Foster Care Clinic Parent Questionnaire

Please bring this completed questionnaire with you to your appointment.      Today’s date    ________________
Child’s Name
___________________________________    Age   ______
 Ethnicity  __________________________
Name of school child is attending  ________________________    City  ___________________   Grade ________
Name of person completing this questionnaire and relationship to child  _______________________________

Patient’s Primary Care Medical Provider _______________________________________________________________
How long has your child been living with you?
Is this placement
□ Foster care
□ Guardianship

□ Foster to adopt

□ Adoption completed?

Who else lives in your household?
	Name
	Age
	Occupation
	Relationship to child
	Ethnicity
	Language Spoken

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Describe your child’s personality ________________________________________________________________________________

What is your child’s most frustrating behavior? __________________________________________________________________

What do you like best about your child? What are their strengths?
Your Concerns About Your Child
What would you like to gain through this evaluation?
What currently concerns you most about your child?

Do you think the problems are getting (check one): 
□ Better    □ Worse    □ Staying the same
Please briefly explain:
Birth History
Was the pregnancy full term?  □ Yes     □ No    □ Don’t know 

If pre-term, how many weeks or months early? _____________
During this pregnancy, did the mother use (list type and amount, if known):  □  Alcohol     □  Cigarettes     
 □  Other drugs  (list type and amount, if known)

__________________________________________________________________

Did mother take any medications during pregnancy?  
□ Yes   
 
□  No

□ Don’t know


If yes, list type and amount, if known:

What was baby’s birth weight?  ________



How was the baby delivered?  (check one)      □ Natural      □  C-section   □ Forceps   □ Vacuum  
□ Don’t know
Where did the delivery take place?   ___________________





□ Don’t know
How many days in the hospital after birth?  __________





□ Don’t know
Any problems in the newborn period?  


□ Yes    

□  No   

□ Don’t know
DEVELOPMENT

Do you consider your child’s growth normal/typical compared to other children of the same age?  
□ Yes
 □  No   
□ Don’t know
If no, please explain:

Do you consider your child’s physical coordination and motor abilities similar to other children his/her age?


□ Yes    

 □  No   
□ Don’t know
If no, please explain

Is your child receiving physical or occupational therapy?  

□ Yes    

□  No

If yes, how often? Has it helped?

Do you consider your child’s speech and language development similar to other children his/her age? 

□ Yes    

 □  No

□ Don’t know
As compared to other children of the same age, do you think your child’s general development is 



□   Below average  
□   Average
□ Above average 
EDUCATIONAL
Does he/she receive special education (have an IEP)? 

□ Yes    
□ No

□ Don’t know
What services does your child receive? What is the qualifying diagnosis?
Does he/she enjoy and feel successful in school?  
□ Yes    
 □  No

□ Don’t know
Please explain

Do you think your child needs further educational support? 


Please list in detail

MENTAL/BEHAVIORAL HEALTH TREATMENT
If yes:  


Type of therapy



How often

Name of therapist


Agency or site of therapy

Is your child receiving counseling?
 
□ Yes    

 
□ No

If yes:  



Type of counseling

How often

Name of therapist

Agency or site of therapy

Has this child ever been hospitalized due to behavioral/mental health concerns?  □ Yes
□ No

If Yes,   Agency or site of hospitalization:

Name of treating psychiatrist/psychologist:
MEDICAL HISTORY

Did your child have any major medical problems in the past?  
□ Yes   
 
□  No

□ Don’t know

If yes, please explain

Did your child have any surgery in the past?  
 

□ Yes   
 
□  No

□ Don’t know

If yes, please list  type and age of child
Did your child have any fractures or stitches?  
 

□ Yes   
 
□  No

□ Don’t know

If yes, Please explain
Please list any medications – including prescription medication, over-the-counter, as well as vitamins or supplements that your child is currently taking:

	Name of medication
	Dose
	When started?

	
	
	

	
	
	

	
	
	


Does he/she have any medication allergies?   


□ Yes   
 
□  No

□ Don’t know
Does your child have any sleep problems?    


□ Yes    
□ No


If yes, please indicate problem:    

□ Problems falling asleep
□ Nightmares

□ Night terrors





□ Snoring 


□ Early waking 

□ Nighttime waking



□ Other


What time does he/she typically go to bed?  _________

Wake up?
___________
Does he/she take naps? 
     □ Yes    □ No      If yes, how many hours? _______
BIOLOGICAL FAMILY HISTORY
	
	Mother
	Father
	Other relative (specify)
	Don’t know

	Seizures or epilepsy
	
	
	
	

	Mental retardation
	
	
	
	

	Mental illness

(please identify specific disorder if known)
	
	
	
	

	Hyperactivity
	
	
	
	

	Substance use disorder
	
	
	
	

	Other 
	
	
	
	


SOCIAL HISTORY
At what age was your child placed in foster care?

____________   


□   Don’t know  

How many different placements have there been?   
____________   


□   Don’t know  

Is there visitation with biological family members?  

□ Yes    
□ No


If yes, with whom, how often?

________________________________________________________________________
MEDICAL 
Please indicate with a checkmark if you child has had any recent problems with any of the following:
	□
	□ 
	□ Weight gain/ loss  
	□ Tics or twitches

	□ Headaches  
	□ Vision problems
	□ Hearing problems or recurrent ear infections
	□  Dental problems

	□ Respiratory (e.g., trouble breathing, Wheezing , Cough)
	□ 
	□ 
	

	□ Stomachaches (frequent) or digestive complaints 
	 □ Picky eater or difficulty eating 
	□ Vomiting
	

	□ 
	□ Daytime wetting
	□ Nightime wetting
	□ Constipation



	□ Soiling difficulities (e.g.,soiling in underwear, outside of toilet)
	□ History of bladder infections
	□ Muscle or joint pain i
	□ Learning difficulties

	□ Inattention
	□ Hyperactivity
	□ Not following directions
	□ Aggression

	□ Lying
	□ Sadness
	□ Anxiety/Worries
	□ Easily upset by past experiences


Please describe:  

PRIOR EVALUATIONS

Has your child had any previous evaluations for the current problems? (for example, psychological testing, neurological evaluation, FAS evaluation)

□ Yes    
□ No

□ Don’t know
If yes, when and where was the evaluation done?

NOTE: PLEASE BRING ANY COPIES OF EVALUATIONS THAT YOU MAY HAVE
Has your child been treated for the current problems?


□ Yes    
□ No

□ Don’t know
If yes, when and where and for how long?
How helpful has this treatment been/
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