CHILD’S NAME:

AGE:

CLASSROOM:

THE TEACHERS IN YOUR CHILD’S CLASSROOM WOULD LIKE YOU TO COMPLETE THIS FORM AND RETURN IT TO THEM AS SOON AS POSSIBLE.  WE FEEL THIS IS VERY IMPORTANT AND WILL HELP US FIT THE NEEDS OF YOUR CHILD ON A PERSONAL LEVEL.  IF YOU HAVE ANY QUESTIONS PLEASE FEEL FREE TO ASK YOUR CHILD’S TEACHER.

GOALS 
1._________________________________________________
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2._________________________________________________
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3._________________________________________________

   _________________________________________________

4._________________________________________________

   _________________________________________________

5._________________________________________________

   _________________________________________________

