CLEVELAND CITY SCHOOLS

SOCIAL HISTORY/PARENT INPUT

Student’s Name _________________________________ Date __________________________

Date of Birth __________________________________ SS # __________________________

TENNCARE (optional)
____Yes ____No 
HEALTH AND DEVELOPMENTAL HISTORY

I. DEMOGRAPHIC INFORMATION 

Mother’s Name (or female guardian if 
Father’s Name (or male guardian if different __________________________
different) ___________________________

Age ________________________________
Age __________________________________

Occupation _________________________
Occupation ___________________________

Employer ___________________________
Employer _____________________________

Marital Status _____________________
Marital Status _______________________

LIST BROTHERS AND SISTERS: (Use additional sheet if necessary.)

Name






Age
Sex 

Living at Home
______________________________________
____
____

YES _____ NO _____

______________________________________
____
____

YES _____ NO _____

______________________________________
____
____

YES _____ NO _____

LIST OTHER PERSONS WHO ARE CURRENTLY LIVING IN THE HOME:

Name 






Age 
Sex 

Relationship
______________________________________
____
____

____________________

______________________________________
____
____

____________________

With whom does the child reside? ____________________ What is the student’s home language? _______________________________

FAMILY HISTORY

Is there a family history that you know of in either biological parent, sisters, sisters, brothers, grandparents, aunts, uncles, etc:

· Learning Difficulties (reading, math, writing, spelling)

· Speech/Language Problems (articulation, stuttering, recalling words, etc.)

· Emotional Problems (depression, excessive anxiety, mood swings, etc.)

· Mental Retardation 

· Seizure Disorder (epilepsy)

· School Failure

· Drug/Alcohol Addiction

If any answered yes, please describe further. __________________________________ ________________________________________________________________________________

______________________________________________________________________________

II.  MEDICAL INFORMATION 

Did the mother have any of these diseases during pregnancy?  Check one(s) that apply.

___ High Blood Pressure 
___ Mumps 


___ Heart Disease 

___ Anemia 



___ German Measles 
___ Other ________________

___ Kidney Disease 

___ Diabetes 



Were there any unusual problems during pregnancy or birth? ___YES ___NO

Was the baby premature? ___YES ___NO
Birth Weight _________

If yes, please explain. ________________________________________________________ ________________________________________________________________________________

Has the student ever had any serious illnesses, surgeries, accidents, or head injuries that required hospitalization?
___YES ___NO

If yes, please list, describe and tell at what age it occurred. ________________

________________________________________________________________________________

Does the student have frequent illnesses (e.g., allergies, ear infections, PE tubes, seizures)?  ___YES  ___NO   If yes, please explain ______________________

________________________________________________________________________________

Does the child have any other medical problems?  ___YES ___NO       

If yes, please describe. _______________________________________________________

________________________________________________________________________________

Does the student regularly take medication?   ___YES ___NO

If yes, what medication(s), dosage and frequency? ______________________________ ________________________________________________________________________________

Why? ___________________________________________________________________________

________________________________________________________________________________

Does the student wear glasses or have vision problems?  ___ YES 
___ NO  


If yes, please explain. ________________________________________________________

________________________________________________________________________________

Does the student appear to hear well?
___YES ___NO   

Does the student wear hearing aids?

___YES ___NO
Does the student have any speech/language problems?  ___YES ___NO   

If yes, please describe. _______________________________________________________ ________________________________________________________________________________

III. DEVELOPMENTAL MILESTONES 

Please give approximate ages at which the following occurred: 

Motor Development 



Speech/Language Development 

Crawled __________________


Spoke First Words ______________




Walked Alone  ____________


Put Words Together _____________

Toilet Trained____________ _____________________

If the student differs noticeably in his/her ability to play, work, follow directions or communicate with others, please explain. _________________________

________________________________________________________________________________________________________________________________________________________________

If the student has been evaluated or received services from early interventions (e.g., TEIS, TIPS) agencies, please list. ______________________________________

________________________________________________________________________________

IV.  EDUCATIONAL BACKGROUND
Name of Schools Attended





Dates

(Please include Headstart, preschool, community programs, etc.)





________________________________________________________    ____________________

________________________________________________________
____________________

________________________________________________________
____________________

________________________________________________________
____________________

________________________________________________________
____________________

________________________________________________________
____________________

________________________________________________________
____________________

Describe the student’s ability to learn?   

   ___Average  ___Above Average  ___Slower than children of same age

How would you describe the student’s effort to learn?   

___Average  ___Great deal of effort  ___Very Little Effort

Prior to this time, has anybody ever been concerned about the student’s ability to learn (e.g., physician, teacher, relative, etc.)?   ___YES ___NO  


If yes, please explain ________________________________________________________

_______________________________________________________________________________

Has there been any testing to evaluate your child (e.g., medical, developmental, 

educational, psychological, etc.)?   ___YES ___NO   If yes, please explain. _______________________________________________________________________________

_______________________________________________________________________________

Has there been a change in the student’s level of success, effort or ability?  ___YES ___NO    If yes, when and why (if known)? ______________________________  _______________________________________________________________________________

What is the student’s general attitude toward school?  ___ Very Good  ___ Good  ___Fair ___Poor  ___Very Poor 

Has the student or family had contact with any other agencies (e.g., Mental Health Center, Department of Social Services, Department of Youth Services, etc.)?   ___YES ___NO  If yes, please explain. _________________________________

________________________________________________________________________________

Has the student been involved in the juvenile court system?  ___YES ___NO     

If yes, please explain. ________________________________________________________

________________________________________________________________________________________________________________________________________________________________

What are the student’s strengths? ______________________________________________

________________________________________________________________________________

________________________________________________________________________________

What are the student’s weaknesses? _____________________________________________

________________________________________________________________________________________________________________________________________________________________

What are your concerns for your child at home or school?  ______________________

________________________________________________________________________________________________________________________________________________________________

What are your child’s leisure activities?  _____________________________________

________________________________________________________________________________

________________________________________________________________________________

Completed by: _______________________________ Date Completed: __________________

Signature(s) ________________________________ __________________________________

