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Child’s Name:
Date of Birth:

ALL ABOUT ME

My “Favorites”:
Toys:
Games:
Hobbies:
Songs:

TV Shows:
Other:

Things | like to do during my free time:

Foods | like are:

Foods | don’t like are:

| usually go to bed at: o’clock

Before bed, | usually:

Things | need help with are (for example: washing up, brushing teeth, dressing, etc.)

Things | can do myself are:
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v Child’s Name:

Date of Birth:

GETTING TO KNOW MY CHILD

ACTIVITIES OF DAILY LIVING

Describe your child’s abilities to feed him or herself, bathe, get dressed, use the bathroom, comb hair,
brush teeth, etc., including any special routines your child has for these activities. Describe what your
child can do by him or herself and any help or equipment your child uses for these activities.

MOBILITY

Describe how your child gets around. Include what your child can do by him or herself and any help or
equipment your child uses to get around. Describe any activity limits and any special routines your child
has.
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COMMUNICATION

Describe your child’s ability to communicate and to understand others. Include sign language, words,
gestures, or any equipment or help your child uses to communicate or understand others. Include any
special words your family and child use to describe things.

REST / SLEEP

Describe your child’s ability to get to sleep and sleep through the night. Describe your child’s bedtime
routine and any security or comfort objects your child uses.

SOCIAL / PLAY

Describe how your child shows affection, shares feelings, or plays with other children. What works best
to get your child to get along or cooperate with others? Describe your child’s favorite things to do.
Include any special family activities or customs.
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COPING / STRESS TOLERANCE

What things upset your child? Stressful events might include new people or situations, a hospital stay, or
procedures such as having blood drawn. What does your child do when upset or when he or she has
“had enough.” Describe your child’s way of asking for help and things to do or say to comfort your child.

RESPIRATORY

Describe your child’s respiratory (breathing) needs including care or treatments that your child needs
and any special techniques or precautions you use when giving care. Include any special routines your
child has for respiratory care.
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Child’s Name:

Date of Birth:

NOW AND LATER

Record your child’s words and thoughts about his or her life now as well as in the future. What does
your child do well now? What does your child want to be when he or she grows up?

RESPIRATORY

Include here any additional information that is important about your child.
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COMMUNICATION INFORMATION

Use this page to record your child’s ability to communicate and to understand others. Describe how
your child communicates; including sign language words, gestures, or any assistive technology or help
your child uses to communicate. Include any special words your family and child use to describe things.

Date Place of Interaction Child’s means of Types of Assistive Special Words
communication Technology

Notes:
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COPING / STRESS TOLERANCE

Use this page to talk about how your child copes with stress. Stressful events might include new people
or situations, a hospital stay, or procedures such as having blood drawn. Describe what things upset
your child and what your child does when upset of when he or she has “had enough.” Describe your
child’s way of asking for help and things to do or say to comfort your child.

Date:
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Child’s Name:

Date of Birth:

MOBILITY

Use this page to talk about your child’s ability to get around. Describe how your child gets around.
Include what your child can do by him or herself and any help or equipment your child uses to get
around. Describe any activity limits and any special routine your child has for transfers, pressure
releases, positioning, etc.

Date:
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