
Mother’s Name: __________________________ 
Occupation: _____________________________  

Age: __________ 
Ethnicity: ______________________ 

Father’s Name: ___________________________ Age: ____________ 
Occupation: ______________________________ Ethnicity: ______________________ 

Home Language: __________________________ 

Name of Siblings  Age 

              Family Size:  

1. _____________________ ____ 
2. _____________________ ____ 
3. _____________________ ____ 
4. _____________________ ____ 

Please check the topics you are interested in receiving information about: 

Nutrition Legal Services 
Discipline Separation/Divorce  
Home and Car Safety   Lead Poisoning  
Asthma (Children/Adult) Health Insurance  
First Aid Immigration Services  
Financial Services  Welfare Benefits/Food Stamps  
Child Development Other: ________________________ 

Please check which workshops you would like to see presented at parent meetings: 

Speech/Language  Health Concerns/Dental Care for Children    
Development/ Ages and Stages Nutrition  
Discipline  How to read to and with your child  
Kindergarten Readiness  Other: ______________________________ 

Would you be interested in being active on our Parent Advisory Committee to discuss ways to improve 
services to children and families?    Yes   No  

I understand that the purpose of the preceding questionnaire is to assess the needs of my child and our 
family. All information will be used for those purposes only and will remain confidential.  

Parent’s Name (please print): ___________________________ 

Parent’s Signature: ___________________________________ Date: _____________ 

Family Needs and Service Plan 

Currently/Previously Enrolled at Child Development Center
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