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Wendy T Carannante, M.S., Ed.S., N.C.S.P.

Wendy Carannante and Associates PLLC
Questionnaire
This questionnaire asks you to respond to a series of questions about you and/or your family. This type of information is very helpful in understanding you or your child. Please complete as best as you can to describe information about the patient being evaluated.

Patient Name ________________________   Birth Date ___________ Patient’s Age _______

Patient’s grade/year in school (if applicable) _______ Current School of Attendance (if applicable) _____________________
Chief reason for service (Psychological and/or Educational Evaluation) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Patient Name: _______________________ Work Phone___________ Home Phone_________

Address: ______________________________________________________________________

Email Address: _________________________________________________________________

If under 18 -(
Parent’s Name: ____________________ Work Phone _________ Home Phone ________ 
Address _________ ________________________________________________________
Email address _____________________________________________________________
Parent’s Name: ____________________ Work Phone _________ Home Phone ________ 
Address (if different) ________________________________________________________
Email address _____________________________________________________________
Is this your biological/adopted/step/foster child? Are you the child’s legal guardian? ___ Yes __ No
Siblings and/or others living in the home

Name


Age


Relationship (brother/sister)
1. ______________________________________________________________________
2. ______________________________________________________________________
3. ______________________________________________________________________
4. ______________________________________________________________________

Referred by _______________ May I thank them for referring you? ___ Yes ___ No
MEDICAL BACKGROUND/INFORMATION OF PATIENT
Have the patient ever been taken to the emergency room, was a serious emergency, hospitalized, or had an outpatient surgery since birth? ___ Yes ___ No If yes, please describe condition/injury, treatment, any surgery, when, how long, and where: ___________________________________ _____________________________________________________________________________________________________________Had a head injury? ___ Yes ___ No. Lose consciousness? ___ Yes ___ No If yes, how long? ____________Did you or your pediatrician notice any changes in behavior or development after the head injury? ___________________________________________

Does the patient seem in control of his or her behavior and attention? ___ Yes __No If no, please explain: _________________________________________________

Has this patient ever been diagnosed by a psychologist, physician, or other professional as having ADHD (Attention-Deficit/Hyperactivity Disorder)? ___ Yes ___ No If yes, when? ________________________________

What treatment have been sought for ADHD (other than medications)?____________________________________________________________

What medication(s) have been received for ADHD (include dosage and times)? _______________________________________________________________________

Please describe any other handicapping conditions or special health considerations and treatments: ________________________________________________________________________________________________________________________________________________ Allergic to any medications, food, or substances? ___ Yes ___ No If yes, please describe: ______________________________________________________________

Any concerns regarding hearing/vision?  ___ Yes ___ No

Has the patient seen a vision specialist? ____ Yes ____ No Had a vision test? ____ Yes ____ No

Does this child wear ___ Glasses? ___ Contacts?

Has the patient seen a hearing specialist? ____ Yes ___ No Had a hearing test? ____ Yes ____ No Wear a hearing aid? ____
Please list medications currently being taken by the child, including nonprescription medications (with dosages and times): __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

This patient’s current health is: ___ Poor ___ Fair ___ Good ___ Excellent

Does the patient have any sleeping difficulties? (trouble falling asleep, staying asleep, waking) ___ Yes ___ No Please describe:_____________________________________________
Does the patient have any unusual eating patterns or habits: ______________________________
BIRTH AND DEVELOPMENTAL HISTORY OF THE PATIENT
Pregnancy
Length: ___________

Any illnesses or complications during pregnancy? ___ Yes ___ No If yes, please explain: ______________________________________________________________________________

Medications taken by the mother during pregnancy: _____________________________________

Substances used during pregnancy: _________________________________________________

If so, how much and how often: ________________________________________________

Was the father taking any medications or drugs at time of conception? ___ Yes ___ No If so, what? ______________________________________________________________________________

Labor and Delivery

Was the birth of the patient “normal?” ___ Yes ___ No If no, please explain :
______________________________________________________________________________

Do you think the patient’s problems might be related to pregnancy, labor, or delivery? __ Yes __ No If yes, please explain : ____________________________________________________________________________________________________________________________________________________________

Perinatal History
Birth weight ______________ Length _____________ APGAR Scores __________________

Did mother or baby stay in Special or Intensive Care? ____ Yes ___ No

Please describe any problems: ____________________________________________________________________________________________________________________________________________________________

Please list any birth defects:

______________________________________________________________________________

INFANCY AND EARLY CHILDHOOD
Please rate the patient on the following behaviors during infancy and/or early childhood: Circle 1 if the behavior on the left was present the majority of the time. Circle 5 if the behavior on the right was present the majority of the time. Stages in between are represented by 2, 3, and 4. If there are two behaviors listed (e.g. Tantrums and headbanging), please check that one that was present.

Quiet and content 
1
2
3
4
5
colicky and irritable

Very easy to feed
1
2
3
4
5
daily feeding problems

Slept well

1
2
3
4
5
frequent sleeping problems

Usually relaxed

1
2
3
4
5
often restless

Underactive

1
2
3
4
5
overactive
Cuddly, easy to hold
1
2
3
4
5
did not enjoy cuddling

Easily calmed down
1
2
3
4
5
__ Tantrums __ Head banging

Cautious and careful
1
2
3
4
5
__ Accident prone __ Daredevil

Coordinated 

1
2
3
4
5
uncoordinated

Enjoyed eye contact
1
2
3
4
5
avoided eye contact

Liked people

1
2
3
4
5
Disliked contact with people

Other problems or comments regarding infancy or early childhood development: ____________________________________________________________________________________________________________________________________________________________

Did any event, health condition, separation, etc., disturb early infant/mother bonding or the developing toddler/mother relationship? ___ Yes ___ No If yes, please explain: ____________________________________________________________________________________________________________________________________________________________

Please describe the patient as an infant (temperament, sleeping, eating patterns, etc.): ____________________________________________________________________________________________________________________________________________________________

Ages at Milestones
Gross Motor


Age


Language Skill

Age

Crawled


____________

used single words
____________

Walked alone 


____________

used sentences (2+words) __________

Social/Adaptive

Potty trained/day

____________

Potty trained/night

____________

Rate of the developmental overall: ___ Slow
____ Normal

___ Fast

EDUCATIONAL BACKGROUND/INFORMATION OF THE PATIENT
Attend preschool? ___ Yes ___ No If so, list location, type of program, number of days per week, age when started, and progress: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Current School ______________________Grade _____  Teacher _____________________ 

List previous schools and grades attended at each: ________________________________________________________________________________________________________________________________________________Briefly describe performance and any concerns in each grade: 

Kindergarten: ____________________________________________________________

________________________________________________________________________

1st grade: ________________________________________________________________

________________________________________________________________________

2nd grade: ________________________________________________________________

_______________________________________________________________________

3rd grade : _______________________________________________________________

_______________________________________________________________________

4th grade: _______________________________________________________________

________________________________________________________________________

5th grade : _______________________________________________________________

________________________________________________________________________

6th grade: _______________________________________________________________

______________________________________________________________________

7th grade: _______________________________________________________________

_______________________________________________________________________

8th grade: _______________________________________________________________

________________________________________________________________________

9th grade: _______________________________________________________________

_______________________________________________________________________

10th grade: ______________________________________________________________

_______________________________________________________________________

11th grade:_______________________________________________________________

________________________________________________________________________
12th grade:_______________________________________________________________

________________________________________________________________________College/University Performance (E.g. Current GPA, Strengths, Struggles, Performance) : ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Repeat any grades? ___ Yes ___ No If so, which one? ________

Received any special education services (IEP) or is on a 504 plan?        ___ Yes ___ No If receiving or have received special education services, for what educational disability category, what services were provided, and approximate dates of service initiated and ended? __________________________________________________________________________________________________________________________________________________________

** If receiving special education services, please provide this evaluator with a copy of the  current or most recent IEP and most recent eligibility records and any previous psychological or educational evaluations completed to assist in a through evaluation. 

Received any specialized programs or tutoring (reading, math, gifted)? ___ Yes ___ No ____________________________________________________________________________
Received or been involved in any specialized services, behavior intervention plan, child/student intervention plan?___Yes or ___No What was received and what is the response to these programs or services (ie. progress)?_________________________________________________
________________________________________________________________________
Past or current academic successes: ________________________________________________________________________________________________________________________________________________
Recent and past school attendance: _________________________________________
List any school or community clubs or sports your child is involved in: ________________________________________________________________________
Current grades: _____________________________________________________
Linguistic/Cultural Factors

Born in the United States? ________________ If not, where was the patient born and at what age did the patient enter the United States? __________________________________
Primary language: __________________________________________

Secondary language (if any)?__________________________________
What language do family members speak in the home?______________________________

What is the primary language spoken in the home?___________________________________

What other languages are spoken in the home? ____________________________________
Are there any other relevant cultural or linguistic factors that would be important to take into consideration: ______________________________________________________________
SOCIAL SKILLS
How does the patient get along with same age peers? 

___ Below Average ____ Average ___ Above Average

For parents of patients who are children and adolecents: 

How does the patient interact  with adults? 

___ Below Average ____ Average ___ Above Average

Who does the patient prefer to play with? ____ Family  ____ Alone ___ Younger ___ Same Age ____ Older Children

Favorite play activities when with friends? 

________________________________________________________________________
Favorite  play activities when alone? 

________________________________________________________________________
Any unusual or repetitive play or activities? 

________________________________________________________________________
BEHAVIOR
Do you have any concerns regarding with the patient’s behavior either at home, in public or at school? ___ Yes ___ No

If so, please describe: _______________________________________________________
________________________________________________________________________________________________________________________________________________

For parents of patients who are children or adolescents?

Compared to others of the same age, how does your child behave at school? 

___ Below Average ____ Average ___ Above Average

Compared to others of the same age, how does your child behave at home? 

___ Below Average ____ Average ___ Above Average

How do you handle discipline in your family? ________________________________________  Do you feel these methods are successful in managing your child’s behavior? ___ Yes ____ No

Strengths: _____________________________________________
________________________________________________________________________________________________________________________________________________

Area of need for improvement:____________________________

Please list any unusual, traumatic, or possibly stressful events that may have had an impact on development and current functioning. Include incident, patient’s age at the time, and comments. ________________________________________________________________________________________________________________________________________________

Has the patient or patient’s immediate family received any professional mental health treatment, such as individual or family counseling, group counseling, etc.? __ Yes __ No If yes, please list any past and current treatments, including type of counseling, person counseled, name of counselor, and length of treatment: ________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Present Personality and Behavior

Please circle all the traits that apply:

Happy
Sad
Leader
Follower
Moody
Friendly

quiet 
overactive
independent
dependent
sensitive
affectionate
fearful
cooperative
tantrums
lethargic
too responsible
trouble sleeping
hard to discipline
even-tempered
prefers to be alone
prefers to be with others

FAMILY HISTORY

Mother’s History
Name __________________________ Birth Date ____________ Age _________

Highest Grade completed __________ Highest Degree _________________________

Excel with reading, writing or math in school? ___ Yes ___ No If yes, explain.
____________________________________________________________________________

Experienced any difficulties with reading, writing or math in school? ___ Yes ___ No If yes, explain. ____________________________________________________________________
Any mental health problems? If yes, please describe the problems and the treatment received. ___ Yes ___ No ______________________________
____________________________________________________________________________

Any ongoing medical problems? ___ Yes ___ No If yes, please specify. ______________________________________________________________________________
Occupation ____________________ Current Place of Employment_________________________

FATHER’S HISTORY

Name __________________________ Birth Date ____________ Age _________

Highest Grade completed __________ Highest Degree _________________________

Excel with reading, writing or math in school? ___ Yes ___ No If yes, explain.

___________________________________________________________________________

Experienced any difficulties with reading, writing or math in school? ___ Yes ___ No If yes, explain. ____________________________________________________________________

Any mental health problems? If yes, please describe the problems and the treatment received. ___ Yes ___ No ______________________________

____________________________________________________________________________

Any ongoing medical problems? ___ Yes ___ No If yes, please specify. ______________________________________________________________________________

______________________________________________________________________________

Occupation ____________________ Current Place of Employment_________________________

Family Medical History
Check any conditions present in child’s biological family: (If checked, please explain)

Condition

Mother

Mother’s Family

Father

Father’s Family

Birth Defects

_____

______


______

______

Learning Problems
_____

______


______

______

Mental Retardation
_____

______


______

______

Autism


_____

______


______

______

ADHD/ADD

_____

______


______

______

Substance Abuse
_____

______


______

______

Depression

_____

______


______

______

Anxiety


_____

______


______

______

Bipolar Disorder

_____

______


______

______

Vision/Hearing Disorder _____

______


______

______

Epilepsy/Seizures
_____

______


______

______

Other learning, health, or emotional problems:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

