Northwest Child Development Center 
Developmental History and Background Information 

Regulations for licensed child care facilities require this information to be on file to 
address the needs of children while in care. 

Child’s Name:___________________________   Date of Birth___________________________

Developmental History
Age began sitting _____ Rolling _____ Crawling _____ Walking _____ Talking _____
Does your child pull up _____ Crawl _____ Walk with support _____
Does your child use pacifier or suck thumb? _____ When? _____
How does your child communicate? ____________________________________________
Any special words he/she uses to communicate ___________________________________
Does your child drinking from a bottle? __________________________________________
Does your child self feed? (Table food) ___________________________________________

Health Information
Any known complications at birth? _______________________________________________
Serious Illnesses and/or hospitalizations? ___________________________________________
Special physical conditions, disabilities _____________________________________________
Allergies _____________________________________________________________________ 
Regular medications____________________________________________________________

Eating Habits
Does your child eat on your lap _________ in a high chair __________ at table __________
Does your child use their hands _________ a spoon __________ a fork _________
Favorite Foods _____________________________________________________________
Foods Refused _____________________________________________________________
Any other important eating habits/difficulties ____________________________________
__________________________________________________________________________



Toilet Habits
Are disposable or cloth diapers used? ____________________________________________
Is there a frequent occurrence of a diaper rash? _____________
Do you use oil_____ Powder _____ Lotion _____ other _____________________________
Are bowel movements regular? ___________How many per day? _____________________
Is there a problem with diarrhea? _______ Constipation? ________
How does your child indicate bathroom needs (include special words) __________________
Has toilet training been attempted? ______________________________________________
Please include any particular procedures to be used for your child at the center in regards to toileting ____________________________________________________________________
____________________________________________________________________________



Sleeping Habits
Does your child sleep in a crib? _____ Bed? ______
Does your child become tired and take a nap during the day (Include when and how long)
_________________________________________________________________________
When does your child go to bed at night? _____ get up in the morning? _____ 
Describe any special needs (Stuffed animal, story, etc) ______________________________

Please note: The American Academy of Pediatrics has determined that placing a baby on his/her back to sleep reduces the risk of Sudden Infant Death Syndrome (SIDS).  SIDS is the sudden and unexplained death of a baby under one year of age.  


Social Relationships
How would you describe your child? _______________________________________________________
_____________________________________________________________________________________
How does your child react to new people? __________________________________________________
How do you comfort your child? __________________________________________________________
Favorite toys/Activities __________________________________________________________________
Fears (the dark, animals,) ________________________________________________________________
What is the method of behavior management/ Discipline you use at home? _______________________
_____________________________________________________________________________________
What would you like your child to gain from this childcare experience? ___________________________
_____________________________________________________________________________________




Daily Schedule 
Please describe your child’s schedule on a typical day
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Is there anything else we need to know about your child?
______________________________________________________________________________
______________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________



Parent/guardian signature: __________________________________ Date: ________________







In-Home Language
Do you speak English or another language at home? What is it? _______________________
Does your child understand and speak the language listed above? _____________________
If the language that is used at home is not English, Please help us learn some key words and phrases that may help us help us to help your child feel more comfortable as s/he adjusts to the center. Please include words in regards to greetings, toileting, eating, comfort phrases and any other words that you think would be helpful for staff to know. 
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
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