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Today’s Date:

CHILD AND ADOLESCENT PATIENT HISTORY FORM

Last Name: First Name:
Gender: DOB: Age: Race:
Referred By:

Mother’s Name(s):

Father’s Name(s):

Stepmother’s Name:

Stepfather’s Name:

Name of Legal Guardian:

Are you involved in any litigation with the other parent?

O No O Yes (Indicate below)

O Divorce
O Post-divorce modification
O Litigation
If so, who is the attorney for:

Yourself?

Other parent?

Are there/have there been any court orders pertinent to the child:

ONo OYes PROVIDE COPIES

Are you and the other parent in agreement about having named child(ren) in therapy?

OYes O No (Please explain)
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IDENTIFYING COMPLAINT:

Please identify the reason you are seeking treatment:

When did the problem(s) begin?

List anything you did to improve the problem:

Sectionl
FAMILY/ENVIRONMENTAL FACTORS

Are the biological parents:

O Divorced O Separated O Widowed

If so, at what age was your child when these events occurred?

If divorced, who has legal custody? Please provide a copy of this section of your divorce decree.

If divorced, who has the right to make psychological treatment decisions?

If divorced, how much time does the child spend with each parent?
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Is mother employed outside of the home? OYES CONO If so, where:

Job Title: O Full Time 0O Part Time

Employer: Length of Employment:

Mother’s highest grade/degree completed:

Is father employed outside of the home? OYES ONO If so, where:

Job Title: O Full Time 0O Part Time

Employer: Length of Employment:

Father’s highest grade/degree completed:

Are there any stressors or problems in the family at the present time that might affect the child?

O Marital Separation O Divorce 0O Legal/Criminal Matters

O Re-Marriage O Relocation O Financial Problem

O Unemployment O Death O Serious Physical/Mental Illness
O Chemical Dependency O Pregnancy/birth O Abuse

O Other:

Is English the child’s first language? OYES ONO Explain:

If not, when did the child learn to speak English?

What is the primary language used in the home?

Section 2
CHILD-REARING INFORMATION

Who cared for the child during the first two years of life? Describe changes in caretakers.

Are both parents currently involved in the child’s care? OYES ONO

Who stays with the child when the child is ill?

Does the child have a close relationship with an adult not presently living in the home? If so, identify that adult
and explain:
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Who usually disciplines the child?

What forms of discipline do you use?

Do both parents usually agree on discipline? OYES ONO If not, elaborate:

Do you have support in the area to help with the child’s care? OYES ONO Explain:

Where do you turn for suggestions and information regarding parenting?

What kinds of activities do you do together as a family?

Does the child seem to have a closer relationship with one parent over the other, or with an adult who is not a
parent? OYES ONO IF yes, identify that adult and explain:

Section 3
EDUCATIONAL BACKGROUND/SOCIAL INFORMATION

School Attending: Grade:

Special Education Services: OYES ONO Section 504 Services: OYES ONO

Favorite subject(s):

Weakest subject area:
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Has your child ever repeated or skipped a grade level? OYES ONO

Previous school(s) attended:

Did your child attend daycare? OYES ONO Ifso, at what age(s)?

Did your child attend preschool? OYES ONO If so, at what age(s)?

Does your child attend after school care? OYES ONO If so, how often?

Who watches your child after school hours?

What does your child do after school?

Does your child play outside in the neighborhood? OYES ONO

How does your child get along with peers?

What activities does your child enjoy?

What kind of jobs or household responsibilities does your child have?

Are they done willingly? OYES ONO

Are they done without prompting? OYES ONO

Has your child held any jobs outside the home? OYES ONO If so, please explain:

Describe your child’s strengths:

Is there anything else you would like me to know about your child?
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Section 4
PRENATAL MEDICAL HISTORY

Were there any significant problems during the pregnancy? OYES ONO If so, specify:

How much alcohol was consumed during the pregnancy?

What medications and/or recreational drugs were used during the pregnancy?

Length of:

Pregnancy Labor and Delivery

Type of delivery:

Medications used during labor and delivery:

Were there any complications in labor/delivery? If so, explain:

Section 5
NEONATAL MEDICAL HISTORY

Birth Weight: Length:

Were there any significant problems for the child at birth or as a newborn?

Did mother and child go home together? OYES ONO

If adopted, date/location of legal adoption:

Date: Location:

Section 6
MEDICAL HISTORY

Check any of the following health problems your child has had:

OEar infections ORash or Skin Problems OMeningitis

OEar/Hearing Problems OAsthma OPneumonia

OAnemia OLead Poisoning OHigh Fever (Greater than103°F)
OSurgery* OSerious Injury* OHeart Problems

O Obesity OSlow Weight Gain OEye/Vision Problems
OKidney/Urinary Problems OSeizures/Convulsions OHospitalizations*

OBowel Problems OAllergies* OBecame ill Post Inoculation
OOther:

*Explain
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Medications used over several months/years specify:

Is your child allergic to any medications or substances? Please list:

Has your child ever had a psychological, psychiatric, educational, or neurological evaluation? If so, why, when
and by whom?

Has your child ever been in psychotherapy or counseling before?
Please list all past and present mental health treatment:

Dates Type of Treatment Provider’s Name Location

Has your child ever been hospitalized for emotional or behavioral reasons? JYES [CONO Ifso, explain:

Does/has your child receive(d) any of the following:
(Please indicate with whom and frequency of treatment)

OSpeech therapy services:

OPhysical therapy services:

O Occupational therapy services:

OVision therapy services:

OAuditory training services:
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Section 7
DEVELOPMENTAL HISTORY

A. INFANCY (0 - 12MONTHS)
Indicate any of the following problems, delays or difficulties your child had in the first year (Check all that apply):

OFeeding OSleeping OBreathing
OBowel/urinary habits Olntolerance of affection Olnability to be consoled
OCrawling OEmotional responsiveness OHearing

OColic OSitting unassisted OVision

OOther:

B. TODDLERHOOD (12 - 36 MONTHS)
Indicate any of the following problems, delays or difficulties your child had between 12 - 36 months of age
(Check all that apply):

OFeeding self OFirst words OSimple word combinations
OWalking unassisted OEntertaining self OSelf-destructive behavior
OStranger anxiety OOver activity OThumb sucking

OUsing sentences OToilet training ORocking

OSleeping alone OSevere tantrums

OOther:

C. CHILDHOOD (3 - 11 YEARS)
Indicate any of the following problems, delays or difficulties your child had between the ages of 3 - 11 (Check

all that apply):

Olmpulsive OAggressive OSelf-destructive habits

OShy OTemper tantrums OShort attention span
ONervous/fearful OCompleting tasks/chores OO0beying adults at school
OMotor coordination OBowel/urinary habits OReading skills

OWriting skills OMath skills OThrowing things

OAcademic failure OCooperating in groups OEasily frustrated
OAnxious/nervous OSleep problems OCruelty to animals
ODestroying property OFire setting OProlonged sadness/irritability
OLow self-esteem OExtreme/unusual fears OSchool Refusal

OOther:

D. ADOLESCENCE (12 - 18 YEARS)
Indicate any of the following problems, delays or difficulties your child had between the ages of 12 - 18 (Check all
that apply):

OTruancy O Delinquency 0O“Gang” membership
OSocial isolation O Aggression Olmpulsivity

OLying O Sexually active OPregnant

OTemper outbursts O Fighting OProlonged sadness/irritability
OBulimia/Anorexia O Legal problems ODestruction of property
OUses tobacco O Low self-esteem OSelf-abusive behaviors
OBinge eating O Suicidal (threats & attempts) ORunning away
OAcademic failure O Drug or alcohol use ODifficulty sleeping
OCutting O Stealing

OOther:

Section 8

FAMILY MEDICAL/SOCIAL HISTORY

Please provide me with information for all biological, step{Jland adopted members of your child’s immediate
family:

Name Occupation AGE OLiving ODeceased
Role OBio OStep OAdopted Highestlevel education: OHS OBS OMS OPhD OJD OMD
Name Occupation AGE OLiving ODeceased
Role OBio OStep OAdopted Highest level education: OHS OBS OMS OPhD OJD OMD
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Name

Role

Name

Role

Name

Role

Name

Role

Name

Role

Occupation

AGE

OLiving ODeceased

OBio OStep OAdopted

Occupation

Highest level education:

AGE

OHS OBS OMS OPhD OJD OMD

OLiving ODeceased

OBio OStep OAdopted

Occupation

Highest level education:

AGE

OHS OBS OMS OPhD OJD OMD

OLiving ODeceased

OBio OStep OAdopted

Occupation

Highest level education:

AGE

OHS OBS OMS OPhD OJD OMD

OLiving ODeceased

OBio OStep OAdopted

Occupation

Highest level education:

AGE

OHS OBS OMS OPhD OJD OMD

OLiving ODeceased

OBio OStep OAdopted

Highest level education:

OHS OBS OMS OPhD OJD OMD

Consider all of your child’s biological /step/adopted siblings, parents, and grandparents and list any past or

currently significant:

A. Medical problems:

B. Mentalillness (e.g. depression, anxiety, chemical dependency, psychiatric hospitalizations, abuse, ADHD):

C. Learning difficulties:

D. Legal problems:

E. Financial problems:
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SECTION 9
Is there anything else you would like me to know or understand about your child?

Rev.12/19
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