The School District of Osceola County

Pre-School Educational Evaluation Program (PEEP)

Child Information Form

Application Date:
Demographics:

Sex: [Male O Female

Child’s Legal Name Date of Birth / /

Home address Apartment City Zip
Ethnicity:(please select one) : [(IHispanic/Latino CINon-Hispanic/Non-Latino
Race:(mark all that apply)

OWhite OIBlack/African American OlAsian
CONative Hawaiian/other Pacific Islanders OAmerican Indian/Alaskan Native

Referred by: [ Part C [J4C [JELC OCommunity
Is there a language other than English used in the home? LlYes [ No
If so, what language?
Child’s preferred language for expressive communication?

Parent #1 Name Parent #2 Name
Phone Number Phone Number
Parent #1 email address Parent #2 email address

Who has legal custody of the child? [lboth parents [1 mother [ father [ other
Does your child have a Guardian ad Litem? [lyes [1no
Is your child in foster care? Llyes [ no

Siblings: [1 N/A
How many siblings? Ages:

Is your child presently receiving any of the following services? [lyes [Ino
Was your child dismissed from any therapy services?
Previous/Current Support Services

[Speech/Language Therapy times perweek:___ provider:
[1Occupational Therapy times perweek: provider:
CPhysical Therapy timesperweek:___ ,rovider:
OOral/Motor Therapy times perweek:__ provider:
[IBehavior Therapy/ABA times perweek: provider:
CIEarly Intervention Therapy times per week:

provider:




The School District of Osceola County

Pre-School Educational Evaluation Program (PEEP)

Child Information Form

Birth/Medical History

Is your child adopted? [lYes L1 No
If yes, at what age
Did the child have prenatal care during the first trimester?

Oyes U no Lunknown

Was the fetus exposed to: [lalcohol L1 tobacco L1 medications [ldrugs [1trauma [Clother

Gestation: Ufull term weeks [premature weeks [lpostterm weeks
Birth Weight: pounds___ ounces Childbirth: Clnatural Clcesarean
Length of stay in hospital Length of stay in NICU:

Describe any illnesses, complications, and/or hospitalizations during pregnancy/birth:

What medical diagnoses apply to your child:
Umultiple birth [ required oxygen at birth LI cord around the neck
[ jaundice CImeconium aspiration Clbirth injury [J seizures [ Cerebral Palsy [ Autism/PDD

CJADHD/ADD [ chronic ear infections  [IPE tubes 1 syndrome(s)
Clsurgeries

Llallergies [Ihead injuries [laccident(s)
Clother

Current medications

Vision/Hearing
Do you have concerns with your child’s: [Vision [1 Hearing [INo concerns

Has your child been diagnosed with vision or hearing problems? [1Yes [INo Explain:

Date of most recent hearing screening: Results: [Pass [Fail ~ Concerns:

Does your child wear hearing aids? [1Yes [1 No Is your child followed by an ear doctor? [Yes [INo
Date of most recent vision screening: Results: [IPass [IFail

Does your child wear glasses? [1Yes [INo Is your child followed by a vision doctor? [Yes [INo

Developmental Milestones:

Please indicate in months when your child has mastered the following skills:
Satalone_ crawled __  walked __  potty trained spoke first word.__ combined words




The School District of Osceola County

Pre-School Educational Evaluation Program (PEEP)

Child Information From

Family history of: CIN/A
LIspecial education Limental illness L1 Autism Lllearning disability
[Ibehavior problems Lsignificant medical history Ulother

What is your primary concern?
Do you have concerns with (or has anyone else mentioned) any of the following (check all that apply)?

CJADD/ADHD Clautism Clsensory Clbehavior  Clanxiety  [llearning difficulties [communication
Other:

Self-help Concerns: [1no concerns

Osafety [feeding [ltoilet training [lno fear Oruns off [Clrequires constant supervision
Additional comments:

Personal/Social Concerns: [Ino concerns
Clpoor eye contact [lignores name when called [Clprefers to play alone Cresists being held or touched

[CIgrabs/takes toys from others Llaggressive  [upset by changes in routines [ldemands attention
Ofrequent tantrums/meltdowns [(easily frustrated Crepeatedly lining up toys/objects

Cdefiant/refuses to cooperate Llimpulsive Cdifficulty keeping hands/feet to self

Additional comments:

Motor/Mobility Concerns: [Ino concerns
CIfalls often  Clclumsy Clrepeatedly toe-walks Ctires easily ~ [Inot walking
If not walking, what is the mode of mobility? Crolling [ crawling [CIscooting

Does your child have any adaptive equipment?
LINo Olwalker Owheelchair Clbraces [lhand splints [lhelmet
Additional comments:

Learning/Readiness Concerns: [1no concerns
Clshort attention  [lselective interest in toys [leasily distracted [lconcerns with pre-academics

Cstruggling at preschool/daycare [difficulty following directions  [difficulty answering basic questions
Additional comments:

Sensory Concerns: [ 1no concerns

Crepeatedly hand flapping Cldifficulty sitting still Ospins/runs in circles Cpicky eater
[Ibothered by loud noises  [bothered by tags in clothing [Clstares Crepeatedly rocks Cplays rough
CImouthing objects [Ipoor safety awareness Crestricted interests Olines up toys




The School District of Osceola County

Pre-School Educational Evaluation Program (PEEP)

Child Information From

Communication Concerns: [1no concerns
CInot talking [Ispeech started and then stopped [Ihard to understand
Clrepeats or echoes what others have said Clrepeats phrases from movies, TV shows, videos, etc.

Primary mode of communication: [Isentences (1 words [ gibberish/jargon [1 pointing [ leading

Additional comments:

Preschool/Childcare Experience:
Does your child currently attend: O Full-time [OPart-time 0ONever

Lpreschool Cchildcare
Lin-home childcare LIVPK
[ Early Head Start [IHead Start

Name of preschool/childcare
Phone number:

Address:

City: Zip code:

Describe your child:

Child’s strengths (things he/she does well):

Your child’s preferred activities/items:
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