Spring Knolls Cooperative Early Learning Center

8900 Georgia Avenue, Silver Spring, MD 20910 • 301-650-0086 • www.springknolls.org

Family Information Form

Child's Name
     
Nickname
     
 Date of Birth      
Parent/Guardian's Name         
Daytime Phone
     
E-Mail

     
Emergency Contact Person 
     
Daytime Phone

     
Relationship to Child
     
Name(s) of designated individuals authorized to receive child at end of session 

Name      





Name      
Daytime Phone
     



Daytime Phone 
     
Relationship to Child
     


Relationship to Child      
Name      





Name      
Daytime Phone
     



Daytime Phone
     
Relationship to Child       



Relationship to Child
     
Name(s) and Age(s) of siblings
     
Is the family expecting a baby?
 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

Marital status of parents

     
Family hobbies or interests (can these be shared in the classroom?)      


Approximate hours/week child is away from parents:        
With whom are these hours spent?     
Does child object to being left with a sitter?
 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

Does child usually find it hard to separate from parents?
 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

Does child like to play alone?
 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO          For what length of time?      
Does child like to play with peers?  FORMCHECKBOX 
YES    FORMCHECKBOX 
NO      For what length of time?      
Approximately how much time per week does your child spend w/playmates     
Does child like to be read to?
 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

What activity might calm your child is (s)he is upset?       
Does your child have any significant fears?
 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

If yes, what are the fears and what is the best way to handle them?      
Does your child ask to go to the bathroom?  FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

How independent is (s)he in the bathroom?  FORMCHECKBOX 
VERY    FORMCHECKBOX 
SOMEWHAT    FORMCHECKBOX 
NOT INDEPENDENT

For new Spring Knolls families:  

Has your child any previous school experience?  FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
If yes, where?      
Do you have any concerns about school adjustment?  FORMCHECKBOX 
YES    FORMCHECKBOX 
NO   If yes, what are they?        
Other comments?      
Name of person completing form:        ​​​​​​​​​​​​​​​​​​​​

Signature:  _____________________________________________________________

Date:       
Although you may complete this form online, you must print and sign it.
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