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Child & Adolescent Intake Form 

RReferred By 
Name Phone 

Address    Pediatrician   

   Primary Care Physician 

   Psychologist 

   Counselor 

Friend

Patient Information 
Name Gender

Male        Female
Date 

Address DOB Age

Email 

Mobile Phone Home Phone 

Parental or Guardian Information 
Mother Age Father Age 

Address Address (if different) 

Occupation Occupation

Home Phone Home Phone 

Mobile Phone Mobile Phone 

Work Phone Work Phone 
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SSocial Services Agency (if applicable)               Is agency the Legal Guardian?  

Agency Name Contact Person 

Address Phone 

Fax 

School Information (Complete only those fields that apply) 

Name Grade Phone

Address IEP:  Yes  No
If yes, what is IEP for: 

Principal Phone Teacher Phone 

Psychologist Phone If Special Education, what services? 
 

-  
 

Guidance Counselor Phone

Family members residing in the home

Name  DOB  Age  Gender  Relationship  

      M     F  

      M     F  

   M     F 

   M     F 

      M     F  
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MMental Health History 

Hospitalizations         If yes, how many? ____________ 

Psychotherapy –  (Current and Past) 

Clinician Name: ______________________________ Dates __________ to __________ 

Phone: Fax: Email: 

Clinician Name: ______________________________ Dates __________ to __________ 

Phone:    Fax:   Email: 

Clinician Name: ______________________________ Dates __________ to __________ 

Phone:    Fax:   Email: 

 
Prescriber – Physician or Nurse Practitioner (Current and Past)

Clinician Name: ______________________________Dates __________ to __________

Type: Psychiatrist or Family Physician or Pediatrician or Nurse Practitioner 

Phone: Fax: Email: 

Clinician Name: ______________________________Dates __________ to __________ 

 Type: Psychiatrist or Family Physician or Pediatrician or Nurse Practitioner 

Phone:    Fax:   Email: 

Clinician Name: ______________________________Dates __________ to __________ 

 Type: Psychiatrist or Family Physician or Pediatrician or Nurse Practitioner 

Phone:    Fax:   Email: 

 

Hospitals Date Reason  
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PPsychiatric Medication History 

Current Psychiatric Medications   
Medication Dose  Start Date  Side Effects  

    

    

    

    

    

    

Previous Psychiatric Medications
Medication  Dose  Start Date  Stop Date  Reason for stopping  
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MMedical History 

Primary Care Doctor or Pediatrician 
Name Phone 

Address Fax

Medical or Surgical History

Medical Diagnosis or SSurgery Date
Diagnosed  

Treating Physician
Name                                    Phone  

    

    

    

    

    

Current Medications (other than psychiatric)

Medication Dose
Start 
Date Treating Diagnosis  

Side Effects  
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AAllergies    

Medication Allergies 
Name Reaction

  

  

  

Food Allergies 
Name  Reaction  

  

  

  

Food Sensitivities
Name  Reaction  or Symptom  

  

  

  

Other Allergies 
Name  Reaction  
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FFamily History of Mental Health Disorders (Leave blank if not applicable) 

Diagnosis Relationship to Patient  Treated or Untreated  
 

Anger Problems  

Anxiety (Generalized or Panic 
Disorder)

 

Attention Deficit Hyperactivity  

Autism  

  

Bipolar Disorder  

Depression  

Eating Disorders  

Gambling Problems  

Learning Disorders 

Intellectual Disability 

Obsessive Compulsive (OCD)  

Schizophrenia  

Suicide - Attempts  

Suicide - Completed  

Substance Abuse  

Tic Disorder  

Other  
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DDevelopmental History 

Birth History

Duration of Pregnancy (weeks) _______________________________________________

 ___________

Labor

Duration ________________________________________________________________

 ____________ 

Delivery   -Section 

Complications, if any _______________________________________________________ 

Newborn Period    

Breathing difficulties, or other) _____________________________________________________ 

______________________________________________________________________________ 

Developmental MMilestones 

First Year - Temperament 

 Easy Baby 

  Slow to warm up ______________________________________________ 

  Difficult baby ________________________________________________ 

 Colic _______________________________________________________ 

 

Sleep hab  

Milestones

Age at first words _________________________________________________________ 

Age speaking sentences ____________________________________________________ 

 Age toilet trained:  

Bladder _________________________________________________________________    

Bowel __________________________________________________________________    
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SSocial History 

Peer Relationships Explain:

Reason for seeking treatment (In Brief)  

Thank you for your time in completing this form.  All of the information will help Dr. 

Schwartz provide a thorough and comprehensive assessment.  Any additional 

information not covered in this form that you think is helpful and important 

information, please feel free to detail it below. 
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Additional Information (If applicable) 
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Consent to Release Information 

 Date: ________________  

 

Patient Name: ________________________________________________ DOB: _________________ 

Address: ___________________________________________________________________________   

City: _____________________________________________ State: ______________ Zip: _________ 

Home Phone: _________________ Work Phone: ________________ Cell Phone: ________________ 

I,  , hereby authorize Dr. Marc Schwartz, DO (The Arizona 
Schwartz Group, PC) to:___ (send) ___ (receive) the following information marked below ____ (to) ____ 
(from)  

Name:    

Address:                        City:           State: ____ Zip: ______ 

Phone: ________________________     Fax: _____________________ 

    Academic testing results    Psychological testing results 

    Behavior programs    Service plans 

    Progress reports     Summary reports 

    Intelligence testing results    Vocational testing results 

    Medical records/reports    Entire record, except progress notes 

    Personality profiles ___ Behavioral and Emotional Scales 

    Psychological reports                        ___ Laboratory Tests 

 ___ Phone contact                                    ___ All information, all charts, all communication 

 ___ Other, specify________________________________ 

 

The above information will be used for the following purposes: 

    Planning appropriate treatment or program 

    Continuing appropriate treatment or program 

    Determining eligibility for benefits or program 

    Case review                    ____ Updating files 

    Other (specify)   

                        
OVER  



 
  

10165 N 92nd St, Suite 101, Scottsdale AZ 85258 
 T 480-899-4077  F 866-831-1158  

www.azSchwartzGroup.com                                                                    

 

I understand that this information may be protected by Title 42 (Code of Federal Rules of Privacy of 

Individually Identifiable Health Information, Parts 160 and 164) and Title 45 (Federal Rules of 

Confidentiality of Alcohol and Drug Abuse Patient Records, Chapter 1, Part 2), plus applicable state 

laws. I further understand the information disclosed to the recipient may not be protected under these 

guidelines if they are not a health care provider covered  

by state or federal rules. 

I understand that this authorization is voluntary, and I may revoke this consent at any time by providing 

written notice, and after 1 year this consent automatically expires. I have been informed what 

information will be given, its purpose, and who will receive the information. I understand that I have a 

right to receive a copy of this authorization. I understand that I have a right to refuse to sign this 

authorization. 

 

Your relationship to client: ____ Self ____ Parent/legal guardian ____ Personal representative                                  
____Other (describe)_______________________________ 
 

If you are the legal guardian or representative appointed by the court for the client, please attach a copy 
of this authorization to receive this protected health information. 
 

 

Client’s Signature:    Date:   /  /   

Parent/guardian/personal representative (if applicable) 

Signature:    Date:   /  /   

Witness (if client is unable to sign) 

Signature:    Date:   /  /_____ 

Provider Signature ________________________________________    Date: ____/____/_____ 

      Dr. Marc Schwartz, DO 











APPOINTMENT REMINDER PREFERENCES/UPDATE APPOINTMENT REMINDER PREFERENCES//UPDATE

Patient Name  Date of Birth   

Contact Information (If under 18 Parent/Guardian information) Please check box if okay to leave a detailed message  
Name Phone #(H) 

(Cell) Complete 
Address Email 

Emergency Contact Information 
Name  

Relationship 

Pharmacy Information (only for patients of Marc Schwartz, DO) 
Pharmacy  Address 

Phone # 

Appointment Reminders 
The Arizona Schwartz Group can now send appointment reminders via text, email and automated phone message. If you 
wish to receive these reminders we require your consent. Please initial to indicate your understanding of the following:   

_____ 
Reminder messages are generated using a secure service. I understand that they are transmitted over a public 
network onto a personal telephone and/or computer and as such may not be secure. The practice will not transmit 
any information which would enable an individual patient to be identified. 

_____ 

I acknowledge that appointment reminders are a courtesy and that I am responsible for keeping track of my 
appointments. Circumstances may occur where the Arizona Schwartz Group is unable to send reminders, or we 
are unable to reach you, and the responsibility of attending appointments or cancelling them still rests with me.  
I understand that if I cancel or reschedule an appointment with less than 24 business hours’ notice, I will be charged 
for the full amount of the appointment.   

_____ Messaging options can be cancelled at any time. Text messaging rates may apply. I agree to advise the practice 
of any changes to my phone numbers or email address.  

You can elect to receive a text message and email or automated phone message reminders. If you do not elect a text 
message, you will receive only one appointment reminder (either an automated message OR an email). By checking the 
below box(es), I hereby authorize members of the Arizona Schwartz Group to leave appointment reminders at the provided 
number(s) and/or email address: 

 Mobile # 
(for text msgs) Or:

(please 
choose one) 

 Phone # 
(for automated msgs) 

 Email  Email 

_____________________________________ __________ 
Patient or Parent/Guardian Signature Date 


