
Family Profile Form 
Intermediate through Kindergarten 

The purpose for requesting this information is to help the teachers get to know your family and child in order to 
best understand and meet your needs.   This  information will be kept confidential  in your child's  files by  the 
Teachers  and  Administration.     I  understand  and  give  permission  for  this  information  to  be  shared  with  the  
following people: 

 Program staff in my child's room ECYC Administration

Print Name _________________________               Signature ___________________________ 

Child's Name: _________________________________   Male  Female

Birth date: ____________    Enrollment Date: ______________

Program___________________________ 

What time will your child be dropped off and picked up each day?  

Who will be the primary person for drop off and pick up?  

FAMILY MAKEUP:

Parents:  

Name: Mom/Guardian/Domestic Partner_________________________________ 

Name: Dad/Guardian/Domestic Partner __________________________________

Married    Divorced     Separated     Single Parent     Living with partner 

If Divorced or Separated: 

Age of child at time of Divorce or Separation_________ 

Does child see other parent?  If so how often: ___________________________________________________ 

Are there legal custody agreements?   ____yes    ____no 

If yes, please provide a copy  for your child's  file.   Without  this  legal document we cannot comply with a 

parent’s request for seeing or picking up the child. 

What does your child call family members:  

Siblings:  Name  Birth date 

__________________   __________ 

__________________   __________ 

Please type in your first and last name in the signature box below. By typing your name into the box below you attest that you are signing this 
document electronically.



Are all siblings residing in the home with your child?   Yes  No 

If no, how often does your  child  see  these  siblings: Never   Rarely         or Regularly on  the  following 

schedule:________________________________________________________________________________ 

Please list other persons living with your family and their relationship to the child: 

Name:  Relationship 

____________________  _____________________ 

____________________  _____________________ 

If  another  person  shares  in  the  caring  of  your  child/children  on  a  regular  basis,  please  indicate  name, 

relationship, days/hours they are responsible for your child. 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

Please List the following: 

Race:    Family_________________   Child____________________ 

Religion: Family __________________  Child____________________ 

Culture:  Family ____________________  Child____________________ 

Home Language:  Family _________________  Child __________________ 

Please  tell us  about  any  cultural  family  customs,  rituals  or  traditions  that will  help  us make  your  child’s 

experience more meaningful (e.g. holidays, birthdays): __________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

YOUR CHILD 

Do you have a nickname for your child?   No       Yes ______________ 

Is your child adopted?  No       Yes  

Does your child use a pacifier?   No       Yes  If yes, when _____________________________________ 

HEALTH: 

Please list any major past or present illnesses, accidents, operations or hospitalizations: ______________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

List any medications your child is given on a regular basis: _______________________________________ 

________________________________________________________________________________________ 
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Please give us background on any special needs your child may have:  Health, Neurological, Motor, Sight, 

Hearing, Diet: (We will discuss this with you at enrollment) 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

DEVELOPMENTAL HISTORY: 

Type of Birth:    Normal  Premature  ____________________________ 

My child: Began walking at age: _______________ 

ROUTINES 

Sleeping: 

Does your child sleep in:  Crib  Bed   With Parents 

Times your child naps: ______________________________________________________________ 

Night Time Sleep schedule: __________________________________________________________ 

Are there any sleep/wake time rituals?  If so, please describe: _____________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

Eating: 

Do you have any concerns about your child's eating habits? ________________________________ 

__________________________________________________________________________________ 

Name some of your child’s favorite foods: ________________________________________________ 

Name some foods your child dislikes: ____________________________________________________ 

Does your child eat on their own    No      Yes, using    hands    spoon    fork   

Please name any food restrictions due to allergy and the reaction that occurs: 

__________________________________________________________________________________ 

Please name any food restrictions due to religious belief or Dr.'s orders due to age: 

_________________________________________________________________________________ 

Toileting: 

      Does your child often have:   Diarrhea    Constipation 

Does your child wear diapers:  Disposable Diapers  Cloth Diapers  

Do you use any cream at diaper changes:   No     Yes  (if yes please supply cream) 

Is your child toilet trained:  No     Yes  If yes, when did you begin? _________________________ 



Is your child currently in the process of toilet training:  Yes     No  If yes, please explain: ________ 

_____________________________________________________________________________________ 

Word used for: Urination: ______________________  Bowel movement: ________________________ 

SOCIAL/EMOTIONAL DEVELOPMENT 

Please tell us how you would describe your child: 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

Has your child had any experience playing with other children?  If so, please describe: 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

Has your child experienced another group setting?    Yes       No 

If yes, what type of setting and how did they respond to the experience? ______________________ 

____________________________________________________________________________________ 

How does your child separate from you?     Easily  Needs Coaxing 

Does your child have temper tantrums:   Yes       No 

If yes, what usually causes them and how do you handle them? ______________________________ 

____________________________________________________________________________________ 

How does your child respond to strangers?  _______________________________________________ 

Is your child frightened by anything, e.g. sirens, animals, water, people in costume, etc.? __________ 

____________________________________________________________________________________ 

How do you comfort your child: _________________________________________________________ 

____________________________________________________________________________________ 

What is your style of disciplining?________________________________________________________ 

____________________________________________________________________________________ 

LANGUAGE 

Does your child use:      Words  Sentences     Conversation    

What language(s) does your child speak? ______________________________________________ 

Do you have any concerns with your child’s language development?________________________ 

_________________________________________________________________________________ 



PARENT'S PERSPECTIVES 

What do you, as a family hope to get out of this child care experience? _________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

Do you have any ideas about parenting that would help us better care for your child as an individual? 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

Are there any additional circumstances regarding your child that you would like us to be aware of?  

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 
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