














DATE FORM COMPLETED:                                                       COMPLETED BY (PRINT)

STUDENT NAME:

HOME ADDRESS:

HOME: PHONE:                                                                                                      

PARENT/GAURDIAN NAME:

AM ADDRESS:

PM ADDRESS:

CHILD CARE PROVIDER NAME:                                                                               PHONE:

EMERGENCY CONTACT:                                                                                             PHONE:

EMERGENCY CONTACT:                                                                                             PHONE:

SIGNATURE OF PERSON COMPLETING FORM:

NORTHSIDE SCHOOL ONLY STUDENT TRANSPORTATION INFORMATION FORM

TRANSPORTATION & SCHOOL OFFICE USE ONLY

STUDENT ID: PROGRAM:

1/2 day Full day

(Circle One)
Monday-Thursday Monday-Friday

(Circle One)

AM Route:

AM Time:

PM Route:

PM Time:

Stop Location:

Processed by:

Driver Notified: Parent Notified: School Notified: Start Date:

YMCA - GSRP

*A parent or guardian must meet the student at the bus stop during drop-off. If no one is present, the student will be returned to school and must be picked up by a parent or guardian.

PLEASE NOTE: Once you turn this form into your child’s school, busing is not guaranteed to start the following day.

Transportation is available for families who live within the Niles Community School district ONLY.



PRESCHOOL TRANSITION 
QUESTIONNAIRE
Thank you for completing this questionnaire. The information you share helps our GSRP 
team understand your child’s needs, strengths, and routines so we can support a smooth 
and successful transition into the program. All information is kept confidential.

CHILD INFORMATION
•	 Child’s Full Name: 

•	 Nickname (if any): 

•	 Date of Birth: 

•	 Name of Person filling out questionnaire:

FAMILY INFORMATION
Preferred Method of Communication

Phone call 

Text message 

Email

PRIOR CARE & EARLY LEARNING EXPERIENCES
1. Before enrolling in GSRP, my child has attended:

Home Care Only

Childcare Center

Preschool Program

Head Start

Strong Beginnings

No Prior Group Care

2. Has your child received Early On Services?
Yes, currently

Yes, in the past 

No

If yes, services included (check all that apply)

Speech Therapy

Occupational Therapy (OT)

Physical Therapy (PT)

Developmental Support

Other:



IEP INFORMATION
1. Does your child currently have an IEP? (Individualized Education Program)

Yes

No

2. If your child has an IEP, services included (check all that apply)

Speech/Language

Social-Emotional

Fine Motor

Gross Motor

Behavior

Other:

CHILD STRENGTHS & INTERESTS
Please check all the areas that best describe you child

Enjoys Books

Enjoys Art or Sensory Activities

Enjoys Building or Puzzles

Enjoys Music and Movement

Enjoys Pretend Play

Other:

My child is most confident when:

Following Routines

Playing with peers

Working One-on-One with an Adult

Helping Others

SOCIAL & EMOTIONAL DEVELOPMENT
How does your child separate from you?

Easily

With Reassurance

With Difficulty

How does your child usually play with others?

Plays Cooperativley

Plays Alongside Others (parallel play)

Observes Before Joining

Prefers Independent Play



Does your child have difficulty with:

Transitions

Waiting or Turn-Taking

Loud Noises

Large Groups

None of the Above

COMMUNICATION
My child primarily communicates by:

Full Sentences

Short Phrases

Single Words

Gestures or Signs

Communication Device

My child understands direction best when:

Given Verbally

Shown with Visuals

Modeled by an Adult

Repeated

POTTY TRAINING & SELF-HELP SKILLS
My child is currently:

Fully toilet trained

Mostly toilet trained

In the Process of Potty Training

Not Yet Toilet-Trained

My child:

Independently uses the Toilet

Needs Reminders

Needs Adult Assistance

DAILY ROUTINES
My child typically:

Naps Daily

Rests But Does Not Sleep

Does Not Nap



HEALTH & SENSORY INFORMATION
My child is sensitive to (check all that apply):

Loud Sounds

Bright Lights

Certain Textures

Movement

None of the Above

BEHAVIOR & SUPPORT STRATEGIES
When my child is upset, they usually (check all that apply):

Cry

Withdrawl

Become Physically Aggressive

Seek Adult Support

What helps your child calm down? (check all that apply)

Quiet Space

Adult Reassurance

Deep Breathing or Movement

Sensory Tools

Visual Schedule

FINE MOTOR SKILLS
My child:

Can cut with scissors with no assistance

Can cut with scissors with assistance 

Cannot hold scissors 

My child can:

Hold a pencil and draw shapes and symbols 

Fist a pencil and draw shapes and symbols 

Hold a pencil and make marks on a paper 

My child can:

Dress/undress self without help (except for zippers, buttons, etc.) 

Needs assistance with all dressing/undressing tasks



FAMILY GOALS & PARTNERSHIP
My goals for my child in GSRP include (check all that apply):

Social Skills 

Kindergarten Readiness 

Communication Skills 

Independence/Self-Help 

Emotional regulation 

Do you have any concerns about your child’s behavior?

Is there anything else you would like to share?

Thank you for partnering with us. Your input is an important part of your child’s success!

These materials were developed under a grant awarded by MiLEAP

Updated: 02/2026




