
Child/adolescent	  Intake	  Form	   1	  

Intake	  Packet	  

Name	   Birthday	  

Age	   Grade	   Name	  of	  School	  

Address	  
Address	  

Mom’s	  Name

Phone	  Number	   Email	  

Occupation	  	  	  	  	  	  	  	  	  	  	  	  	  	  	   Hours	  worked	  

Dad’s	  Name

Phone	  Number	   Email	  

Occupation Hours	  worked	  

Parents	  are	  married?	  	   	  If	  no,	  explain:	  

Child	  primarily	  lives	  with:	  mom	  	  	  	  	  	  	   dad	  	  	  	  	  	  	   stepmother	  	  	  	  	  	    stepfather	  	  	  	     grandparent	  

Stepmom’s	  Name	   Phone	  Number	  

Occupation	   Hours	  Worked	  

Stepdad’s	  Name	   Phone	  Number	  

Occupation	   Hours	  Worked	  

Primary	  Insurance	   ID	  Number	  

Policy	  Holder	   Birthdate	  

Secondary	  Insurance	   ID	  Number	  

Policy	  Holder	   Birthdate	  

Primary	  Care	  Physician	   Phone	  Number	  

Who	  referred	  you?	   Phone	  Number	  

ZipStateCity

Copay

Copay

Therapist:



Child/adolescent	  Intake	  Form	   2	  

Family Members	  
Name	   Age	   Living	  in	  	  

the	  home? Y/N	  
Relationship	  to	  child	  

Treatment	  History	  

Current	  therapist:	  

Current	  medication	  provider:	  

Previous	  diagnoses:	  

Previous	  therapists,	  inpatient	  hospitalizations,	  residential	  treatment,	  and	  dates:	  



Child/adolescent	  Intake	  Form	   3	  

Medication	  History:	  Please	  write	  current	  medication	  first.	  

Medical	  History	  

Please	  Describe	   Please	  describe	  

Seizures	   Fainting	  

Surgery	   Chest	  Pain	  

Hospitalizations	   Headaches	  

Serious	  Illnesses	   Stomachaches	  

Asthma	   Other	  pain	  

Head	  Trauma	  
Glasses	  
contacts	  

Bed	  wetting	  

Age	  of	  first	  menses	   	  	  	  	  	  	  	  	  	  	  	  Date	  of	  last	  period	   	  Immunizations	  up	  to	  date?	  	  

Allergies	  (medication,	  food,	  environmental,	  etc)?	  

Is	  your	  child	  receiving	  treatment	  for	  any	  medical	  conditions?	  

Is	  your	  child	  experiencing	  pain? Explain.	  

Name	  of	  medication,	  
supplements,	  OTC,	  etc.	   Dose	  

Date	  
started/ended	   Results	  



4



Child/adolescent	  Intake	  Form	   5	  

Developmental	  History	  

Were	  there	  any	  complications	  to	  pregnancy?	  

Was	  there	  exposure	  to	  drugs,	  alcohol,	  tobacco	  in	  pregnancy?	  

Were	  there	  any	  complications	  to	  labor	  and	  delivery?	  

Delivered	  at	    weeks	  gestation.	  	  Birth	  weight	   	  lbs	   	  oz	  

Medical	  procedures	  within	  the	  first	  year?	  

Developmental	  Milestones	  

Did	  your	  child	  achieve	  the	  following	  milestones	  early(E),	  average(A),	  or	  late(L)?	  

Language	  (age	  at	  first	  using	  words,	  sentences,	  etc…)	  

Fine	  motor	  skills	  (building	  towers	  with	  blocks,	  etc…)	  

Gross	  motor	  skills	  (rolling	  over,	  standing,	  walking)	  

Toilet	  training	  

Does	  your	  child	  have	  a	  history	  of	  abuse?	   	  	  	  	  	  	  	  	  	  	  Check	  all	  that	  apply.	  

	  	  	  	  	  	  	  	  	  Physical	   	  	  	  	  	  	  	  	  	  	  Sexual	   	  	  	  	  	  	  	  	  	  Neglect	   	  	  	  	  	  	  	  	  	  	  	  Emotional	   	  	  	  	  	  	  Domestic	  Violence	  

DCFS	  Involvement?	  

Is	  your	  child	  experiencing	  any	  recent	  deaths	  or	  losses?	  

Religious	  preference/Spiritual	  beliefs:	  

Education	  History	  

Has	  your	  child	  ever	  had	  IQ	  testing?	   If	  so,	  what	  were	  the	  results?	  

Does	  your	  child	  get	  resource	  help?	   	  Explain:	  

Has	  your	  child	  ever	  had	  a	  IEP	  or	  504	  plan?	  

Academic	  Strengths:	  

Academic	  Weaknesses:	  



Child/adolescent	  Intake	  Form	   6	  

Elementary	  	   Excellent	   Good	   Fair	   Poor	   Comments	  

Academics	  

Behavior	  

Social	  
Junior	  High	  School	  

Academics	  

Behavior	  

Social	  
High	  School	  

Academics	  

Behavior	  

Social	  

Comments:	  

Family	  History	  -‐	  check	  all	  that	  apply	  
(include	  parents,	  siblings,	  grandparents,	  aunts,	  uncles,	  cousins)	  

Anxiety	   ADHD	  
PTSD	   Autism	  Disorders	  
OCD	   Schizophrenia	  
Panic	  attacks	   Drug	  use/addictions	  
Depression	   Alcohol	  use/addictions	  
Bipolar	  Disorder	   Jail/prison	  time	  
Suicide	  attempts	   Learning	  disabilities	  
Suicide	  completion	   High	  cholesterol	  
Diabetes	   Death	  from	  heart	  conditions	  

younger	  than	  age	  50	  High	  blood	  pressure	  

Comments:	  



Child/adolescent	  Intake	  Form	   7	  

Legal	  History	  

Has	  your	  child	  ever	  had	  legal	  problems?	   Please	  explain:	  

Substance	  Abuse	  History	  
Age	  first	  
used	  

Age	  last	  
used	   Typical	  Amount	  Consumed	   Frequency	  of	  use	  

Caffeine	  

Tobacco	  

Alcohol	  

Marijuana	  

Narcotics	  

Amphetamines	  

Cocaine	  

Hallucinogens	  

Other	  
Social	  History	  
Please	  check	  all	  that	  apply	  

Makes	  friends	  easily	   Makes	  friends	  easily	  but	  doesn’t	  keep	  friends	  
Keeps	  friends	  easily	   Doesn’t	  make	  friends	  easily	  
Has	  a	  best	  friend	   Avoids	  social	  situations	  
Is	  bullied	  by	  others	   Tends	  to	  bully	  others	  
Prefers	  to	  play	  alone	   Prefers	  to	  play	  with	  younger	  children	  
Has	  no	  friends	   Only	  has	  a	  few	  friends	  

Comments:	  

What	  kind	  of	  exercise	  does	  your	  child	  get?	  

In	  what	  after	  school	  activities	  does	  your	  child	  participate?	  

How	  many	  hours	  per	  week	  does	  your	  child	  play	  video	  games?	  

How	  many	  hours	  per	  week	  does	  your	  child	  watch	  tv?	  

What	  are	  your	  child’s	  personal	  strengths?	  

Is	  there	  anything	  else	  you	  would	  like	  me	  to	  know	  about	  your	  child?	  
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