Child/Adolescent Intake

 

Timko Behavioral Healthcare
Child/Adolescent Intake

Child’s name: ___________________________________     Date of intake: _____-_____-_____

                         Last name                        
 First

Date of Birth: _____-_____-_____    
  Birthplace: ________________________  
     Age: _____

Address:______________________________________________________________________
                          Street



City


       State  
      Zip Code

Home Phone: _______________    School: ______________________________  Grade: ______

Information supplied by:  ____________________________________/ ____________________






Name



Relationship to child

Briefly explain the concerns or difficulties that cause you to seek help at this time:____________ __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________
Describe any current or recent stressors in your child’s/family’s life:_______________________ __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Any Current Legal/Social Agency Involvement:  Y  N  , if yes please describe:______________
____________________________________________________________________________________________________________________________________________________________

Family Information

Father’s name: ______________________________  Age: ____  Biological parent?___ N  ___Y

Address:______________________________________________________________________

Home phone:________________________              Cellular Phone:_______________________  

Work Phone:_________________________             Email address:________________________

Occupation: ___________________________________________ 
Education: ______________    

Mother’s name: _____________________________  Age: ____  Biological parent?___ N  ___Y

Address:______________________________________________________________________

Home phone:________________________              Cellular Phone:_______________________  
Work Phone:_________________________             Email address:________________________

Occupation: ___________________________________________ 
Education: ______________    
Child’s current residence: _____  With biological parents    _____ Other: __________________

If “other”, please explain :________________________________________________________

______________________________________________________________________________

All persons currently living in the household:

Name


Age


Sex

Education Level
Relationship

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Natural parents or siblings who do not live in the household:

Name


Age


Sex

Education Level
Relationship

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Has the child lived with both parents since birth? _____  No   _____  Yes

If “no”, please explain:___________________________________________________________

______________________________________________________________________________

If child is not living with both parents, please list reason:

____  Parents separated
____Parents divorced
____  Parent deceased 
____  Other

If “other”, please explain:_________________________________________________________

______________________________________________________________________________

If parents divorced or separated:

How long ago? __________   List any remarriages or subsequent separations/divorces:________

______________________________________________________________________________

Who has legal custody of the child? ________________________________________________

_____ Temporary  _____ Permanent                           Telephone number:___________________

Address:______________________________________________________________________



Street




City

State


Zip

If the child has a parent not living with the child, are there visitations?

_____  Yes
How frequently:____________________________________________________

_____  No
Reason:___________________________________________________________

If applicable, describe your child’s adjustment to divorce:_______________________________ ______________________________________________________________________________
Describe your child’s relationship with:

Mother: _______________________________________________________________________      Father: _______________________________________________________________________
Other Caretaker(s): ______________________________________________________________
Sibling(s): _____________________________________________________________________
Describe how your child is disciplined and by whom___________________________________ ____________________________________________________________________________________________________________________________________________________________
How does your child respond to discipline?  __________________________________________
Describe the most common situations requiring discipline: ______________________________ ______________________________________________________________________________
______________________________________________________________________________
Do parents differ on how they discipline the child?  Yes   No    If so, please explain: ______________________________________________________________________________

______________________________________________________________________________
Describe how mother and father were disciplined as children: ____________________________ ______________________________________________________________________________ 

______________________________________________________________________________
If there are any other children in the family:

Do any of them have physical or emotional problems?
 
____  No   ____  Yes 


If “yes”, please explain:____________________________________________________

            ________________________________________________________________________


If “yes”, have they received counseling or other forms of help?        ____  No   ____  Yes


If “yes”, please explain:____________________________________________________


________________________________________________________________________

Developmental and Medical History

Pediatrician’s name: _______________________________ Telephone #: ____________

Date of last physical exam: ________   Current health issues: ____________________________ ______________________________________________________________________________ 

Current medications (name and type): ________________________________________________________________________

Length of pregnancy: ________ Weight at birth: _______ Type of delivery: _________

Describe any complications during pregnancy, delivery, or shortly thereafter:________________ ____________________________________________________________________________________________________________________________________________________________
Age at which your child met developmental milestones
_____ Weaned  
_____ Sitting up
_____ Walking  
_____ Toilet trained 
_____ First word 
_____ First sentence 
Describe your child’s history of major illnesses or accidents (including seizures, head trauma, loss of consciousness):___________________________________________________________ ____________________________________________________________________________________________________________________________________________________________

Please detail any of your child’s hospitalizations:
Date

Age

Hospital

Reason


Length of stay

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does your child have problems with their vision or hearing? _____________________________
______________________________________________________________________________

Does your child have any allergies or history of severe ear infections? _____________________

______________________________________________________________________________

Does either parent have any significant medical illnesses or disabilities (or any history)? If so, please explain: _________________________________________________________________ ______________________________________________________________________________
Educational History
What is your child’s attitude towards school?  ________________________________________ 
What type of grades does your child typically receive? _________________________________
Do you feel your child’s school is adequately meeting their needs or do you have any specific concerns regarding their school?___________________________________________________  

Describe any current/previous behavior problems in school (including detentions, suspensions, etc.): _________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________
Describe any current/previous special classes (advanced/LD etc.): ________________________ ______________________________________________________________________________ 
Have any family members required special classes or had any learning problems?  ___________ ______________________________________________________________________________
Has your child ever repeated a grade or skipped a grade?  If so, please explain and describe your child’s adjustment: ______________________________________________________________ ______________________________________________________________________________
Has your child had any educational testing (IQ, achievement)?  If so, what were the findings? ______________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________
Child’s School History (please include nursery and preschool)
Age entered Kindergarten: _____
Grade (s)_____School 

 Location
 Problems (Y/N)
     Reason for leaving

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
If applicable, describe any significant problems your child experienced with change of schools:  ____________________________________________________________________________________________________________________________________________________________
Please list any teacher(s) or guidance counselor you would like to involve in your child’s assessment or treatment: _________________________________________________________ ______________________________________________________________________________
Social History
What are your child’s strengths? ___________________________________________________
What areas does your child need to improve upon? ____________________________________

______________________________________________________________________________
Does your child have an adequate number of friends? __________________________________
Does your child have problems making friends or maintaining relationships? ________________ ______________________________________________________________________________
Describe quality of friendships (including age range)? __________________________________ ______________________________________________________________________________
Is your child involved in any clubs, groups, or extracurricular activities?____________________ ______________________________________________________________________________ ______________________________________________________________________________
What are your child’s hobbies or interests? ___________________________________________ ______________________________________________________________________________

Responsibilities/chores in household: _______________________________________________ ______________________________________________________________________________
Pets: _________________________________________________________________________
Mental Health History

Previous mental health treatment (including substance abuse treatment)
Outpatient counseling

Age of child
_____
Reason for counseling
         Diagnosis

Provider___________
______________________________________________________________________________________________________________________________________________________
______________________________________________________________________________
Inpatient treatment

Age of child

Reason for treatment

Diagnosis___________Provider__________ __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Has your child ever had a psychiatric evaluation? If yes, what was the outcome (diagnosis, medications prescribed) and are they currently taking psychotropic medication?______________ ____________________________________________________________________________________________________________________________________________________________
Are there any significant events or issues from the past that may be affecting your child’s current presentation? __________________________________________________________________ ______________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________
Has your child ever been exposed to any traumatic events (life threatening violence, accidents, death in family, etc.)? If yes, please explain: __________________________________________
____________________________________________________________________________________________________________________________________________________________

Has your child ever been the victim of physical abuse, sexual abuse, neglect, or exposed to domestic violence? If yes, please explain: ____________________________________________
______________________________________________________________________________
Do any family members (including grandparents, aunts, uncles) have a history of mental health issues/substance abuse?  _________________________________________________________ _____________________________________________________________________________ 

Has your child ever been arrested? If yes, please explain:________________________________

______________________________________________________________________________

Has your child ever experimented with drugs or alcohol? If yes, please explain:______________

______________________________________________________________________________

Please describe the changes you hope to see in your child as a result of our work:_____________ ____________________________________________________________________________________________________________________________________________________________
How were you referred to our office?________________________________________________ 

CONSENT FOR TREATMENT
I voluntarily agree to and give consent for treatment by Timko Behavioral Healthcare for myself and/or my child.

Print Name _______________________________                 Date __________________

Signature _________________________________  

Relationship to child ________________________
ASSENT FOR TREATMENT

I voluntarily agree to treatment by Timko Behavioral Healthcare.

Print Name _______________________________                 Date __________________

Signature _________________________________  
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