
MONTHLY  PARENTAL  POST  ADOPTION  REPORT 
 

Date:________________________ 
 

Name of Child:_______________________________ Name of  Parent/s:____________________________________ 

Original Name of Child:__________________________________Birth Date of  Child:_________________________ 

Region of Orphanage:___________________________ Date of Adoption/Court Date__________________________ 

 

HEALTH STATUS: Height______Weight______     Current with immunizations?   Yes_______No_______ 

Is your child in good health?  Yes______No______ Medical Concerns:____________________________________ 

If you answered no to either and/or both of the above questions please provide detailed information below. 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

 
 
Is your child receiving any of the following? 
 
Attachment Services:  Yes______No______  Physical Therapy Services   Yes______No______ 
Early Intervention Services Yes______No______  Speech Therapy Services Yes______No______ 
Occupational Therapy  Yes______No______  Other:______________________________________ 
 
If you answered yes to any of the above please provide detailed information below: 
__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

 
Does your child display any eating or sleeping concerns: Yes_______ No_______ 
 
If you answered yes to either and/or both of the above questions please provide detailed information below. 
__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

 
FINE AND GROSS MOTOR SKILL DEVELOPMENT: 
 
Is your child rolling over Yes______  No______  Walking   Yes______  No______ 
Sitting on own   Yes______  No______  Drinking from Sippy Cup Yes______  No______ 
Crawling   Yes______  No______  Holding Utensils  Yes______  No______ 
Pulling self up/Standing Yes______  No______  Using Pincer Grasp  Yes______  No______ 
 

 
PLEASE SEE REVERSE SIDE  



 
 
EXTRA CURICULAR ACTIVITIES: 
_________________________________________________________________________________________________ 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

 
LANGUAGE DEVELOPMENT: 
__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

 
SOCIAL ADJUSTMENT/BEHAVIOR: 
__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

 
RELATIONSHIP WITH PARENTS/SIBLINGS: 
__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

 
ACHIEVEMENTS AND MILESTONES: 
__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

 

 
 
 

PLEASE ENCLOSE SEVERAL RECENT FAMILY PHOTOGRAPHS  
WITH NAME AND DATE PRINTED ON THE BACK 

 
SEND TO: 

 
EUROPEAN ADOPTION CONSULTANTS, INC. 

POST ADOPTION DEPARTMENT 
12608 ALAMEDA DRIVE 

STRONGSVILLE, OH  44149 
 

(440) 846-9300 OR (800) 533-0098 


