
PARENT / GUARDIAN BIOGRAPHICAL FORM 

STUDENT 

SURNAME DATE OF BIRTH / / 

CHRISTIAN NAME(S) FIRST NAME 

HOME LANGUAGE AGE yrs  months 

REASON FOR 
REFERRAL 

HAVE YOU PREVIOUSLY SOUGHT ADVICE ABOUT THIS MENTIONED CHILD? 

PLACE/ PERSON DATE 
IF "YES" 

PARENT(S)/ GUARDIAN(S) TO COMPLETE THE SECTIONS BELOW 

  FATHER/ GUARDIAN         MOTHER/ GUARDIAN 

OCCUPATION 
(e.g. h/wife/teacher, etc.) 

OCCUPATION BEFORE 
MARRIAGE (e.g. student) 

WORKING HOURS 
(e.g. 08:00 – 17:00) 

QUALIFICATIONS 
(e.g. degree/diploma, etc.) 

AGE IN YEARS 

HOME LANGUAGE 

MARITAL STATE 



CHILD INFORMATION 
NURSERY SCHOOL 

1. Did your child attend nursery school (Grade R)?:

SCHOOL

PERIOD 

SCHOOL PRINCIPAL 

TEACHER 

2. Did your child’s Grade R teacher identify any problems?

If YES, describe briefly: 

3. Did you feel that your child is / was ready for school? YES NO UNSURE 

DEVELOPMENTAL DETAILS 

A. Physical

1.

1.1 

1.2 

1.3 

1.4 

1.5 

Pregnancy

Nature of pregnancy:      

If problematic, describe briefly: _______________________________________________________________________________ 

____________________________________________________________________________________________________________________ 

Was infertility a factor in this pregnancy? YES NO

Was this pregnancy planned? YES NO

Duration of the pregnancy?      

Age of mother at the birth:



2. Birth

2.1 Was the birth

If problematic, describe:  _______________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________ 

If Caesarean section, why? ______________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________ 

If induction, why?  _______________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________ 

Duration of normal birth: 2.2   

Appearance of baby after birth:2.3        

2.4 Was oxygen administered after birth? 

If YES, why? ______________________________________________________________________________________________________________ 

2.5 Was the baby placed in an incubator? 

If YES, why? ______________________________________________________________________________________________________________ 

For how long? ____________________________________________________________________________________________________________ 

2.6 Birth weight: 

2.7 Apgar score:  

3. Feeding

3.1 Type of feeding after birth:    breast up to ____ months        bottle up to ____ months 

3.2 Any feeding problems during infancy? (e.g. colic, sucking reflex) 

If YES, describe:  _________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________ 

3.3 Any feeding problems as toddler or at present? 

If YES, describe:  _________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________ 



4. Motor development

4.1 Sit :

4.2 Crawl :

4.3 Stand :

4.4 Walk :

4.5 Control over big movements, e.g. running:

4.6 Control over small movements, e.g. threading beads:

4.7 Toilet training:   During the day:

  During the night: 

5. General health

5.1 Has your child had all the prescribed immunisations?

5.2 

5.3 

5.4 

5.5 

Specify all illnesses, the ages at which your child had them, whether accompanied by high 

temperature and whether your child was hospitalised for the specific illness: 

____________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________ 

Specify all injuries and operations and age at particular time: 

____________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________ 

Does your child have a physical disability? 

If YES, describe:  ________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________ 

Has your child had convulsions or blackouts?



If YES, describe (indicate age at time):  

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________ 

5.6 Does your child have any allergies? 

If YES, specify:  __________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________ 

5.7 In your opinion, is your child's general health   

5.8 Does your child take any medication AT PRESENT?  

If yes, please provide the information below 

Name of medication Dose Period used Reason for prescription 

5.9 Does any other member of your family suffer from a serious or chronic illness?  

If yes, please specify 

Which family member? Kind of illness Length of time 

5.10 Please indicate if any member of your family has ever been diagnosed with a psychological or 

specific learning difficulty e.g. depression, eating disorder, addiction, suicide, anxiety, bi-

polar, schizophrenia, ADHD, Autism, Down Syndrome, Dyslexia etc.).                

If yes, please specify 

Which family member? Kind of illness Length of time 



6.

6.1 

6.1.1 

6.2 

6.3 

6.4 

6.4 

Sensory DevelopmentF

Vision:  

Does your child wear glasses?            

Hearing:   

Does your child have any tactile issues (such as textures or fit of clothing):        

If YES, specify:  __________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________ 

Does your child have any olfactory issues (such as smelling food or objects):    YES     NO 

If YES, specify:  __________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________ 

Does your child have any tasting issues (such as not liking certain food textures, being very picky or  

having a very limited diet):            

If YES, specify:  __________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________ 

Language and Speech development: 

1. Words:

2. Interest in stories:

3. Ability to repeat a story:

4. Problems with word building?

5. In your opinion, is this child's language development

6. Any speech problems?

If YES, specify and indicate whether your child was examined in this connection:



B. EMOTIONAL

1. Does /Did your child suffer from enuresis (bedwetting)?              YES    NO      When?  ________________________

If YES, has your child been examined by a doctor?

Finding:  _____________________________________________________________________________________________________________

2. Does/Did your child suffer from encopresis (fecal soiling)?        YES    NO       When?  _________________________

If YES, has your child been examined by a doctor?   YES   NO

Finding:  ________________________________________________________________________________________________________________

3.F Please indicate in the text block below what applies to your child:

sleeplessness / somnambulism (sleep walking) / nightmares / talking in sleep / restless
sleeping / easily frightened / nailbiting / tantrums / fear of darkness / tics / exceptional need
for pampering / considerable self-confidence / average self-confidence / little self-confidence /
independent / reasonably independent / very dependent on parents / fluctuating emotions /
thumbsucking / tense / cries easily / cries often / any phobia:

_______________________________________________________________________________________________________________
_ 

C. SOCIAL

1. How does your child get on with friends?

2. Does your child prefer to play

3. Child's play:

D. PERSONALITY

1. Is your child: moody / rebellious / shy / independent / solitary / inclined to jealousy / careless /
obedient / easy to manage / attention seeking / exceptionally tidy / untidy / a day-dreamer /
selfish / domineering / active / quiet / enthusiastic / easily distracted / attentive / appreciative of 
aesthetics / loving / a leader / cheerful / humorous / responsible / spontaneous / self-
controlled / sympathetic / helpful / dishonest / honest.

2. Any other outstanding personality traits: ___________________________________________________________________



E. DISCIPLINE

1. How does your child accept discipline at home?

If badly, describe:  ______________________________________________________________________________________________

____________________________________________________________________________________________________________________

2. How does your child accept discipline from others?

3. Whose authority does the child accept most readily?

4. Which form of punishment is most effective with your child (talking, loss of privileges etc)?

5. Do you feel you can discipline this child and your other children effectively?

F. ADDITIONAL FAMILY BACKGROUND

1. How does your child get on with other members of the family?

2. Does your child have a special bond with a particular family member? YES NO

If YES, with whom? ________________________________________________________________________________________________

3. Is your child hostile towards family members?
YES NO

If YES, to whom?  _________________________________________________________________________________________________

4. Do you experience similar problems with your other children?

If YES, with whom and describe:  _________________________________________________________________________________

______________________________________________________________________________________________________________________

5. Are your child's grandparents still alive?

5.1 If YES, do they have a strong influence on his/her upbringing?  

  If YES, describe:  ___________________________________________________________________________________________________ 

  ______________________________________________________________________________________________________________________ 

  ______________________________________________________________________________________________________________________ 

6. Was the father/mother at any stage separated from the child for an extended period of time?



If YES, state who, the child's age at that time, what the circumstances were and how the child  

reacted: ______________________________________________________________________________________________ 

_________________________________________________________________________________________________________________ 

7. If applicable, how did your child react to the arrival of a new baby?
__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

8. Do you read on child development and education?

9. How does your child spend his/her leisure time?  ________________________________________________________

_________________________________________________________________________________________________________________

10. Do you participate as a family in some activities?

If YES, describe and how often:  _____________________________________________________________________________

__________________________________________________________________________________________________________________

11. Does this child/your other children talk freely with the mother/father about their

problems?

12. If the mother has worked/has been working since the birth of the children:

Period(s): _____________________________________________________________________ 

Half/Full day:  _____________________________________________________________________ 

G. INTELLECTUAL ABILITY

1. How do you rate your child's intellectual ability?

2. Is your child's concept of numbers

3. How do you rate your child's language development (e.g. vocabulary, reasoning,

comprehension)?

4. How do you rate your child's long term memory?

5. How do you rate your child's short term memory?



H. SCHOLASTIC BACKGROUND

1. Present grade:

2. Which schools has your child attended?  State dates of admission and departure:

School                                                  Date of admission Date of departure 

3. Was/is he/she a boarder?   If YES, which phase?  

4. How did your child adjust to these conditions?

5. How did your child adjust when he/she went to school for the first time?

6. Has your child at any stage refused to go to school?            

If YES, when and why:  _________________________________________________________________________________________

7. What is your child's attitude to school?     good / reasonable / poor 

8. What is your child's attitude towards the teacher(s)?      good / reasonable / poor 

9. Has your child ever changed his/her attitude to the school/a teacher for some reason?  YES / NO 

If YES:       positive or negative?    In your opinion, why?____________________________________________________ 

10. Does your child achieve     according to / below / above  his/her ability   ? 

11. How does your child feel about his/her scholastic progress?

  satisfied / worried / unconcerned / I do not know 

12. Does your child's achievement vary from day to day?  often / never / sometimes 

13. Has there at any stage been a sudden deterioration in your child's achievement?                 YES / NO

If YES, what in your opinion could the reason be?
____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________



14. Has your child ever failed?

If YES, which grade and in your opinion, why?

____________________________________________________________________________________________________________________

15. Does your child have problems with any specific subject(s)?

If yes, which subjects(s)?______________________________________________________________________________________

16. Homework

16.1 Do you judge your child's homework to be  

16.2 Does your child do his/her homework 

16.3 Do you check his/her homework after it has been done?  

16.4 Does it happen that your child knows his/her work at home, but not at school? 

16.5 How long does it normally take your child to finish his/her daily homework?  _____ hour(s) 

16.6 Has your child ever cried about homework?  

If YES, what in your opinion could the reason be:  

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________ 

16.7 Does your child have a suitable place where he/she can do his/her homework?  

16.8 Does your child have a fixed routine in the afternoon/evening which includes the doing of 
homework? 

16.9 What time does your child go to bed during the week?_________ 

16.10 How much TV does your child watch per day during the week?  

16.11 Does your child exercise during the week?  



 
List any significant events you feel possibly impacted your child’s life during: 
 
Birth  

 
Toddler 
years 

 
 

Pre-school 
year 

 
 
 

Grade 1  
 
 

Grade 2  
 
 

Grade 3  
 
 

Grade 4  
 
 

Grade 5  
 
 

Grade 6  
 
 

Grade 7  
 
 

Grade 8  
 
 

Grade 9  
 
 

Grade 10  
 
 

Grade 11  
 
 

Grade 12  
 
 

 

 
 



 

WHAT ARE YOUR CHILD’S STRENGTHS AND SPECIAL QUALITIES: 
 
 
 
 
 
 
 
 
WHAT ARE YOUR CHILD’S WEAKNESSES: 
 
 
 
 
 
 
 
 
 
 
 
 
 
QUESTIONNAIRE COMPLETED BY: 
 

FATHER / MOTHER / OTHER: DATE:  _____/_____/_________ 
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