Jean M. Monty, PhD.

Psychological Services, LLC

Child/Adolescent History Form

Child’s Name: Age: Birthdate:
Street Address:
City: State: Zip:

Cell Phone (if applicable)

Name of person accompanying client today: Relationship:
Mother’s Name: Age: Birthdate:
Street Address: Phone:

City: State: Zip:

Marital Status: [1Single [IMarried [ISeparated [IDivorced [IRemarried [IWidowed

Name of Mother’s Spouse or Partner (if applicable):

Father’s Name: Age: Birthdate:
Street Address: Phone:
City: State: Zip:

Marital Status: [1Single [IMarried [ISeparated [IDivorced [IRemarried [IWidowed

Name of Father’s Spouse or Partner (if applicable):

If parents are divorced/separated, who has legal custody of child?
[IMother  [IFather [1Joint [1Other
Please list siblings, parents, stepparents, etc.

Name: Relationship: Age:




School Child is Currently Attending:

Name of Teacher(s):

Grade:

Special Programming (IEP, 504 plan, etc):

Past and present academic functioning:

Past and present behavioral concerns with teachers or other students:

Structured Activities: Is your child involved in any clubs, religious organizations, or community
groups? If yes, what are they?

Activity Level of your child: ClInactive [JAverage [lOveractive

Referred By:

Briefly describe the reason for this visit:

Please check the behaviors observed:

[IDepression/sad thoughts

[ISleep Problems
[ILow Energy

[IPoor Concentration
[IHyperactivity

[ICompulsive Behaviors

[1Too Much Energy

LIThoughts of suicide
[ISocial Withdrawal
[IMemory Problems
[IPoor Attention
L1Anxiety/Nerves
[IStealing

L1Anger

[IWeight loss/gain
Ulrritability
[IRunning Away
[IDistractibility
[IPanic Attacks
[IRacing Thoughts
[1Aggression/Violence



Has the child/adolescent had mental health treatment before? [lYes CINo
If yes, when and where?

Has the child/adolescent had treatment for drug use before? [lYes [INo
If yes, when and where?

Has the child/adolescent had any legal involvement? [(lYes [INo
If yes, please explain:

Has the child/adolescent been involved with the County Department of Human Services?
If yes, please explain:

Does the child/adolescent have any current or ongoing medical problems? [1Yes [INo
If yes, please explain:

Who is the child/adolescent’s primary care physician?

What medications does the child/adolescent take? (include non-prescription, herbal meds, &
supplements)
Medicine Dose Frequency  Who prescribes medication?

What Pharmacy do you use? Phone:
Please list any allergies, including medication allergies/sensitivities:

Signature of Parent Completing Form:

Witnessed by:




