[image: image1.jpg]Parents in Progress
\% x\'ur;ired @
M@ v\‘, Jppg)eaac:lr 1o... - R’b ’

Parent Coaching - Counseling - Consultation

www.parenisinprogress.org




Child’s Name: _________________________________Date of Birth: __________

Age: _______ Grade: _______School______________________________________

Address: ___________________________City________State______ZIP________
Home Phone: __________________________  Cell Phone:______________________
Parent’s E-mail _______________________________________________________

Parent/Guardian (filling out this form): _____________________________________ 
Occupation:_______________________________________________
Parent/Guardian Name: _____________________________________

Occupation: ______________________________________________

Siblings:
_________________________ Age__________

               _________________________ Age__________

               _________________________ Age__________

               _________________________ Age__________

Significant Prenatal History:           N/A     or     YES  

(Include birth trauma, pregnancy, birth defects, congenital disorders, etc) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Significant Developmental History:   N/A   or    YES    

(atypical development including toileting, crawling, walking, talking, social development, etc) ______________________________________________________________________________________________________________________________________________________________________________________________________ 
Special Needs: (Circle all that apply)

IEP/504       learning disabilities       glasses        prosthesis         hearing    

 gross motor         fine motor        information processing           allergies 

Medications: (include dose/frequency/how long prescribed)
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Past/Current Health Issues (ex: asthma, significant allergies, ):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Past/Recent Significant Life Changes: (w/in two years-divorce, separation, move, new school, etc): ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

