________________________
_______
_________________________________________

_________________________
_______
_________________________________________

What childhood illnesses and/or surgery has your child had other than accidents: 

Illnesses/Surgery


Age

Remarks

_________________________
_______
_________________________________________

_________________________
_______
_________________________________________

Child had or has:



_____
Asthma                        
_____ Chronic Fever



_____ Ear Infections 

_____ Meningitis 



_____ Anemia                              
_____ Chicken pox 



_____ Lead Poisoning

_____ Seizure Disorder



_____ Hepatitis


_____ Cytomegalovirus (CMV)
Describe any effects of childhood illnesses on the present health and attitude of your child: ________ ______________________________________________________________________________

How does your child feel about doctors & nurses: ________________________________________

Does the child have any special needs/diagnoses in addition to hearing loss? _____________________  

Describe (who diagnosed and when): _____________________________________________
How does your child move around: ______________________________________________

Does he/she need any special assistance: _______________________________________________

Is your child right handed: _______; left handed: ________; uses both hands: ___________

Concerns related to motor/physical development: _________________________________________
Vision: _____ Normal, _____ Near Sighted, _____ Far Sighted, _____ Astigmatic.  


Does your child wear glasses? ______ At what age did child begin wearing them? ___________ 


Has an eye doctor checked vision recently?  ______  If so, when: _______________________

List medical examinations that you feel would be helpful in school’s records (dates, where, results): ____

______________________________________________________________________________

Does your child take any medication: ____Type: __________________________________________

List any allergies your child has (to medication, food, environment, etc): __________________


Reactions:  ___________________________________________________

Does this child receive: ___ SSI, ___ Medicaid, ___ Medicare ____ Medical Assistance   


List #’s: ______________________________________________________________





Section IV:  Hearing Loss, Language Development, and Communication Information

Was your child’s hearing screened at birth? _____  Results: ________________________________

At what age did you first think your child had a hearing loss? _______  Explain in detail: ___________

______________________________________________________________________________

Is there a history of hearing loss in the family: _______  Describe: __________________________ ______________________________________________________________________________

Who and where was the first professional person to tell you that your child has a hearing loss (date, place and address)? _______________________________________________________________ 

Second evaluation (date, place, address, and by whom): _____________________________________

What types of tests were done? ____________________________________________________
What were you told concerning the diagnosis and degree of hearing loss? _______________________ ______________________________________________________________________________

What are your feelings/reactions about the hearing loss? (initially and currently) ________________

______________________________________________________________________________

When was your child’s last hearing test?________________________________________________

What is the cause of your child’s hearing loss: ___________________________________________

Have you had/been recommended to have any genetic counseling: ___________________________


Results: _____________________________________________________________

Which sounds does your child hear/understand with (W) or without (W/O) hearing aid/cochlear implant?


____ turns head when called
____ TV/Radio


 ____ loud sounds only

____ parent’s voice
____ brief statements

_____ no sound at all

____ telephone
____ running conversation
_____ other sounds:

Do you feel that your child hears better in one ear (which ear)? _____________________________

Has your child had: 


____ Running Ears
____ Tonsillectomy


____Tubes


____ Ringing in Ears
____ Adenoidectomy

____ Wax impactions


____ Frequent Colds
____ Ear Surgery


____ Sinus Drainage


____ Ear Aches
____ Dizziness – Describe 


Types of devices your child uses/has used:  __ Hearing Aids   __ FM System   __ Cochlear Implant
Would you like more information about:   ___ Hearing Aids   ___FM System   ___Cochlear Implant

Hearing Aid Information (if applicable):

If your child wears/wore hearing aids, on which ear is/was the aid worn:   Right
   Left       Both

Ages your child wore/wears hearing aid(s)? From: _________ To: __________

Who prescribed/fit the hearing aid(s)?_____________________________ 

Which insurance purchased the aid(s)? ___________________

Who takes care of the aids?_______________ Need information about care of aids?__________

Do you have a hearing aid care kit?_________________________________________________

How many hours per day does your child wear the aid(s): _________________________________

How does your child feel about wearing the aids: _______________________________________

Where is/are the hearing aid(s) now: _________ Are they working?____Do the earmolds fit?_____

Has there been a change since the original prescription: _________________________________

Cochlear Implant (CI) Information (if applicable)
Age/date of implantation: ____________ Hospital: ____________________________________

Which ear is/was the CI worn:   Right
   Left       Both

Which insurance purchased the CI?: _____________________________________

Who takes care of the CI?_____________________________ 

How many hours per day does your child wear the CI: _________________________________ How does your child feel about wearing the CI? _______________________________________ 

Has there been a change since the original mapping: _________________________________


What language(s) is/are used at home: _________________________________________________

How do you make yourself understood to your child (e.g. how do you call him/her to eat [i.e. talk, gesture, sign, point, facial expression, mime])? __________________________________________________

How do other members of the family/household communicate with your child? ___________________ ______________________________________________________________________________

How does your child make him/herself understood to others (e.g. signs, words, voice, points, gestures)? ______________________________________________________________________________

Does your child look at your face when you talk/sign/gesture? ______________________________
What sounds/words does your child say/sign? __________________________________________

What words does he/she imitate or try to say/sign?_______________________________________

If you/your family use sign language, when did you begin using it? _____________________________

Who in the home uses sign language? _________________________________________

In what contexts? ______________________________________________________
How do you feel about signing to your child? ____________________________________________

How does your child react when you/others sign to them? __________________________________

Are you enrolled in a sign language class: ____ Where: ____________________________________


Are you interested? _____  Best times/days for classes? ____________________________

What types of assistive devices/equipment do you have in your home (check all that apply)?

	
	TV captioning
	
	Lighted/vibrating alarm clock

	
	Lighted Doorbell
	
	Videophone (VP)

	
	Lighted/vibrating smoke detector
	
	Teletypewriter (TTY)

	
	Sidekick/Blackberry/pager
	
	Computer/Email

	
	Sign language DVD’s/videos
	
	Other: 


Have you ever had any interaction with deaf/hard of hearing adults? Please describe? _____________ ______________________________________________________________________________

Would you like the opportunity to interact more with ____ deaf/hh adults ___ parents of deaf children


Section V.  Education

Has your child received Early Intervention Services (please describe/who/where)? ________________ ______________________________________________________________________________

Please describe any previous school experience your child has had (style of communication, social opportunities, educational benefits): _________________________________________________  _____________________________________________________________________________

How did your child respond to this experience:__________________________________________

How do you feel your child benefited from these educational supports?_________________________

______________________________________________________________________________

School(s) child previously attended:

Name
Address

Dates attended
_______________________
______________________________   _________________


_______________________
______________________________
__________________


_______________________
______________________________   __________________


How do you feel your child learns: 
____ Fast
____ Average    ____Slow

       Please explain: _______________________________________________________________

How does your child currently feel about school? _________________________________________
Has your child ever been on a school bus before (describe)?_________________________________


Section VI.
Additional Child & Family Information:

How is your child’s appetite? ____________________________________________________ 

Does child have any digestion problems? _____________________________________________

Any problems with controlling bowel or bladder/toilet training?_______________________________

How many hours per night does your child sleep: __________________________________________

Does your child have a regular bedtime? _______   If so, when? _____________________________

Does your child go to bed willingly: __________________________________________________

How does your child sleep: ____ soundly, ___restlessly, ___ awakens frequently, ___ cries out in sleep.

Does your child nap? _____ How Long? __________ What times of day? _____________________

Does your child have nightmares?  _____  How often ?_______________________________

Does child sleep alone or share a room? _________If so, with whom?_____________________

Does child have a favorite toy or comforting device to take to bed?____________________________

Does your child suck thumb or fingers? _______________________

What do you feel are the most difficult emotional problems your child has had to face thus far in life? 
______________________________________________________________________________Has your child seen or experienced any of the following traumatic events?

	
	YES
	NO
	If YES, Describe: 

	Death
	
	
	

	Separation/Divorce
	
	
	

	Violent behavior (home,  

        community, school, etc)
	
	
	

	Abuse/Neglect
	
	
	

	Natural/Man-made disaster
	
	
	

	Substance abuse
	
	
	

	Mental health/emotional difficulties of parent/family
	
	
	

	Other: 
	
	
	


What fears does your child have?  ____________________________________________________

What kinds of things upset your child? ________________________________________________

How often does your child become upset?_______________________________________________

Calming techniques: ____________________________________________________________

How does your child respond when touched? ____________________________________________


By familiar people: _______________  By strangers:_______________

In general, how quickly does your child recover from upsets or anxiety? ________________________

Are you able to explain transitions to your child? _________________________________________

How is this done? _______________________________________________________________

How does your child react to new situations? ___________________________________________

How does your child react when left with other people?  ___________________________________

Does your child understand right from wrong? __________________________________________

How do you discipline your child?_____________________________________________________

What methods have proved to be successful? ____________________________________________

What methods have proved to be unsuccessful? __________________________________________

Is your child aware of environmental dangers (fire, stairs, etc.)?______________________________

Has your child been examined previously by a psychologist or psychiatrist for emotional or behavioral problems? _______ If so, when? ____________ Psychologist/psychiatrist:_____________________

Does your child have friends/playmates at home? ____ Who?______________ Ages:_____________

Hearing or deaf children playmates? _____________


How does your child communicate with peers and playmates? ___________________________


Describe your child’s special successes or difficulties in playing with other children? ________


_________________________________________________________________________

What activities/toys does your child enjoy most?_________________________________________

______________________________________________________________________________

Does the family have any pets? ______________________________________________________

What kinds of chores or responsibilities does he/she have?_________________________________
Does your child receive/earn an allowance? _____________________________________________

Does your child work? _____  Where? _________________ When? __________________________

What kinds of activities does the family do together? _____________________________________
How is your child/family involved in your local community? __________________________________

Please check the ones that apply to your child:

	_____ Plays mostly by self

_____ Is withdrawn/shy (with adults/children)

_____ Has temper tantrums

_____ Stares at light or into space

_____ Is highly distractible, overactive

_____ Bangs head on crib or floor

_____ Bites nails

_____ Tires easily

_____ Cries frequently

_____ Is difficult to manage at home

_____ Steals or lies
_____ Problems with attendance/truancy
	_____ Mental health diagnoses/concerns:         _________________________________ 
____ Has aggressive behavior (describe below)
        ____ at home, ____ at school

____ Has destructive behavior (describe below)
        ____ at home, ____ at school

_____ Sex related problems: ______________

_____ Sets fires 

_____ Criminal history: __________________

_____ History of school suspension/expulsion

_____ History of drug/alcohol use 


Comments on the above:  ______________________________________________________________________________

______________________________________________________________________________

What are your goals for your child? __________________________________________________ 

_____________________________________________________________________________

Explain/add any other information that you feel would be helpful as we support your child in her/ his education: _____________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_________________________________

Parent’s Signature
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**We appreciate the diversity of our families at PSD and would like to promote involvement with all those ** 


individuals important in our students’ lives.  Please include information below for all parents, step-parents, adoptive or foster parents, guardians or those who act in a parental or guardian role.
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