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Child Intake Form
Welcome! Thank you for taking a few minutes to fill out this form. The information you provide is confidential. If you have any questions, please let me know.

Today’s Date ___________________
Child Name ___________________________________ Age_______ 
Date of Birth_________________
Parent/Guardian Name _________________________________________________________________
Address ______________________________________________________________________________
Phone Number (Primary) ______________________ Phone Number (Secondary)___________________
Permission to contact parent via Email Yes __ or No __ Text: Yes __ or No __ Voicemail Yes _ or No _
Parent Email: _________________________________________________________________________


Child’s School/Daycare ______________________________________ 
School Phone _______________
Grade ___________ Teacher _________________________________________
Please list any medications your child is taking, including psychotropic medications:  
______________________________________________________________________________
MEDICAL INFORMATION
Physician’s Name and Contact Information _________________________________________________
Major Medical Conditions/Concerns _______________________________________________________
Emergency Contact (Name, Relationship, Address, Phone number) ______________________________
Insurance Information: __________________________________________________________________
Describe your current household composition (names, ages, relationships).
____________________________________________________________________________________________________________________________________________________________
The reason I am seeking therapy for my child is: ____________________________________________________________________________________________________________________________________________________________
What are you most concerned about? ______________________________________________________
What changes you would like to see as a result of therapy? ____________________________________________________________________________________________________________________________________________________________

[bookmark: _GoBack]
CHILD HISTORY
Is your child adopted? Yes ____ or No _____ If Yes, Date of adoption? ___________________
Has your child ever been or is he/she currently in foster care? Yes ____ or No _____ If Yes, When?
______________________________________________________________________________
Has your child ever participated in therapy before? Yes ____ or No _____ If Yes, When?
______________________________________________________________________________
Has your child ever indicated thoughts of self-harm, suicide, or harm to others? Yes No
Explain: _____________________________________________________________________________
Were there any problems or complications during pregnancy or birth?
Explain: _____________________________________________________________________________
Has your child experienced any form of abuse (physical, emotional, sexual) Yes No
Explain: _____________________________________________________________________________
Has your child had any significant trauma or loss?
Explain: _____________________________________________________________________________
Has your child experienced any separation or divorce? Yes No Explain: ______________________
Does your child have difficulty at school or daycare? Yes No     Explain: _____________________________________________________________________________
Does your child generally get along with other children his/her age? Yes No
Comments: ___________________________________________________________________________

Does your child generally get along with adults? Yes No
Comments: ___________________________________________________________________________
Does your child have unusual eating habits? Yes No
Comments ___________________________________________________________________________
Does your child have unusual sleeping patterns? Yes No
Comments ___________________________________________________________________________
Below is a list of common problems or concerns, please rate their effect on your child.
0= None 1= Mild 2= Moderate 3= Severe
Anxiety ___ Abused as a child ___ Anger ___ Appetite ___
Children ___ Concentration ___ Confidence ___ Communication __
Compulsions ___ Child Custody ___ Depression ___ Divorce/Separation ___
Fears ___ Family/Friends ___ Guilt ___ Headaches ___
Gender identity ___ Grief/Loss ___ Faith/Religion ___ Insomnia ___
Loneliness ___ Making Decisions ___ Mood Swings ___ Nervousness ___
Nightmares ___ Panic Attacks ___ Past Hurts ___ Painful thoughts ___
Phobias ___ Sleep ___ Self Esteem ___ Separation Anxiety ___
Relationships ___ Short Temper ___ Suicidal Thoughts ___ Stress ___
School ___ Worries ___



CHILD’S FAMILY HISTORY
Current Custody Status: _________________________________________________________________
Visitation Arrangements: _________________________________________________________________
What are your main approaches in discipline? _________________________________________________________________
What approaches to discipline have shown the most success? ___________________________________________________________________
Which Family members, including extended family, suffer from any form of mental illness?
_____________________________________________________________________________
Please add any information you feel would be beneficial as we get to know your child.
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Who referred you? _________________________________________________________________
Thank you for taking the time to fill out this information sheet. This will be reviewed with you during your first session.
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