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Intake Questionnaire

Date:
Name of person completing this form:___________________________ Relation to patient____________

Identifying Information
Name of Patient: ___________________________________________ Date of Birth:  _______________
Age: ______________   Gender: ____________ 
Phone number (best contact): _______________________________
Home Address: ________________________________________________________________________
			Street					City		State		Zip

Parents married?__________Divorced?____________Separated?__________
If Divorced, Custody status and schedule:
_____________________________________________________________________________________

Is Child Adopted?	Yes _____	No_____ 	Age at Adoption: ________



Family Information

Parent’s Name: ______________________________________ Age:  ___________  

Education: _______________________ Job Title: _________________________________________

Parent’s Name: ____________________________________ Age: ____________

Education: _______________________ Job Title: _________________________________________

Other Children in the Home (list names and ages): ____________________________________________ __________________________________________________________________________________________________________________________________________________________________________


Other Relatives or Persons Living in the Home: ______________________________________________
____________________________________________________________________________________
If either parent has been married before, please fill the following:
Name: __________________________ Approx. Marriage Dates: ________________________________
Name: __________________________ Approx. Marriage Dates: ________________________________

Has Family Moved during Child’s Lifetime?	Yes_______	No_______

Number of Moves: ________		Please Describe: ______________________________________

_____________________________________________________________________________________
_____________________________________________________________________________________

History of Problems in family members- (specify which relative) -such as alcoholism, drug use, chronic disease, learning disabilities, emotional problems:
 _____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Current Concerns


Reasons for Referral (please list questions and/or current concerns): 

_____________________________________________________________________________________

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Duration of Problems: 
_____________________________________________________________________________________


Please List Your Child’s Strengths: ____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Previous Counseling: (Provider name and dates, etc.) ____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Previous Psychological Testing: (When, Where, etc. Please Submit Report if available) _____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Other Services (i.e. Tutoring, physical therapy, occupational therapy, speech therapy- please note duration, your child’s age at time of service and provider) _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Home Information
Does your child exhibit any of the following problems at home? (Please Check)
Fail to Finish Work _________	Poor Listening ____________________	Easily Distracted____________
Acts before Thinking ________ Poor Organization _________________	Unable to Wait_____________
Always on the Go __________	Needs Constant Supervision _________	Poor Concentration _________
Distractible _______________	Disruptive ________________________Lying_____________________
Stealing __________________	Difficulty Playing or Sharing _________Tantrums__________________	
 Aggressive _______________	Nervous __________________________ Easily Frustrated ___________
Over-Reacts ______________	Difficulty Following Instructions ______Shy_____________________
Discipline Problems ________	Sensory sensitivities _____________ Tires Easily______________
Avoids Gaze_______________	Nail-Biting _________________________ Thumb-sucking___________
Fire setting ________________	Hurts Animals ______________________ Poor Self-image___________
Insomnia _________________	Belittles Self _______________________ Depressed_______________ Mood Swings ______________ Poor Peer Relationships _____
Further Description of above: ____________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
How have you tried to manage this/these problems? _________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
How does the child relate with other family members? ________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
How does the child relate with his/her peers? _______________________________________________
_____________________________________________________________________________________

School Information
Current School: _________________________________________________ Grade: ________________
Address: _____________________________________________________________________________
Teacher(s): ___________________________________________________________________________
Academic Achievement: ___________________________________________GPA: ________________
Has Child received any special education or accommodations or IEP: (Please describe): __________________________________________________________________________________________________________________________________________________________________________

Academic History
Preschool: ________________________________________________________________
Concerns during time: __________________________________________________________________
Elementary School(s): ____________________________________________________ 
Grades attended: _______
Concerns during time: __________________________________________________________________
Middle School: ____________________________________________________ Grade: ____________
Concerns during time: __________________________________________________________________
High School: ____________________________________________________ Grade: ____________
Concerns during time: __________________________________________________________________
Developmental/Medical History:
Pediatrician name: ______________________________
Please describe any pregnancy health or emotional difficulties: _____________________________________________________________________________________Birthweight:_______________________ Born On-time_________Early___________Late________
Any concerns during delivery:__________________________________________________________
Infant health problems:______________________________________________________________
Please describe infant behavior: (i.e.: easy, colicky, outgoing, shy, etc)
________________________________________________________________________________
Did your child reach motor milestones on time (i.e.: sitting, walking, riding bike, tying shoes?) YES/NO
If no, please describe:__________________________________________________________________
Did your child reach language/verbal milestones on time? YES/NO 
If no, please describe: ___________________________________________________________________
Any sensory issues? (i.e.: sensitive to sounds, textures, movement, smells?)___________________________________________________________________________________________________________________________________________________________________
How does your child sleep/eat? Please share any concerns:
__________________________________________________________________________________________________________________________________________________________________________
Please list any medical issues (chronic illness, seizures, ER visits, hospitalizations or surgeries, etc.)
__________________________________________________________________________________________________________________________________________________________________________Does your child currently take any medications or supplements (List names, dosages and prescribing physician)?______________________________________________________________________________________________________________________________________________________________

Social History
Please list your child’s current hobbies, sports, interests:
__________________________________________________________________________________________________________________________________________________________________________
Please describe your child’s friendships and any social concerns regarding peers:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
