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Child Development Inventory
The information requested below should be completed by the parent(s) and returned at your child’s first session. The information requested is confidential and will not be released without parent or guardian authorization. This form is intended to provide information about the child’s growth and development that will be useful for me. Many things contribute to a child’s growth, success in school and becoming a confident individual. Please answer all questions as accurately and as fully as possible (all information is strictly voluntary). If you prefer to discuss any questions rather than writing an answer we can do so at our first meeting or follow up meetings.  

Date_____________________________
Person completing form________________________________________________ 

Identifying Information

Child’s complete name: ______________________________ Date of Birth: ___/____/______ Birthplace: _________________ 

Address: ___________________________________________ City: _____________________ St: ______ Zip: ______________

School: __________________________________________ District: ____________________________ Grade: _____________

Home Background

Father’s full name:  ______________________________ Email: _________________________________________
Permission to send confidential information to the above email address? 

Address (if different from the one listed above): ______________________________________________________________

Occupation: _____________________________ Employer: ____________________________________________________

School level completed: ____________________________________________

Cell Phone # ______________________ Texting Yes /No     Home/work phone # : _______________________

Dad’s Preferred form of contact:  Email, Call, Text
Mother’s full name:  ______________________________ Email: __________________________________________  ______ Permission to send confidential information to the above email address?

Address (if different from the one listed above): ______________________________________________________________

Occupation: _____________________________ Employer: ______________________________________________________

School level completed: ____________________________________________

Cell Phone # ______________________ Texting Yes /No     Home/work phone # : _______________________

Mom’s Preferred form of contact:  Email, Call, Text

What is the primary language spoken in the home? __________________________       
Other languages used frequently around your child? _________________________

Health History
Explain any complications with pregnancy. Was your child born full term or pre-mature?  If premature, how many weeks? __________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________
Infancy Concerns: _____ Allergies (please list on back) _____  Frequent crying _____  Poor sleep habits _____  Eating concerns
__________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________
Has your child met developmental milestones within the appropriate ranges of times: i.e.: rolling over, sitting up, crawling, walking, talking, potty training, etc.    

__________________________________________________________________________________________________________________________________________________________________________________________________
Which hand does your child prefer to use?  _____ Left   _____ Right   _____ Either   _____ Not yet determined 
Please list any childhood diseases/serious injuries and/or hospitalizations: 

	Childhood diseases/Serious injuries/illnesses
	Age:
	Treatment – completed/ongoing

	
	
	

	
	
	

	
	
	


Physical disabilities that might interfere with learning/playing/etc…: ________________________________________________

___________________________________________________________________________________________________________

Speaking difficulties (such as mispronouncing of words, specific letters sounds, stuttering): _____________________________

___________________________________________________________________________________________________________

Hearing Concerns: ____________________________ 

Vision Concerns: ____________________________

Unusual Spells 
______ Now
______ Past


Upset Stomach 
______ Now
______ Past

Soiling pants 
______ Now
______ Past


Bedwetting  
______ Now
______ Past

Seizures

 ______ Now
______ Past


Nightmares 
______ Now
______ Past

Current medication your child is taking now: ___________________________________________________________________

 In the past: ______________________________________________________________________________________________
Has your child ever received previous counseling or therapy? When (age of child and month/year) ______________________

Where: _____________________________ By whom: _________________________ How long did it last: ________________

Is the child receiving any form of therapy at this time? ___________ When did they begin? ____________________________

Where: _____________________________ By whom: ____________________ Do you plan to continue it?: ________________

Has the family ever received family therapy?   If so, when (month/year) ______________________

Where: _____________________________ By whom: _________________________ How long did it last: ________________

What was most helpful?  ___________________________________________________________________________________

What did not work well with previous therapy? _________________________________________________________________________________________________
_________________________________________________________________________________________________
School History
________ Full time Childcare  ________  Mother’s Day Out ________ Preschool ________Kindergarten ________1st  grade

Has the child changed schools recently? Yes/No 

What grade/age? ___________ 

Reason/s ________________________________________ Was it an easy transition for the child? _________________________________________________________________________________________________
Has the child skipped or failed a grade?  Yes/No 

IF Yes please give details: __________________________________________________________________________________________________________________________________________________________________________________________________
Explain any specific academic concerns with:

Reading: ____________________________________________ 
Math: _________________________________________________
Special tutoring: _____________________________________ 
Other: _________________________________________________
Subject with highest grade: _______________
Subject with lowest grade: _______________

Child’s attitude about school: __________________________________________________________________________________

School activities the child enjoys most: __________________________________ 
Least:____________________________________________________________________________________________
Social Adjustment of the child

Is the child active in any children’s groups? 
________ Scouting (cub/boy scouts, campfire girls/bluebirds/brownies/girl scouts) 

 ________ Religious groups 
________ Team Sports (baseball, soccer, cheerleading…) 
________ Community Activities

________ Other   _________________________________________________________________________________________________
Does your child seem to genuinely enjoy these activities? ____________________

What are the child’s major interests right now? Circle all that apply and give brief details below of any area of concern, pride, obsession…
Listening to music 
Creating music 

 Watching TV   

Reading

Telling stories                                     Collecting things
Building/making things
 Drawing/coloring
Movies

 Playing with friends
  Playing with siblings 
Playing with adults
 Playing alone

Pets

Other
Give details about types of Music/TV shows/Reading your child enjoys _________________________________________________________________________________________________
Hobbies: _________________________________________________________________________________________________

Describe the child’s relationship with his/her mother ____________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________
Describe the child’s relationship with his/her father ____________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________
Please give a complete list of addresses where the child has lived in his/her lifetime:

	Moved From
	Moved To
	Child’s Age and School Grade
	Month/Year

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


List Child’s brothers (last name if different from child) 

Age

School level completed

_____________________________________________

_____

___________________

_____________________________________________

_____

___________________

_____________________________________________

_____

___________________

List Child’s sisters (last name if different from child) 

Age

School level completed

_____________________________________________

_____

___________________

_____________________________________________

_____

___________________

_____________________________________________

_____

___________________

Others who live with the family




Age

Relationship

____________________________________________

                  _____

___________________

_____________________________________________

_____

___________________

In the child’s lifetime:

Anyone else who has lived with the family 
Age
       Relationship
                  Date when person moved out
______________________________

_____
     ___________________            ___________________
______________________________

_____
     ___________________            ___________________
Who resides with the child at this time?  

_____ Both Birth Parent (s)
_____ Adoptive Parent (s)

_____ Foster Parent (s)
_____ Birth Mother Only

_____ Birth Father Only

_____ Birth Mother & Stepfather

_____ Birth Father & Stepmother

_____ Relatives (list names and relationships)

 _____ Other (Give Details)
_________________________________________________________________________________________________

If either/both parents are deceased, how old was the child at the time of death(s)? _________________________________________
If birth parents are divorced/separated, how old was the child at that time? _________________________________________________________________________________________________

_________________________________________________________________________________________________
How did the child react to either of the above situations? _________________________________________________________________________________________________
Describe the child’s relationships with other adults _________________________________________________________________________________________________
Describe the child’s relationships with his/her siblings _________________________________________________________________________________________________
Describe the child’s relationship with other children _________________________________________________________________________________________________
_________________________________________________________________________________________________
Disciplining of the child:   ______ Strict  ______Lenient  ______ More strict than used with other children?   ______ More lenient than used with other children?

What discipline works best and in general how does your child respond to this form of discipline? _________________________________________________________________________________________________
_________________________________________________________________________________________________

Major difficulties at home ___________________________________________________________________________________

_________________________________________________________________________________________________

When were you first aware of these difficulties _________________________________________________________________________________________________
Major difficulties at school _________________________________________________________________________________________________
When were you first aware of the difficulties _________________________________________________________________________________________________
Has the child attended a camp or spent an extended time away from parents/guardians? ______ Yes  ______ No

Were any of the above mentioned difficulties or others exhibited during these times away from parents/guardians? 

_________________________________________________________________________________________________

Briefly describe your child’s areas of strength*:______________________________________

Briefly describe your child’s areas of concern*: ______________________________________

Data, background history that might help us work with your child*: _______________________

__________________________________________________________________________

Child’s hobbies and interest:____________________________________________________

Child’s fears: _______________________________________________________________

_______________________________________________________________

As a family we like to ________________________________________________________

__________________________________________________________________________

My greatest joy in raising this child is ___________________________________________

__________________________________________________________________________

My greatest frustration in raising this child is ______________________________________

__________________________________________________________________________

What I want most for my child is _______________________________________________

__________________________________________________________________________

If I could change one thing about my child’s schooling, it would be ____________________

__________________________________________________________________________

What I need most to help in parenting my child, but no one is providing is _______________

_________________________________________________________________________________________________
Is your child facing significant stressors at this time? No _____ Yes _____ If yes, please describe __________________________________________________________________________________________ __________________________________________________________________________________________ __________________________________________________________________________________________ __________________________________________________________________________________________ __________________________________________________________________________________________ 

Is your family facing any significant stressors just now? __________________________________________________________________________________________ __________________________________________________________________________________________ __________________________________________________________________________________________ __________________________________________________________________________________________ __________________________________________________________________________________________ 

Is there anything else you would like for me to know that would assist in understanding your child? ________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Check any of the following that describe the child’s behaviors

· Talks Constantly

· Talks only when needed

· Never talks to others

· Seldom completes tasks

· Finishes tasks

· Dislikes meals

· Enjoys meals

· Concerned about safety

· Looks forward to school

· Dreads school

· Friendly with playmates

· Fights with playmates

· Cannot control temper

· Dresses self

· Takes care of self

· Wants own way

· Good humored

· Slow movements

· Not much help at home

· Helps at home

· Learns easily

· Resists going to bed

· Restless, overactive

· Takes criticism

· Lacks self confidence

· Feels inferior

· Easily discouraged

· Upset by criticism

· Aggressive, hostile

· Easily injured

· Healthy 

· Active

· Easily upset

· Selfish

· Patient

· Imaginative

· Inquisitive

· Anxious

· Impatient

· Patient

· Impulsive

If any areas are left blank, we can follow up again in session. 
Thank you for your helpful information!
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