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CHILD BACKGROUND INFORMATION FORM

Must Be Completed for Each Child (0-18 Months of Age)

	Name of Child:
	
	Age:
	
	Gender:
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Check all that apply:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Child is physically conditioned

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Child is blind or visually impaired

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Child is deaf - blind

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Child blind or visually impaired with additional disabilities

	
	

	
	Others (please specify)
	

	
	

	Name of Father:
	
	
	Name of Mother:
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Contact Number:
	
	
	Contact Number:
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	HEALTH OR MEDICAL :

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	What are the child’s allergies?
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	What is the current medical condition of the child?
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Does the child have history of health conditions?
	
	
	Yes (please specify)
	

	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	No
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Does the child have a medically prescribed diet of have dietary restrictions?
	
	Yes
	
	No
	
	
	
	
	

	
	If yes, please explain:
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Does the child have other activity limitations?
	
	
	Yes
	
	
	No
	
	
	
	
	
	
	
	
	

	
	If yes, please explain:
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	What does your child wear?
	
	Glasses
	
	
	Contact Lenses
	
	
	Hearing Aid
	
	
	Prosthesis

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	Others
	
	
	
	Not Applicable
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Does the child take medications?
	
	
	Yes (please specify)
	
	
	
	No
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Does the child have history of injuries or hospitalizations?
	
	
	Yes
	
	
	No
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	COMMUNICATION:

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Does the child need a sign language interpreter?
	
	
	Yes
	
	No
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	What does the child use when writing?
	
	Large Print
	
	
	Regular Print
	
	Braille
	
	Not Applicable

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	What language does the child used in speaking?
	
	At home?
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	TRAVEL AND MOBILITY: (Check all that apply):

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	Walks independently
	
	
	Walks unaided, but with difficulty

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	Uses cane
	
	
	Requires physical support

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	Climb stairs independently
	
	
	Cannot climb stairs, even with assistance

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	Uses wheelchair
	
	
	Uses orthopedic device (e.g., braces, walker, crutches)

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Aided
	
	
	Unaided
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	SELF – CARE SKILLS:

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Eating (Select One):
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	Needs no assistance
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	Needs assistance, such as
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Toileting (Select One):
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	Needs no assistance or toilets independently
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	Schedule trained
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	Needs some assistance, such as
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	BEHAVIOR:

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Please describe in detail any behavior issues, even if they do not happen all the time at home. 

	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	What might cause them?

	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	What seems to help in those situations?

	



	
	
	
	

	Signature Over Printed Name
	
	
	

	
	
	
	

	
	
	Date
	





This health history is correct so far as I know, and the child listed above has permission to engage in all childcare activities except as noted.  


	1. 	Any situation requiring medical attention will be called to my attention immediately.


	2.  	In the event I cannot be reached during an emergency with my child, I give personnel of the National Family   


            Conference permission to seek emergency medical treatment.


	3.  	I will be responsible for giving any medications my child needs.


	4.  	I will be responsible for any special diet my child needs.












