SARAH H SHAPIRO, LCSW-C
P.O. Box 517
[bookmark: _GoBack]Stevenson, MD 21153
443-845-0343
sarahshapirolcswc@gmail.com


CHILD AND ADOLESCENT PERSONAL INFORMATION FORM

        		Today’s Date:  _____________

Child’s Name:	____________________________________   DOB: _________
Address:		_____________________________________________________
			_____________________________________________________
Email address:	_____________________________________________________
Phone: 						OK to leave message? (Y/N)
    (home)	______________________			____		
	    (cell)	______________________			____
	    (work)	______________________			____

How did you hear about my social work practice? 

_________________________________________________________________________

Mother/Guardian’s Name:	  _______________________________________
Address (if different from above):   _______________________________________ _________________________________________________________________________
Email address:  __________________________________________________________
Phone: 						OK to leave message? (Y/N)
    (home)	______________________			____		
	    (cell)	______________________			____
	    (work)	______________________			____

Occupation & Employer:  ________________________________________________
Employer address:  _____________________________________________________
_________________________________________________________________________


Father/Guardian’s Name:          _______________________________________
Address (if different from above):   _______________________________________ ________________________________________________________________________
Email address:  __________________________________________________________
Phone: 						OK to leave message? (Y/N)
    (home)	______________________			____		
	    (cell)	______________________			____
	    (work)	______________________			____

Occupation & Employer:  ________________________________________________
Employer address:  _____________________________________________________
_________________________________________________________________________

Child’s parents are:	[  ] married		[  ] separated	[  ] divorced
[  ] not married but live together		[  ] not married, do not live together

Siblings:
Name		    Age	  Lives in home w/ child I’m seeing? (Y/N)

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________	

Child’s school:  ______________________________________________________
Grade:  _____
Past schools/years:  _________________________________________________
_________________________________________________________________________

In case of emergency, whom should I contact? ____________________
Relationship to you: _____________________________________________________
Phone numbers:	_____________________________________________________




What is your reason for seeking short-term counseling services at this time?









Have any efforts been made to address this concern in the past?  If yes, what has been tried and what has been the outcome?









Please describe any past and/or current medical and/or mental health problems your child has experienced or is currently experiencing:








Is your child currently taking any medications for any medical and/or mental health problems?  Y/ N   If yes, please list medications and why he/she is taking them:









Is there any other information you think would be helpful to share?
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