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Note: Please complete all information. All info is treated in confidence and will not be released without your permission.
Date:_______________ Form completed by_________________________________________
Child’s full name_____________________________ Male__ Female __Birthdate____________
Address____________________________________ City_______________________Zip______
Home phone_______________________Cell(Mother)__________________________________
Cell(Father)________________________ Office_______________________________________
Email_________________________________Who referred child_________________________
Child’s Primary Care Dr___________________________________________________________
FAMILY
Father’s name________________________________________ Birthdate__________________
Address (if different from above)___________________________________________________
Occupation_______________________Education level_________________________________
Mother’s name_____________________________________Birthdate_____________________
Address if different from above____________________________________________________
Occupation_______________________Education level_________________________________
Date of marriage_____________Present Marital status_________________________________
With whom does the child live? __Birth parents  ___Adoptive parents  ___Foster parents __Other (specify)_______________________
If parents are divorced or separated: Date _________Who has physical custody_____________
Who has legal custody_________________________
List other persons living in the home:
Name				relationship to child			Present health

Family Record
Please list all relatives, including the child, who have or have had any of these conditions.
Alcoholism/substance abuse___________________________________________
Allergies____________________________________________________________
Cancer_____________________________________________________________
Depression_________________________________________________________
Suicide/Attempt_____________________________________________________
Mental Illness_______________________________________________________
Anxiety____________________________________________________________
Aspergers Disorder___________________________________________________
Eating Disorder______________________________________________________
Heart Attack________________________________________________________
Kidney Disease______________________________________________________
Liver Disease________________________________________________________
Migraines___________________________________________________________
Mental Retardation___________________________________________________
Medications
Please list all medications your child is currently taking and their dosages: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




Child
Pregnancy and birth: Any complications? __ Yes   __ No: If yes, briefly explain:  ____________________________________________________________________________________________________________________________________________________________
Developmental milestones: (Ages)  Sitting______  Walking ______  Talking ______
Toilet trained ______  Medical problems: ____ Yes  _____ No: If yes, briefly explain: ____________________________________________________________________________________________________________________________________________________________
Please list any jobs or chores your child has at home or school: for example, feeding the dog, making bed, dishes, etc.  How well does he/she do them? 
						Poor	  Average       Great
1.______________________________ 	______	  _______      ______
2. ______________________________	______	  _______      ______
3.______________________________	______	  _______      ______
What are your child’s strengths?__________________________________________________________________________________________________________________________________________________
How many close friends does your child have __________________ How many close friends in the neighborhood _____________________ How many times a week does your child do things with them__________________  Compared with other children his/her age, how does your child get along with other children__________________________________________________
What are your child’s favorite activities_____________________________________________________________________________________________________________________________________________________
Who generally disciplines the child__________________________________________________
What methods are used  ____________________________________________________________________________________________________________________________________________________________
Do parents agree on methods of discipline? ____Yes  ____ No; If no, please explain: ____________________________________________________________________________________________________________________________________________________________
Additional Comments:____________________________________________________________

School History
Has child been enrolled in preschool or day care? ___ Yes  ___ No  At what age?_________
Has the child attended kindergarten? ____ Yes  ____ No                   At what age?_________
Has the child begun elementary school? _____ Yes  _____ No         At what age?_________
At what age did your child enter first grade _____ What is the present grade placement?______
Please list all grades and schools your child has attended:
Grade			School			Comments
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Current school performance(for children ages 6 and older)
		Failing     Below average     Average     Above average
Reading____________________________________________________________________
Writing____________________________________________________________________
Math______________________________________________________________________
Spelling____________________________________________________________________
History_____________________________________________________________________
Other academic subjects: foreign language, science, art, etc.
1.
2.
3.
Parental Concerns
What do you feel is your child’s main problems? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What do you feel caused your child’s problem? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What have you been told by doctors, teachers, and/or others about your child’s problems? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Has your child had any other mental health evaluations or treatment? If so, when, what kind, and by whom? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What have you done to try and deal with your child’s problem?  __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Has any other member of your child’s immediate family had mental health treatment, if so what kind and when? ____________________________________________________________________________________________________________________________________________________________
Other comments: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





