
Northwood Academy 

Parent/Student Questionnaire 

2nd-5th Grades 
 

Student’s Name:  __________________________  Entering Grade:  _______________ 

 

Who is completing this Parent Questionnaire?    Mother       Father       Guardian       Other  

 

FAMILY INFORMATION 

Student Family Info:    Traditional     Blended Single Parent          Other  _____________ 

With whom has the child lived for most of the past year?  _______________________________ 

Other Children in the family-  How many older?  ___________    How many younger?  _______ 

Other People Living in the Household?  _____________________________________________ 

 

PRESCHOOL/CHILD CARE HISTORY 

Did your child attend preschool/childcare?                                   Yes                   No 

If yes, for how long?_________________________________    

Does your child currently use daycare before and/or after school?          Yes          No 

 

MEDICAL HISTORY 

Were there any significant problems during pregnancy?            Yes            No 

If yes, explain:  ___________________________________________________________________ 

Was your child more than 3 weeks premature?                                            Yes                   No 

If yes, how many weeks premature?  _______________________ 

Did the baby stay in the hospital longer than the mother?                            Yes                  No 

If yes, explain:  ___________________________________________________________________ 

 

EYES 

Has your child ever had trouble seeing?     Yes  No 

Does your child hold books and objects close to his or her face?  Yes  No 

Does your child wear glasses to help vision?     Yes  No 

Has your child had any other vision problems?    Yes  No 

If yes, explain:  ____________________________________________________________________ 

 

EARS 

Has your child had frequent ear infections?       Yes  No 

Has your child ever had trouble hearing?     Yes  No 

If yes, explain:  ____________________________________________________________________ 

  

COORDINATION 

Has your child ever had trouble walking, climbing, reaching, holding on to things?    Yes         No 

If yes, explain:  ____________________________________________________________________ 

 

GENERAL MEDICAL  

Has your child ever had any significant injuries or hospitalizations?  Yes  No 

If yes, explain:  ____________________________________________________________________ 

Does your child have allergies?        Yes  No 

If yes, describe:  __________________________________________________________________ 

Is your child presently on any medications?     Yes  No 

If yes, please describe:  _____________________________________________________________ 

Please describe any other health concerns:  ______________________________________________ 

_________________________________________________________________________________ 

 



 

CHILD’S DEVELOPMENT 

At Home:   

Does your child- 

  Do you have concerns about your child’s sleeping  

  patterns?       Yes  No 

  Go to bed at a consistent bedtime every night?  Yes  No 

  Works on homework independently?       Yes  No 

  Complete their homework in the same place every 

 evening?       Yes   No 

Pack a book bag independently?    Yes  No 

Read regularly?      Yes  No 

Have an organized morning routine that can be 

completed successfully everyday?    Yes  No 

Have opportunities to play with other children?  Yes  No 

Have chores?       Yes  No 

Complete chores without a lot of reminders?   Yes  No 

Communicate school information with family members? Yes  No 

Enjoy writing and/or drawing?    Yes  No 

How many hours a day does your child spend watching TV?  ______________ 

If you have answered “No” to any of the above, please use the space provided to elaborate:  

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

 

At School: 

Does your child- 

  Use a homework pad effectively?    Yes   No 

  Complete long-term projects in a timely manner?  Yes  No 

  Keep an organized binder and/or work station?  Yes  No 

  Consistently obey the classroom rules?   Yes   No 

  Consistently turn all work in on time?   Yes  No 

If you have answered “No” to any of the above, please use the space provided to elaborate:  

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

 

Does your child struggle with- 

  Writing activities?      Yes  No 

  Reading comprehension?     Yes  No 

  Good penmanship habits?     Yes  No 

  Math activities?      Yes  No 

If you have answered “Yes” to any of the above, please use the space provided to elaborate:  

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

 

Are there any other things that you would like to tell us about your child?  

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

   


