
Hope and Healing Child and Family Counseling

Intake Packet

Client’s Name:  _________________________________ DOB:  ____________
Age:  _________ Grade: __________ School:  _________________________
Address:______________________________________________________________________________________________________________________________
Phone Number:  ___________________________________________________

Guardian 1:
Name:  ___________________________________________________________
Relationship to Client:  _____________________________________________
Address:___________________________________________________________
Phone:  ___________________________________________________________
Email:  ____________________________________________________________
Occupation:  _____________________________________________________

Guardian 2:
Name:  ___________________________________________________________
Relationship to Client:  _____________________________________________
Address:  __________________________________________________________
Phone:  ___________________________________________________________
Email:  ____________________________________________________________
Occupation:  _____________________________________________________

Guardian 3:
Name:____________________________________________________________
Relationship to Client:______________________________________________
Address:___________________________________________________________
Phone:____________________________________________________________
Email:_____________________________________________________________
Occupation:______________________________________________________

Parents are: Married_____Divorced_______Separated /Other:  ________   
Child primarily lives with:  ___________________________________________

Primary Insurance:  ________________________________________________
ID #:  _____________________________ Co Pay:  _______________________
Policy Holder’s Name:  ___________________and DOB ____________

Secondary Insurance:  _____________________________________________
ID#:  ______________________________ Co Pay:  _______________________
Policy Holder’s Name:  __________________and DOB__________________

Primary Care Physician:  ___________________________________________
Referred By:  ______________________________________________________

Family Members:
Name:		 Age:  	 Living in the home Y/N: 	Relationship: _____
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Briefly describe your current concerns about your child:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Medication Provider:  ______________________________________________

Previous Diagnosis:  ________________________________________________

Previous therapist, hospitalization, day treatment or in patient treatment:__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medication History: 
Name of Med.	  _ Dose		Start/ End Date	___________Results
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medical History:
__ Seizures				__ Fainting
__ Surgery				__ Chest Pain
__ Hospitalizations			__ Headaches
__ Serious Illness 	 		__ Stomach Aches
__ Asthma				__ Head Trauma
__ Bed Wetting			__ Glasses/ Contacts
__ Other Pain				__ Allergies

Please Explain:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________

[bookmark: _GoBack]Is your child sensitive to:

__ Touch		__ Taste
__ Visual		__ Smell
__ Sound		__ Movement

Please list the schools your child has attended and for which grades:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How does your child do in school academically and behaviorally?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Family History:  (grandparents, parents, siblings, aunts, uncles, cousins)

__ Anxiety				__ PTSD			       
__ OCD				__ ADHD
__ Panic Attacks		__ Depression		        
__ Bipolar Disorder
__ Suicide Attempts		__ Suicide completion
__ Diabetes			__ High Blood Pressure 	
___Autism
__ Schizophrenia		__ Drug use/ Addictions		
__ Jail/ Prison
__ Alcohol use			__ Learning Disabilities		
__ High Cholesterol		__ Death from heart condition under age 50
	
Comments:  __________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________



