


All About Your Child 

Kindergarten (K4/KS) 

Child's Name: __________________ Child's Date of Birth: ___________ _ 

Parents/Guardian Name: ______________ Email/Phone number: __________ _ 

Today's Date: ______________ School Attending 2026-2027: ____________ _ 

General Information to Support Your Child's Transition 

l. Has your child received any services in the past (i.e. speech therapy, occupational therapy, psychologist,

psychiatrist, social work, etc.).

2. Please check off yes or no if the school or 
School Board received a report, if your child 
received services in the past.

YES NO 

3. Is your child currently accessing or on a wait list for services? If yes, what type of service and why:

4. Please indicate if your child may require any specific support or attention for kindergarten?

5. Are there any services you would like to access (speech therapy, occupational therapy, social worker, etc.)?

6. Please indicate who you have spoken with regarding services at the school or other in-school professionals, if

any?
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