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           Parent Questionnaire – EC3, EC4 and KINDER



EC-K PARENT QUESTIONNAIRE

It is very important for us to get to know our candidates through their parents. For this reason we ask you to please complete this questionnaire.

Candidate’s full name

Date of birth (day-month-year) 

Mother tongue 



      
  
Second language 

Person answering the questionnaire 

Mother’s full name 

Nationality 




  

    Mother tongue 

Email 





   Home phone 

       Cellular phone 

Occupation 




  Work schedule 

Marital status:    Married (   )        Divorced (   )        Separated (   )       Widow (   )       Single (   )

Father’s full name  

Nationality 




  

   Mother tongue 

Email 





   Home phone                              Cellular phone 


Occupation 




  Work schedule 

Marital status:    Married (   )        Divorced (   )        Separated (   )       Widow (   )       Single (   )

Siblings’ name, age, and school:
	Name
	Age
	School

	
	
	

	
	
	

	
	
	



People that live with the child: 

Name of the cities where your child has lived and how long he/she has lived in each of them:
	City
	Length of stay
	From
	To

	
	
	
	

	
	
	
	

	
	
	
	


 Were there any difficulties during the pregnancy or in your child’s life until now?  If yes, please explain:


 Does your child take any medications: Yes (   )  If yes, which?



           No (   )
Reason for taking medication: _________________________
 Does he/she have any health problems that the school should be aware of (for example: food allergies)? Please attach documentation.

 Has the child had any serious diseases or accidents?    Yes (   )   
No (   )
 If yes, please explain

 Has he/she ever been hospitalized? Yes (   )    No (   )
 If yes, please explain 
 How would you describe your child (uniqueness, special characteristics, etc.)?


 Mention your child’s areas of strength and those in which he/she needs support to improve:
	Strengths
	Areas that need improvement

	
	

	
	

	
	

	
	



What activities does your child like to do independently?


What activities does he/she do with you?


What activities do you allow or promote your child to do independently?



Who usually takes care of your child?  
Describe a typical day in your child’s life: 

The child attended: Nursery (    )    Day care   (    )    Preschool    (   )       None (   )
	Name and city of the school
	Dates of attendance (from- to)

	
	

	
	

	
	



At what age did your child said his/her first words?   
Does he/she sometimes ask people to speak louder?                   
Yes  (   )    No (   )
Is it necessary to repeat instructions? 



Yes  (   )    No (   )
Has he/she ever required an auditory exam?  

            Yes  (   )    No (   )

Has an ophthalmologist ever evaluated him/her?


Yes  (   )    No (   )

Does your child wear glasses? 




Yes  (   )    No (   )

Does he/she have vision problems? 




 Yes  (   )    No (   )  
If yes, please explain


Age your child walk independently 
Has he/she ever used or does he/she use orthopedic shoes? 

 Yes  (   )    No (   )

Does he/she fall frequently? 





 Yes  (   )    No (   )
Does your child react negatively to loud sounds? 


Yes  (   )    No (    )
Does he/she tire easily when walking? 



 Yes  (   )    No (   )

Does he/she usually spill liquids or drop things? 


 Yes  (   )    No (   )

Does your child need help to get dressed or undressed? 

 Yes  (   )    No (   )

Does he/she easily do physical activities (jumping, running, climbing)? 
 Yes  (   )    No (   )

If no, please explain: 


Does he/she nap?  Yes  (   )   If yes, for how long? 



           No (   )
What time does your child go to bed?  
Who does your child sleep with? 
Does he/she usually wake up during the night?   


Yes  (   )     No  (   )

Does he/she separate easily from parents?          


Yes  (   )     No  (   )

Does he/she interact easily with other children?  


Yes  (   )     No  (   )

Does he/she get easily distracted?  




Yes  (   )     No  (   )

Does your child wear diapers?  




Yes  (   )     No  (   )  Only at night  (   )


At what age did your child stop wearing diapers?  

Does your child use the bathroom independently? 


Yes  (   )     No  (   )  
Has your child ever been evaluated by a specialist (psychologist, language therapist, etc.)?  Yes (   )  No (   )

If yes, please explain: 

Has your child ever received any type of support/therapy inside or outside school (emotional, language, attention-concentration, sensorial, occupational, gross or fine motor, etc.)?  
Yes  (   )     No  (   )

If yes, please explain and provide name of therapist: 

Has there been any important event in your child’s life that might have impacted him/her (for example: birth of a sibling, hospitalization, death in the family/friend, change of nanny, etc.):   Yes  (   )    No  (   )

If yes, please explain: 


Has your son/daughter ever attended FDR’s Summer/Winter Camp?    Yes (   )   If yes, what year?                      No  (   )  
What is your motivation for choosing FDR for your child’s education? 


Colegio Roosevelt will contact you should we need more information.
Thank you for taking the time to answer this questionnaire!
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