TDSA Parent Questionnaire

Student Name ___________________________________  Date of Birth _____________

Today’s Date ______________  

Person Completing Questionnaire ____________________________________________

Relationship to Child ________________________________

If languages other than English are spoken at home, please estimate percentage of use of each language:

Name of Pediatrician ______________________________________________________

Approximate date of last visit to pediatrician _________________

Describe any complications during pregnancy or delivery.

Date of most recent vision screening (indicate screening location) ________________

Date of most recent hearing screening (indicate screening location) _______________

Results of the above screening:

Age at which child first walked: _________________

Age when first word spoken: ___________________

Age when first sentence spoken: _________________

Has your child ever had ear infections? ____________  If so, describe how often and state date of most recent infection: ________________________________________

Any allergies? ___________________  Describe: _______________________________

_______________________________________________________________________

Any medication taken regularly?

Any medical conditions we should be aware of?

Describe what your child likes most about his/her school experience and what positive changes you observed as a result.

Describe any problems in previous school experiences.

Describe your child’s temperament.

Any behavioral difficulties? _____________  If so, please describe behavior management system you or previous teachers have utilized:

Previous testing? (Psychological, Speech and Language, Motor, other) _____________  If so, please describe: (PLEASE FORWARD COPIES OF ANY EVALUATIONS TO TDSA)

Does your child currently, or has your child worked with a speech therapist, Occupational Therapist or Physical Therapist? ___________ When? __________ Outcome? ________

What are your hopes and expectations for your child’s kindergarten year? What do you want your child to learn? In what areas do you hope to see your child make the greatest gains?

Please return completed form to:  
Torah Day School of Atlanta






1985 LaVista Road






Atlanta GA 30329






ATTN:  Admissions

