Harvest City Kindergarten Background Information
CHRISTIAN ACADEMY
Student Name:

It is our desire to give each of our students the best education we can. We believe that in order to give our students a great start to
their educational journey, it is important to know as much about each child as possible before they begin their time at school. Please
check off all of the boxes that apply to your child. There is no pressure for your child to be able to do everything, but knowing where
they are at will help us to support them moving forward.

Early Learning Behaviours and Experiences

Describe how your child demonstrates independence:

Is your child toilet trained? QYes QNo
Can your child feed themself? QYes QNo
Can your child dress themself? dYes ONo
Does your child ask for assistance? QvYes QNo

Does your child separate easily from you? QYes QO No

Describe how your child shows their feelings (when pleased and when frustrated).

What languages are spoken in the home?

What is your child’s first language?

If your child’s first language is not English, at what age did your child begin to speak English?
Do others have difficulty understanding your child’s speech? Provide explanation

Describe how your child speaks:

Does your child use words? QYes QNo
Does your child use phrases? QYes QONo
Does your child use sentences? QYes QNo
Do your child’s responses make sense? QYes QNo Explain:

Is there additional information about your child’s early learning behaviours and experiences that your child’s teacher/principal should
know that you would like to share or have concerns about? Provide explanation.

Is there additional information about your family that your child’s teacher/principal should know that you would like to share or
have concerns about? Provide explanation.

Skills Inventory & Readiness Checklist

Academically, my child:

Q Can recognize and/or name colours QO Tries to write, scribble or draw

Q Knows body parts (ie. head, shoulders, knees, etc.) Q Is able to recognize upper and lower case letters (including out of order)

Q Can put puzzles together Q Is able to count to 20 (My child can count to )

Q Talks in sentences Q Is able to recognize the numbers 1-10 (including out of order)

Q Is able to retell familiar stories Q Is able to identify simple patterns

O Can recognize their name in print Q Is able to recognize simple rhyming words (ie. cat/bat, go/no, get/met)

Q Is able to write their first name Q Is able to follow 2-3 step instructions (i.e. “Get your shoes and put them on”)



Harvest City Kindergarten Background Information
CHRISTIAN ACADEMY Continued

Socially/Emotionally, my child:

Responds well to correction

Talks about everyday experiences

Attempts new tasks knowing it’s okay to make a mistake

Is able to ask for help when necessary

Is able to stick with an activity until completion

Is able to comply with rules, limits, and routines

Is able to separate easily from parents/guardians

Is able to respect the rights, property, and feelings of others

Is able to ask how and why questions

Is able to sit still/quietly while listening to a short story
Uses words to solve problems when angry or frustrated
Is able to share with others

Is able to have patience and wait their turn

Is able to interact appropriately with peers

Shows positive listening behaviours

Can follow simple safety rules
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Physically, my child:

@ Can cut with scissors/hold them properly

U Participates in active play such as running, jumping, and climbing
U Eats healthy foods

U Can bounce and catch a ball

0 Regularly gets 10-12 hours of sleep

0 Is able to hold a pencil or crayon correctly

Health History

Please check any of the following conditions that are part of your child’s health history.

U Draining ears U Heart condition U Epilepsy 0 ADD/ADHD

U Tubes in ears U Kidney condition Q Convulsive disorder Q FASD

U Frequent ear aches U Diabetes Q Asthma/Lung condition QO Autism Spectrum

O Accumulation of ear wax [ Back curvature Q Migraines Q Emotional Regulation
Q Skin condition O Muscle or bone condition aobDb Q Other

Describe treatment provided and/or supervision required regarding the following health-related concerns:
Health Problem

Medication or Treatment

Allergies

Activity Restrictions

Does this child have a four-year-old birthday check-up with the Saskatchewan Health Authority? QVYes O No

Has your child received their immunizations? Q Yes QO No Date:
Has your child received a dental check-up? Q Yes Q No Date:
Has your child received a vision test by an optometrist? Q Yes O No Date:
Does your child wear the following: Q Eye glasses QA Contact lenses

Has your child received a hearing test by an audiologist? Yes [ No Date:

Check if your child wears or experience any of the following:
Q Hearingaid O Permanent hearing loss Q Hearing loss that comes and goes

Has your child been involved with other child care programs (i.e. daycare, private preschool, Early Learning Centre, Head Start, etc.)?
Q Yes U No Provide list.

By signing this form, you have agreed that all information given is true, current and correct. Any information knowingly omitted or
falsified by a parent may result in an application being rejected or the possibility of that student being removed from enrollment in
the program.

Signature Date Relationship to Child

2202 8th Avenue North, Regina, Saskatchewan, Canada, S4R 7T9

306-569-1935 hcca.office@hccmail.ca www.harvestcitychristianacademy.com
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