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WHOLE CHILD (3+) DEVELOPMENTAL HISTORY  

 
General Information  

Today’s Date: ____________________ 
Child’s Name: __________________________________ Date of Birth: ____________________  

Parent’s/Guardian's: __________________________________________________________________ 

Address: ______________________________________ City/State/Zip: ____________________ 

Home/Cell (Mom): ___________________________   Home/Cell (Dad): _________________________ 

E-mail (Mom): ______________________________   E-mail (Dad): _____________________________ 

Best/Preferred Form of Communication: Call Text E-mail 
 
How were you and your child referred to Bright Kids Bright Futures? 

___________________________________________________________________________________ 

What are the reasons for this referral? 

___________________________________________________________________________________ 

 
Family Structure - Please tells any important information regarding your family structure/relationships and 
living circumstances. Please include child’s relationship with parents, siblings (ages), and other family 
members. 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
 
Developmental Information 

Please indicate approximate ages your child met the following  milestones 
Motor Skills        Age:    Language Skills   Age: 

Rolled tummy to back  Imitated sounds/words  

Rolled back to tummy  Babbled  

Sat alone  Responded to “no-no”  

Crawled  1st word  

Walked  2-3 words together  

 
Please describe your child’s birth history. Include weeks of gestation, vaginal/caesarean section, and any 
complications during pregnancy, birth, or infancy. If adopted, please indicate and list any known birth 
history. 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 

 
Bright Kids Bright Futures 

Integrated Learning Consultants 
1830 Spring Creek Dr. Carver, MN 55315 

Tel: 612-562-6381; 612-562-8320 www.bkidsbfutures.com 
 



 
 
 

 

Please list any major illnesses, injuries, or surgeries your child has experienced and dates, if known: 

____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
 
Has your child had any of the following evaluations completed within the past 6 months? 

(check all that apply) 

Occupational Therapy Speech/Language Pathology 

Chiropractic Neuropsychological 

Behavioral Analysis Audiology 

Physical Therapy Vision Therapy 

 
School Information 

What school does your child attend? ________________________________________   Grade: _______ 
 
School Address: 
____________________________________________________________________________________ 
 
School Phone Number: _________________________________________________________________ 
 
Type of School (i.e. public, private, charter, home-schooled): ___________________________________ 
 
Type of Classroom your Child is in (i.e. Regular ed, Special ed, Montessori, etc.): ___________________ 
 
Does your Child have an IEP or 504 Plan (please indicate which)? _______________________________ 

If so, what types of special services/accommodations do they receive through the school district 
(i.e. individualized instruction, tutoring, OT/ST/PT, DAPE, etc.)?___________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 

 
What are your major concerns regarding your child’s learning needs? 

____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
 
Please discuss specific concerns your child’s teacher has expressed/noted within the classroom: 

____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
 
What are your observations of your child’s strengths, weaknesses, personality, temperament, academic 
likes, dislikes or other traits? 
___________________________________________________________________________________ 
___________________________________________________________________________________ 
___________________________________________________________________________________ 
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Parent Observations 
Please check ALL that apply 
 
Vision 

Dislikes bright lights  Difficulty copying from the board  

Narrow field of vision  Blurry or double vision while reading  

Uses finger to maintain spot while reading  Hypersensitivity to sudden light  

Difficulty discerning between overall size, 
shape and orientation of a given shape 

 Difficulty judging space, distance, depth 
and speed 

 

 
Auditory  

Poor listening skills  Speech/language difficulties  

Sound sensitivities  Difficulty in loud/noisy environments  

Frequently misunderstands what is said  Difficulty with phonics  

Forgets what is said in a few minutes  Slow/delayed response to verbal stimuli  

Says “huh” or “what at least 5x/day  Doesn’t pay attention to instruction 50% or 
more of time 

 

 
Movement/Coordination 

Motion sickness  Poor balance  

Poor hand-eye coordination  Difficulty with right/left directionality   

Difficulty swimming  Difficulty learning to ride a bike  

Poor/slouched posture  Low muscle tone  

Tendency to walk forward on toes  Clumsy  

 
Academic 

Copying difficulties  Poor reading skills  

Tight pencil grip  Reversal of letters/numbers  

Poor handwriting  Difficulty with written and verbal expression  

Difficulty following multi-step directions  Poor concentration   

Fatigue while reading or working at a desk  Tends to lose spot while reading  

Slower processing speed  Difficulty with long/short-term memory  
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Behavioral 

Impulsive tendencies  Anxiety  

Aggressive outbursts  Overly sensitive/reactive  

Distractible  Difficulty paying attention  

Bed wetting after age 4    

 
 
Communication Skills   

      YES NO SOMETIMES 

Nonverbal:Uses appropriate eye contact    

Understands others use of body language    

Understands and uses appropriate 
physical boundaries 

   

Understands changes in tone of voice    

Understands changes in facial 
expressions 

   

General Conversation Skills: Interrupts 
appropriately 

   

Gives effective directions to others    

Gives sufficient information for listener 
comprehension 

   

Revises messages when listener 
misunderstands 

   

 Asks appropriately for repetition and 
clarification 

   

Provides relevant answers to questions    

Topic Maintenance: Initiates topic    

Joins an on-going conversation 
appropriately 

   

Maintains topic    

Shifts topic    

Closes topic    
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Gets to the point    

Social Language: Greets, says goodbye    

Uses polite forms    

Uses introductions    

Tells wants, needs and preferences    

Asks appropriately for help, assistance     

Understands and shares feelings 
appropriately 

   

Shares ideas, opinions and remarks in a 
socially appropriate manner 

   

Identifies and uses compliments 
appropriately 

   

Starts and maintain friendships    

Understands and uses humor 
appropriately 

   

Demonstrates affection appropriately    

 
Please provide any additional information here regarding your child’s communication: 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
 
ACTIVITIES OF DAILY LIVING 
  
Please describe your child’s skills and behaviors for each of the following: Dressing Skills (level of 
independence/amount of assistance needed; type of clothing your child wears; how long it takes to get 
dressed; behavior during dressing; etc.): 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
 
Hygiene (bathing skills; ability to wash hands; wash face; brush hair; brush teeth; nail cutting; behavior 
and tolerance of these): 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
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Toileting (potty trained; level of independence with peri-care; etc.): 
___________________________________________________________________________________ 
___________________________________________________________________________________ 
 
Transitions (how your child adapts to change between people or environments; need for preparation 
regarding change in routine or schedule; need for rituals, routines or control, etc.): 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
 
Attention/Visual Attention (ability to sustain visual attention; what typically engages your child’s attention; 
how distractible is your child; length of time your child can attend to a preferred, non-preferred, or new 
activity; etc.): 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
  
Intensity Level/Mood (level of energy for a particular activity; emotional or aggressive behaviors to touch, 
movement sensations, or play choices; sense of humor; any mood swings; emotions related to specific 
situations; facial affect; etc): 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
  
Sleep Patterns (bedtime routine, difficulty falling asleep, waking up throughout the night, etc.): 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
 
Household Responsibilities: What jobs/tasks does your child complete at home? Please list and explain, if 
needed. 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
 
Feeding: Do you have concerns with your child’s feeding/eating? If so, please explain. 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
 
Any additional information that you would like to share: 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
 

“Tell me and I forget. 
Teach me and I remember. 

 Involve me and I learn” 
Benjamin Franklin 
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