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Child Information Form

Today’s Date___________________
Child’s Full Name :_________________________________________________________________
Date of Birth____________________________Age____ Gender__________________________ __
Address- Street, City, State, Zip:  ______________________________________________________

Home phone: _________________May we call you at home? Y /  N May we leave a message? Y/ N Child’s School:_________________________________________________________Grade_______

Parent(s)/Guardian (s) with whom the child lives:
1) Name:__________________________Relationship:_______________Age:___Occupation_____
    Place of Employment:____________________Highest Level of Education: _________________
    Work phone:_____________________May we call you at work? ___ May we leave a message?__
    Cell phone:______________________May we call you on cell?____ May we leave a message? __
2) Name:__________________________Relationship:_______________Age:___Occupation______
    Place of Employment:____________________Highest Level of Education: __________________
    Work phone:_____________________May we call you at work? ___ May we leave a message?__
    Cell phone:______________________May we call you on cell?____ May we leave a message?__       

Other persons living in the home:
                 Name                                                   Relationship                                     Age
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Parent, guardian or sibling(s) not living in the home:

Name:____________________Relationship_______________Age:___Occupation:______________

Address – Street, City, State, Zip: ______________________________ Phone: _________________

Name:____________________Relationship_______________Age:___Occupation:  _____________

Address – Street, City, State, Zip: ______________________________ Phone:_ ________________


Any medical difficulties/allergies? ___________________ If yes, what?_______________________
Is the child currently on any medication? ______________ If yes, what?_______________________         
Prescribing physician: _______________________________________________________________

Has counseling been sought before?  __________________ Where? __________________________
Was it helpful?  ____________________________________________________________________

Who referred you here?  _____________________________________________________________
Over ( 
	What concern(s) lead you to seek counseling for your child? ________________________________________________________

______________________________________________________________________________________________________________________________ ______________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________

	Please check all of the following additional concerns that apply to your child’s situation: 

	( ADD/ADHD

( Academic concerns             

( Adjustment/transition

( Anxiety/worry

( Concern about someone else 

( Depression/low mood 

( Eating disorder/body image

( Family
	( Fears/phobias

( Grief/loss 

( Identity development 

( Odd/unusual experiences  

( Parenting concerns             

( Relationship problems

( Self-harm (e.g. cutting, burning)
	( Self-esteem

( Sexual assault/harassment             

( Sexuality

( Sleep problems

( Social life/making friends

( Thoughts of harming self

( Thoughts of harming others

( Stress (e.g. work, life) 

	Has your child ever been in trouble legally?

Does your child use alcohol and/or drugs?

Any family history of chemical dependency?

Any family history of mental illness?

Has your child ever been physically abused?
A. Has this been reported to DHS?

B. What was the outcome of this?

C. Are there concerns about this currently happening?
Has your child ever been sexually abused?
A. Has this been reported to DHS?

B. What was the outcome of this?

C. Are there concerns about this currently happening?
Has your child ever been emotionally abused?
A. Has this been reported to DHS?

B. What was the outcome of this?

C. Are there concerns about this currently happening?
Has your child ever experienced a traumatic 

    event?
Has your child been diagnosed with a    

    disability?

Has your child ever been hospitalized for 

    psychiatric and/or substance use reasons?     

Has your child ever seriously 

    considered/attempted harming themselves 

    (suicide) or someone else in the past?
A. Are there concerns about this currently?
	( Yes    ( No

( Yes    ( No

( Yes    ( No    ( Uncertain     

( Yes    ( No    ( Uncertain     

( Yes    ( No    ( Uncertain     

( Yes    ( No    ( Uncertain     

_____________________________________________________

( Yes    ( No    ( Uncertain     

( Yes    ( No    ( Uncertain     

( Yes    ( No    ( Uncertain     

_____________________________________________________
( Yes    ( No    ( Uncertain     

( Yes    ( No    ( Uncertain     

( Yes    ( No    ( Uncertain     

_____________________________________________________

( Yes    ( No    ( Uncertain     

( Yes    ( No    ( Uncertain     

( Yes    ( No    List: ________________________________

( Yes    ( No  Date(s): ______________________________ 

( Yes    ( No    ( Uncertain
( Yes    ( No    ( Uncertain


I give you permission to treat my child:

___________________________________________      ___________________________________

Signature                                                    Date                                                Relationship
11/7/2017


