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BLUE VALLEY SCHOOL DISTRICT

Special Services Student History

Confidential

	Today’s Date
	     


	STUDENT INFORMATION




	Student Name
	     
	Sex
	 FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female


	Address
	     
	Phone
	


	Date of Birth
	     
	Age
	     
	Ethnicity
	     


	Place of Birth
	     
	Grade
	     


	School of Attendance
	     
	Public Home School
	     


	Person reporting information
	     


	Relationship to Child
	     
	Legal Guardian   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


	E-Mail Address
	     
	Phone
	


	Father/Guardian’s Name
	     
	Age
	     


	Occupation
	     


	Mother/Guardian’s Name
	     
	Age
	     


	Occupation
	     


	FAMILY HISTORY




	Marital Status: (optional)
	 FORMCHECKBOX 
 Married
	 FORMCHECKBOX 
 Divorced
	 FORMCHECKBOX 
 Separated



	Has either parent remarried? Which one? (optional)
	 FORMCHECKBOX 
 Mother 
	 FORMCHECKBOX 
 Father  
	 FORMCHECKBOX 
 Both


	Child’s primary residence:
	     


	Check One:
	 FORMCHECKBOX 
 Biological Child
	 FORMCHECKBOX 
 Adopted Child  
	 FORMCHECKBOX 
 Foster Child


	Names and ages of other children in the family (oldest to youngest):


	Name:       
	
	Age:       

	Name:       
	
	Age:       

	Name:       
	
	Age:       


Are there adults other than the parents who play an active role in raising your child?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

If yes, please list:
     
EDUCATIONAL HISTORY
	Please list schools attended

	Year
	     
	Grade
	   
	School
	     
	City/State
	     

	Year
	     
	Grade
	   
	School
	     
	City/State
	     

	Year
	     
	Grade
	   
	School
	     
	City/State
	     

	Year
	     
	Grade
	   
	School
	     
	City/State
	     

	Year
	     
	Grade
	   
	School
	     
	City/State
	     

	Year
	     
	Grade
	   
	School
	     
	City/State
	     


Has your child been retained or accelerated?
 FORMCHECKBOX 
 Yes
   FORMCHECKBOX 
 No
If yes, please explain:
     
Has your child ever received reading, math, writing support?
 FORMCHECKBOX 
 Yes
   FORMCHECKBOX 
 No
If yes, please explain:
     
	STUDENT INFORMATION




Describe your child’s talents and strengths:

     
Describe your child’s sleeping habits:

     
Describe your child’s eating habits:

     
Describe social interactions (with siblings and friends):

     
What are your concerns about your child’s academic growth?

     
Please describe your child’s homework habits, including how long he/she spends doing homework each night. 
     
What are your priorities and goals for his/her school and future career?
     
Does your child exhibit notable fears?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
If yes, please give a brief explanation:

     
Does your child exhibit explosive behavior?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
If yes, please give a brief explanation:

     
	SENSORY



Difficulty tolerating clothing textures or food textures:   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If yes, please explain:

     
Difficulty tolerating loud or unexpected noises:   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If yes, please explain:

     
Difficulty remaining seated at dinner:   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If yes, please explain:

     
Difficulty tolerating odors:   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If yes, please explain:

     
Expresses fear on playground equipment:   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If yes, please explain:

     
Appears weaker than others:   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If yes, please explain:

     
Crashes into objects or walls:   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If yes, please explain:

     
	

	HEALTH HISTORY

	


Prenatal:  Were there any complication with this pregnancy?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, please explain:

     
Birth:  Length of pregnancy:       
Child’s birth weight:      
Please describe any difficulties during labor?
     
Were there any complications initiating breathing at the time of birth?
   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No’
If yes, please explain:
     
Does your child have any allergies?   FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No
If yes, please list:

     
Has your child ever had seizures?   FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No
If yes, please explain:
     
Has your child ever had head trauma/concussions?   FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No

If yes, please explain:

     
Does your child have any medical diagnoses?   FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No
     
If yes, please explain:
     
Does your child have a history of mental health concerns?   FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No
If yes, please explain:
     
Is your child currently taking any medication?   FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No
If yes, please list name of medication and reason:

     
	

	DEVELOPMENTAL HISTORY

	


Please list the approximate age the following skills were attained:

Sitting Alone:       

Walking:       
Feeding Self:       
Voluntary control of bladder:       
Does your child now have or has he/she ever had difficulty in any of the following areas?

	Speech
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Vision
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Hearing
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If yes, please explain:

     
Please list the age your child began talking?      
Can most people understand your child?   FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No
Has your child ever been enrolled in speech therapy?   FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No

If yes, please explain:

     
Can your child retell a story or explain an event concisely, in sequence, and with relevant vocabulary?
 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No
Please describe:

     
4

