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Questionnaire
Name of the child:.................................................................................
Date of the birth:...................................................................................
· How do you call your child at home?
...............................................................................................................................................
· Do you want us to call a child like that in our kindergarten?     
 .........................................................................................................................................

· Does your child have a congenital defect? If yes, please indicate which one

.........................................................................................................................................

· Does your child have vision problems? If so, does it require any special care?

.................................................................................................................................

· Does your child have a hearing impairment? If so, does it require any special care?
...............................................................................................................................................
· Does your child have any health problems? If yes, please indicate which ones

.........................................................................................................................................

· Has your child any limitations? If yes, please write down.
..............................................................................................................................................
· Does your child suffer any kind serious injury? Please write down when if yes.
.............................................................................................................................................
· Does your child break any infection? /smallpox, jaundice.../ Please write down when.
.....................................................................................................................................................
· Has your child treatment in hospital? If yes, please write when.
.....................................................................................................................................................
· Need your child any kind of medicine? If yes, please write which.
.....................................................................................................................................................
· Has your child any kind of allergy?
....................................................................................................................................................
· Has your child allergy for food?
...................................................................................................................................................
· Has your child any restricted food which he/she does not eat or eat hardly?
.................................................................................................................................................
· Does your child sleep after lunch?
..................................................................................................................................................
· Does your child have any special sleeping habits /needs?
..................................................................................................................................................
Which level are your child´s hygiene habits on? /please circle the right answer/
· Fully independent
· Asks for toilet but needs help
· No ask 
· Asks, but use potty
· Has a napkin
· Other..................................................................................
Which level is self-servicing of your child on?/please circle the right answer/
· Fully independent
· Needs help – partly independent
· None independent
· Other...........................................................................................
Can your child get on/off and his/her lace of shoes?/please circle the right answer/
· Fully independent
· Needs help
· Cannot
· Other..........................................................................................
What is the level of your child's eating habits?/please circle the right answer/
· Independent, can use cutlery
· Needs help
· Eats just with spoon
· Needs to feed
· Other..........................................................................................
Has your child any specialized needs or habits by behaviour that you want give us attention?
..........................................................................................................................................................................................................................................................................................................
Please write any special situations which need rise attention during breeding or education/
Sufficiency more drinking, allergy control, control at self-servicing, by using the toilet/
.........................................................................................................................................................................................................................................................................................................
[bookmark: _Hlk507082682]What does your child like to do or your child's favourite toy?
.....................................................................................................................................................
.....................................................................................................................................................
Was your baby born prematurely (if yes, which week) or some birth complications occurred?
.....................................................................................................................................................
.....................................................................................................................................................
Do you want to warn us about anything else?
.....................................................................................................................................................
Please circle the right answer:
Do both parents of the child live in the same household?
YES – NO 
If NO, is child in MOTHER alternating care - FATHER alternating care
Please circle the right answer:
· Can your child during activities in CBC travel by bus?  Yes/No
· Can your child travel during activities in CBC travel by public transport? Yes/No
· Can your child participate on activities outdoors of CBC? Yes/No
· Can we take photos about your child during activities in CBC? Yes/No
· [bookmark: _Hlk507082698]Can we publish these photos on CBC website, on Facebok City Baby Care or on Instagram ? Yes/No
Contact address/name of the parents, mail address/...........................................................................................................................................................................................................................................................................................
In Bratslava, date...................................................
Signature of the parents.....................................................................................................
Thank you for helping, these informations are very important for us, because we want give for your child the best care.
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