About Me Form
Child’s Name __________________________________________Date of Birth _______________________________________
About the Family: 
Child Lives with? __________________________________________________________________________________________
Family Members and Siblings? _____________________________________________________________________________
Unusual Family circumstances? ____________________________________________________________________________
Unusual family schedules/pickups? ________________________________________________________________________
How do you handle challenging behavior at home? ___________________________________________________________
__________________________________________________________________________________________________________
What is your focus/goals as a parent?  ______________________________________________________________________
Where do you feel like your child is developing? _____________________________________________________________
Primary language spoken at home? _________________________________________________________________________
Do you have important cultural traditions/restrictions? ___________________________________________________________
Do you know child CPR? ____________________________________________________________________________________
How do you want to be involved in the program? _____________________________________________________________
When are you most available for school events? ________________________________________________________________
About the child:
Is this your child’s first school experience? __________________________________________________________________
Any medications? _________________________________________________________________________________________
All medication must be filed with the office and appropriate paperwork filled out prior to administering.
Does your child have any restrictions? ______________________________________________________________________
Describe your child’s personality/interests: __________________________________________________________________
__________________________________________________________________________________________________________
Does your child have any fears/dislikes? ____________________________________________________________________
Does your child have a particular comfort item? Or routine? ___________________________________________________
Does your child take a nap? ____________________ From ______________________________________________________
Is your child potty trained? _________________________________________________________________________________
How often do you have screen time? ________________________________________________________________________
Please give us any details and history that might help us care for your child. 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
