	
	Tennessee Department of Children’s Services
Current Description of Child 




	Child’s Name
	[bookmark: Text1]     
	
	DOB
	[bookmark: Text2]     

	
FSW/Permanency Specialist
	
[bookmark: Text3]     
	
	
Date
	
[bookmark: Text4]     

	Person Completing Form:
	[bookmark: Text29]     
	
	Date
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1.  Child’s Physical Description

	
	Height
	[bookmark: Text5]     
	
	Weight
	[bookmark: Text6]     
	
	Eye Color
	[bookmark: Text7]     
	
	Hair Color
	[bookmark: Text8]     




	
	
What characteristics make this child unique?  
	
[bookmark: Text9]     

	[bookmark: Text10]
	
[bookmark: Text20]     

	[bookmark: Text11]
	
[bookmark: Text21]     

	 
	
     

	   
	
     

	
	
     



	

	
	
Child’s Strengths?  
	
     

	
	
     

	
	
     

	 
	
     

	   
	
     

	
	
     


	
2.  Eating Routines

	
	Food Allergies (type, symptoms, severity):  
	     

	
	
     

	
	
[bookmark: Text31]     





     Preferred Meal Times:

	
	Breakfast
	     
	
	Lunch
	     
	
	Supper
	     
	
	Snacks
	     




     Preferred Foods:

	
	
Likes
	
[bookmark: Text12]     

	
	
     

	
	
     

	 
	
     

	   
	
     

	
	
     



	
	
Dislikes
	
     

	
	
     

	
	
     

	 
	
     

	   
	
     

	
	
     



	
	
Eating Habits (hoarding, gorging, swallowing, stealing food, eats too fast/slow):  
	
     

	
	
     

	
	
     

	 
	
     

	   
	
     

	
	
     









	
	
Describe table manners/behaviors during meal/snack time:  
	
     

	
	
     

	
	
     

	 
	
     

	   
	
     

	
	
     



	
	
Eating difficulties/problems noted  
	
     

	
	
     

	
	
     

	 
	
     

	   
	
     

	
	
     



	
	
Have behaviors changed in this resource home?  If so, explain:  
	
     

	
	
     

	
	
     

	 
	
     

	   
	
     

	
	
     



3.  Sleeping Routines

	
	Wake up time:
	
	School Days
	     
	
	Weekends
	[bookmark: Text13]     
	
	Preferred
	[bookmark: Text14]     



	
	Bed time:
	
	School Days
	     
	
	Weekends
	     
	
	Preferred
	     










[bookmark: Check1][bookmark: Check2]Morning Routine:  Hard to wake up  |_| Yes    |_| No

	
	
What is the child’s mood when waking?  
	
     

	
	
     

	
	
     

	
	
[bookmark: Text32]     

	
	
[bookmark: Text33]     

	
	
[bookmark: Text34]     




	
	Describe the child’s morning routine (What does the child do first after waking, etc.):  
	     

	
	
     

	
	
     

	
	
     

	
	
     

	
	
     



Bedtime Routine:

	
	What is the routine for bedtime? (brush teeth, bathroom, song, reading, prayers, etc.)  
	     

	
	
     

	
	
     



	
	What is worn to bed? (Pajamas, gown, etc.):
	     

	
	
     

	
	
     



       How does the child get to sleep?  (Does the child need light/dark, music/quiet, or objects to fall asleep; 
	
	preference for door open/closed?  Favorite sleeping position?  
	     

	
	
     

	
	
     

	
	
[bookmark: Text35]     




	
	Once in bed does the child fall asleep easily, fuss, need attention?
	     

	
	
     

	
	
     

	
	
     






      Does the child sleep all night, wake through the night (how often/specific time), sleep talk, have 
	
	nightmares, wander?  
	     

	
	
     

	
	
     

	
	
     

	
	
     



	
	Does the child take a nap during the day?
	[bookmark: Text15]     
	Time
	[bookmark: Text16]     
	Need light, dark, noise, quiet?

	[bookmark: Text17]
	     

	
	Additional comments:
	     

	
	
     

	
	
     



4.  Self Help Skills (requires assistance or any special instruction)

	
	Dresses self:  
	     



	
	Picks out own clothes:  
	     



	
	Personal hygiene (bathes self, brushes teeth, brushes hair, clips nails, etc.):  
	     

	
	
     

	
	
     



	
	Feeds self (utensils used, special equipment):  
	     



	
	Drinks from glass, cup, bottle:  
	     



5.  Leisure Time/Play

	
	What does the child do in spare time?
	     

	
	
     

	
	
     

	
	
     

	
	
     



	
	Does the child prefer to be alone or with others?  
	     



	
	Does the child prefer outside or indoors?  
	     




	
	
Favorite toys, books, games, playmate:  
	
     

	
	
     

	
	
     

	
	
     

	
	
     



	
	
What kinds of activities does the child enjoy?  (sports, clubs, reading, writing, etc.)  
	
     

	
	
     

	
	
     

	
	
     

	
	
     



	
	
What kinds of activities does the child avoid?  
	
     

	
	
     

	
	
     

	
	
[bookmark: Text36]     

	
	
     



	
	
How much TV does the child watch?
	
     
	
Favorite movies/TV programs?
	
[bookmark: Text18]     

	
	
     

	[bookmark: Text19]
	
     

	
	
     



	
	
What type(s) of music does the child prefer?  
	
     

	
	
     

	
	
     

	
	
     







6.  Speech/Communication

	
	Describe the child’s communication style (outspoken, reserved, use of vocabulary/gestures, etc.):

	
	
     

	
	
     

	
	
     

	
	
     



	
	
Speech problems/concerns:
	
     

	
	
     

	
	
     

	
	
     

	
	
     



	
	
Briefly explain how the child expresses feelings:
	
     

	
	
     

	
	
     

	
	
     

	
	
     



7.  Personality

	
	
How does the child feel about himself/herself?
	
     

	
	
     

	
	
     

	
	
     

	
	
     





	
	
What are the child’s interests, special talents, hobbies, activities, sports, clubs?
	
     

	
	
     

	
	
     

	
	
     

	
	
     



      How does the child handle stress, anger, disappointment, failure, physical and psychological pain, 
	
	happiness, excitement?
	     

	
	
     

	
	
     

	
	
     

	
	
     



	
	
What makes the child happy, unhappy?  What scares/comforts the child?
	
     

	
	
     

	
	
     

	
	
     

	
	
     



	
	
What helps the child handle stress?
	
     

	
	
     

	
	
     

	
	
     

	
	
     



	
	
How does the child handle meeting new people?
	
     

	
	
     

	
	
     

	
	
     

	
	
     



	
	
Who has the child been close to?
	
[bookmark: Text22]     

	
	
     

	
	
     

	
	
     

	
	
     



	
	
Child’s way of relating to adults (clingy, avoidant, overly affectionate, distant, etc.):
	
     

	
	
     

	
	
     

	
	
     

	
	
     





	
	
Child’s way of relating to peers/friends (plays well, shares, personal space, etc.):
	
     

	
	
     

	
	
     

	
	
     

	
	
     



	
	
Child’s way of relating to animals (likes/doesn’t like animals, harmful behavior, etc.):
	
     

	
	
     

	
	
     

	
	
     

	
	
     



8.  Functioning in a Family

	
	
What cultural/family traditions are important to the child?
	
     

	
	
     

	
	
     

	
	
     

	
	
     



	
	
Has the child adjusted to the current resource home?
	
     

	
	
     

	
	
     

	

	
     



	
	
How does the child respond to routine, rules, chores, expectations of the home?
	
     

	
	
     

	
	
     

	
	
     

	
	
     



	
	
What has been the method of discipline?
	
     

	
	
     

	
	
     



	
	
How often is this needed (daily, weekly, bi-weekly, monthly)?
	
     

	
	
     

	
	
     



	
	
How does the child respond to touches, hugs, kisses, expressions of affection?
	
     

	
	
     

	
	
     

	
	
     

	
	
     



	
	
Does the child initiate affection?  Describe how (type, frequency, circumstances):
	
     

	
	
     

	
	
     

	
	
     

	
	
     



	
	
Does the child need/seek a lot of approval/affirmation of feelings?  Describe:
	
     

	
	
     

	
	
     

	
	
     

	
	
     



9.  Self-Control/Antisocial Areas:

	
	
Does the child wet the bed or soil self (encopresis/enuresis)?  Frequency/situational:
	
     

	
	
     

	
	
     






	
	
Does the child act out sexually or masturbate?
	
     

	
	
[bookmark: Text27]     

	
	
[bookmark: Text28]     

	
	
[bookmark: Text37]     

	
	
     


       
      How does the child regard personal possessions and possessions or others? (destruction of property/
	
	refusal to share, etc.):
	     

	
	
     

	
	
     

	
	
     

	
	
     



10.  Sex

	
	
What has the child been told about sex?
	
     

	
	
     

	
	
     

	
	
     

	
	
     



	
	
Does the child talk about sex?  Age-appropriate, inquisitive, inappropriate talk?
	
     

	
	
     

	
	
     

	
	
     

	
	
     



	
	
Has there been sexual experimentation?
	
     

	
	
[bookmark: Text23]     

	
	
     

	
	
     

	
	
     



11.  Fears

	
	
What specific things/situations is the child afraid of?
	
     

	
	
     

	
	
     

	
	
     

	
	
     



       How does the child handle these fear(s)?  (describe positive/negative coping skills, crying, avoidance,
	
	
etc.):
	
     

	
	
     

	
	
     

	
	
     

	
	
     



12.  School Experience

	
	
What schools or special classes has the child attended?
	
     

	
	
     

	
	
     

	
	
     

	
	
     



	
	What is the child’s present grade?
	     



	
	Is the child at grade level?  Explain:
	     

	
	
     

	
	
     

	
	
     

	
	
     




	
	
Academic grades (list from highest to lowest grade and provide name of course):
	
     

	
	
     

	
	
     

	
	
     

	
	
     

	
	
How does the child interact with/regard authority figures in the school setting?
	
     

	
	
     

	
	
     

	
	
     

	
	
     



[bookmark: Check3][bookmark: Check4]       Has the child had any problems at school?  |_| Yes   |_| No.  If yes, how have they been resolved?
	
	
     

	
	
     

	
	
     

	
	
     



	
	
Is the child likely to graduate from a regular high school?
	
     

	
	
     

	
	
     



	
	
Is the child likely to attend college, vocational, technical, or other school?
	
     

	
	
     

	
	
     



***Please provide a copy of report cards, school work, and any special recognition.***






13.  Travel

	
	
Has the child ever traveled by car, bus, train, or airplane?  Describe child’s reaction to traveling: 
	
     

	
	
     

	
	
     

	
	
     

	
	
     



       Is the child accustomed to going to the store, church, visiting?  How does the child behave in public?
	
	
     

	
	
     

	
	
     

	
	
     

	
	
     



14.  Health

	
	
Allergies (type, symptoms, severity):
	
     

	
	
     

	
	
     

	
	
     

	
	
     



	
	
How often does the child get sick?  Specify illness(es):
	
     

	
	
     

	
	
     

	
	
     






	
	
What childhood illnesses has the child had?  
	
     

	
	
     

	
	
     

	
	
     

	
	
     



	
	
What immunizations or other shots has the child had?  Up to date?
	
     

	
	
     

	
	
     

	
	
     



	
	
How does the child react to doctors and nurses? 
	
     

	
	
     

	
	
     

	
	
     

	
	
     


[bookmark: Check5][bookmark: Check6]       Does the child take any medications regularly?  |_| Yes   |_| No

       Specify medication, dosage, and medical condition as well as prescribing doctor’s name and clinic,
	
	hospital, or mental health center where the child was seen:
	     

	
	
     

	
	
     

	
	
     

	
	
     



	
	Has the child had any hospitalizations or surgery?  
	     

	
	If so, when, where, and for what condition? 
	[bookmark: Text25]     

	
	
     

	
	
[bookmark: Text26]     

	
	
     




Check the “Forms” Webpage for the current version and disregard previous versions. This form may not be altered without prior approval.
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