THIS FORM WILL BECOME PART OF STUDENT’S CUMULATIVE RECORD

Home and Family Questionnaire

Anoka-Hennepin School District #11 - Evaluation Team

Dear Parent/Guardian:  Thank you for taking the time to complete this form.  The information that you provide will be used as part of this student’s special education assessment and is necessary for the evaluators to get a comprehensive view of the student.  The information that you share will remain confidential.  If you have questions regarding this form, please contact the evaluation manager. 

Student’s Name:  ________________________________ D.O.B.: _____________ Age: __________

School: ___________________________________________ Grade: _________________________
Name of person completing this form:  __________________________________________________ 

Relationship to student: _________________________________ Date completed: ______________

Family Information
List all members of the child’s immediate family:

	Name
	Age
	Relationship to Child
	Primary Language
	Currently Living with Child?

	
	
	
	( English  ( Other:
	( Yes  ( No

	
	
	
	( English  ( Other:
	( Yes  ( No

	
	
	
	( English  ( Other:
	( Yes  ( No

	
	
	
	( English  ( Other:
	( Yes  ( No

	
	
	
	( English  ( Other:
	( Yes  ( No

	
	
	
	( English  ( Other:
	( Yes  ( No


Please list anyone else living in the home: 

Please list any other households in which your child lives:  

School & Learning
What are some of the strengths or special abilities of your child?  

What specific concerns do you have regarding your child’s education? 

When did you first notice them?  

What do you think caused them?  

Has anyone in your family had academic or educational problems?  If yes, please explain: 

When was your child enrolled in the Anoka-Hennepin School District?  

Please list every school (and district) your child attended for each grade:

	Preschool
	
	6th grade
	

	Kindergarten
	
	7th grade
	

	1st grade
	
	8th grade
	

	2nd grade
	
	9th grade
	

	3rd grade
	
	10th grade
	

	4th grade
	
	11th grade
	

	5th grade
	
	12th grade
	


Has your child received special education services in the past?  If yes, please indicate what type of service. 

Has repeating a grade ever been considered for your child?  If yes, please explain: 

	Place an “X” in the box that best corresponds to your child’s skills:

	Completes independently
	Completes with moderate support
	Completes with extensive support

	Understands spoken directions 
	
	
	

	Follows daily routines 
	
	
	

	Plans and prepares for daily activities
	
	
	

	Demonstrates problem-solving skills 
	
	
	

	Recalls specific words when speaking
	
	
	

	Completes tasks within a reasonable time frame 
	
	
	

	Follows two to three step directions 
	
	
	

	Groups similar items or ideas 
	
	
	

	Presents ideas in a logical sequence 
	
	
	

	Notices visual details
	
	
	


Describe how your child learns best:
How long does he or she spend on homework each day?  
Does your child complete homework independently, or does he or she need assistance? 

What is your child’s attitude toward school? 

Social/Emotional/Behavioral Skills
Please rate your child in the following areas:

     No            Mild        Moderate     Severe

Concern    Concern      Concern     Concern



  (               (
     (
          (         Peer interactions


  (               (
     (
          (         Adults/parent interactions


  (               (
     (
          (         Friendship/social skills


  (               (
     (
          (         Self-esteem


  (
     (
        (  
      (         Perfectionism


  (               (
        (  
      (         Sad or depressed


  (
     (
        (  
      (         Shy or timid


  (
     (
        (  
      (         Social withdrawal


  (
     (
        (  
      (         Anxious or fearful 


  (
     (
        (  
      (         Physical aggression


  (
     (
        (  
      (         Verbal aggression


  (               (
        (  
      (         Mood swings

  (
     (
        (  
      (         Rule breaking

  (
     (
        (  
      (         Threatening behaviors

  (
     (
        (  
      (         Other (please specify): 
Describe any concerns with how your child interacts with other children, including siblings:  
Describe any concerns with how your child interacts with adults, including parents/guardians:  
What motivational strategies do you find effective at home? 

What discipline strategies do you find effective at home?  

Does your child participate in any groups or organizations in the community?  

Communication Skills

	Are you able to clearly understand your child’s speech?
	( Yes        ( No

	Are others able to understand your child’s speech?
	( Yes        ( No

	Is your child able to describe things to others?
	( Yes        ( No

	Is your child able to ask and answer questions appropriately?
	( Yes        ( No

	Is your child able to respond to multi-step directions?
	( Yes        ( No

	Is your child reluctant to speak?
	( Yes        ( No


Please describe any other concerns regarding your child’s communication skills:
Adaptive Behavior

Please rate your child in the following areas:

     No            Mild        Moderate      Severe

Concern    Concern      Concern     Concern
     (
  (
     (
         (   
Demonstrates independent understanding of daily routines

     (
  (
     (
         (         Independently plans for up-coming activities, events, tasks

     (
  (
     (
         (         Independently manages personal belongings (clothes, materials)

     (
  (
     (
         (         Uses tools (comb, toothbrush, spoon, fork, etc.) independently

     (
  (
     (
         (         Follows rules / uses good judgment to stay safe

     (
  (
     (
         (         Navigates hallways, stairs, doors independently

Functional Skills

Please rate your child in the following areas:

     No            Mild       Moderate      Severe

Concern    Concern    Concern      Concern
     (
 (
     (
         (   
Completes assignments / homework on time
     (
 (
     (
         (         Maintains organized materials
     (
 (
     (
         ( 
       Stays on-task / works through distractions
     (
 (
     (
         (         Shifts focus as needed
     (
 (
     (
         (         Starts tasks independently

     (
 (
     (
         (         Works independently

     (
 (
     (
         (         Follows a schedule

     (
 (
     (
         (         Recalls/remembers information

     (
    (
        (  
      (         Is impulsive

 (
    (
        (  
      (         Is hyperactive

Outside Services

Is your child currently receiving treatment or services from any outside agencies?  If so, where?  How often? 
If your child is currently involved with any county provided services, would you like a Coordinated Services Plan for your child to combine county and school support?  
Additional Factors

If applicable, please indicate which of the following events have occurred in your family. 

	Event
	Year
	Describe

	(  Death in family
	
	

	(  Divorce/separation of parents
	
	

	(  Chemical or alcohol use
	
	

	(  Homelessness
	
	

	(  Foster home placement
	
	

	(  Court placement
	
	

	(  Other (please specify)
	
	


Other Comments or Concerns
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