	FAMILY LIFE CENTER
CHILD/ADOLESCENT INFORMATION FORM

	

	Child/Adolescent Name:
	     
	Date of Birth:
	     

	

	Parent Information

	

	Please complete the following information about yourself as the child/adolescent’s parent:

	

	Parent Name:
	     
	Relationship to Child/Adolescent:
	     

	Ethnicity:
	     
	Occupation/Place of Employment:
	     

	Marital Status:
	 FORMCHECKBOX 
 Married
	Date:      
	 FORMCHECKBOX 
 Separated
	Date:      

	
	 FORMCHECKBOX 
 Cohabitating
	Date:      
	 FORMCHECKBOX 
 Divorced
	Date:      

	
	 FORMCHECKBOX 
 Remarried
	Date:      
	 FORMCHECKBOX 
 Widowed
	Date:      

	

	Please complete the following information about the child/adolescent’s other parent:

	

	Parent Name:
	     
	Relationship to Child/Adolescent:
	     

	Ethnicity:
	     
	Occupation/Place of Employment:
	     

	Marital Status:
	 FORMCHECKBOX 
 Married
	Date:      
	 FORMCHECKBOX 
 Separated
	Date:      

	
	 FORMCHECKBOX 
 Cohabitating
	Date:      
	 FORMCHECKBOX 
 Divorced
	Date:      

	
	 FORMCHECKBOX 
 Remarried
	Date:      
	 FORMCHECKBOX 
 Widowed
	Date:      

	

	Please describe any problems while you and the other parent were growing up and indicate who experienced them:

	

	Problem(s):
	Experienced by:
	Problem(s):
	Experienced by:

	 FORMCHECKBOX 
 Sexual Abuse
	     
	 FORMCHECKBOX 
 Pornography Exposure
	     

	 FORMCHECKBOX 
 Physical Abuse
	     
	 FORMCHECKBOX 
 Family Violence
	     

	 FORMCHECKBOX 
 Emotional Abuse
	     
	 FORMCHECKBOX 
 Parent Remarriage
	     

	 FORMCHECKBOX 
 Medical Illness
	     
	 FORMCHECKBOX 
 Chemical Dependency
	     

	 FORMCHECKBOX 
 Mental Illness
	     
	 FORMCHECKBOX 
 Suicide
	     

	 FORMCHECKBOX 
 Lifestyle Issues
	     
	 FORMCHECKBOX 
 Criminal Behavior
	     

	 FORMCHECKBOX 
 Cultural Issues
	     
	 FORMCHECKBOX 
 Eating Disorders
	     

	 FORMCHECKBOX 
 Spiritual Issues
	     
	 FORMCHECKBOX 
 Parent Divorce
	     

	 FORMCHECKBOX 
 Other, please explain:
	     

	

	Child/Adolescent Information

	

	Please answer the following questions regarding the child/adolescent’s Prenatal Development.

	

	1.
Was the child/adolescent adopted?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  If yes, please explain:

	
	     

	

	2.
Please describe the child/adolescent’s prenatal development.  Please check all that apply:

	 FORMCHECKBOX 
 no pregnancy complications

 FORMCHECKBOX 
 normal, uncomplicated vaginal delivery
	 FORMCHECKBOX 
 planned c-section
 FORMCHECKBOX 
 emergency/unplanned c-section
	 FORMCHECKBOX 
 mother smoked cigarettes during pregnancy

 FORMCHECKBOX 
 mother used alcohol during pregnancy

 FORMCHECKBOX 
 mother used other drugs during pregnancy

	

	Please answer the following questions regarding the child/adolescent’s Early Development.

	

	1.
Were any developmental concerns identified by a primary care doctor?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No If yes, please explain

	
	     

	

	2.
What was the child/adolescent like during the first year of life and what was the relationship like between the child/adolescent and the parent(s)?  Please check all that apply:

	 FORMCHECKBOX 
 outgoing

 FORMCHECKBOX 
 distractible

 FORMCHECKBOX 
 temper tantrums

 FORMCHECKBOX 
 destructive
 FORMCHECKBOX 
 inconsolable
 FORMCHECKBOX 
 calm temperament

 FORMCHECKBOX 
 too quiet/too passive
	 FORMCHECKBOX 
 enjoyed being held

 FORMCHECKBOX 
 did not like to be touched/held
 FORMCHECKBOX 
 extreme mood changes

 FORMCHECKBOX 
 afraid of new faces or places
 FORMCHECKBOX 
 over-active/overly alert

 FORMCHECKBOX 
 unresponsive to discipline
 FORMCHECKBOX 
 colicky
	 FORMCHECKBOX 
 engaged in self-hurting or injuring behavior
 FORMCHECKBOX 
 preferred toys to contact with people

 FORMCHECKBOX 
 was alert to what was happening around him/her

 FORMCHECKBOX 
 explored surrounding environment (active)

 FORMCHECKBOX 
 aroused or unhappy temperament
 FORMCHECKBOX 
 bottle fed
 FORMCHECKBOX 
 breast-fed for length of time:      

	

	3.
What was the child/adolescent like during the toddler/preschool years of life and what was the relationship like between the child/adolescent and the parent(s)?  Please check all that apply:

	 FORMCHECKBOX 
 mostly cooperative

 FORMCHECKBOX 
 mostly defiant
 FORMCHECKBOX 
 inconsolable
 FORMCHECKBOX 
 highly distractible
	 FORMCHECKBOX 
 short tantrums (5-10 minutes)

 FORMCHECKBOX 
 unresponsive to discipline
 FORMCHECKBOX 
 afraid of new places and people

 FORMCHECKBOX 
 avoided or disliked human touch
	 FORMCHECKBOX 
 extended tantrums (30 minutes or more)

 FORMCHECKBOX 
 sustained mood changes for no apparent reason

 FORMCHECKBOX 
 avoided social activities with other children

 FORMCHECKBOX 
 mean or cruel to animals or people

	

	4.
At approximately what age did the child/adolescent begin:
Sitting up alone:        Crawling:        Walking:        Speaking:      

	

	Please answer the following questions regarding the child/adolescent’s Sexual and Physical Development.

	

	1.
Has the child/adolescent ever behaved or talked in a way that was not appropriate for a boy/girl of his/her age?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  If yes, please explain:

	
The nature of the behavior:
	     

	
The age of the child/adolescent at the time:
	     

	
The person/people who noticed the behavior:
	     

	
What was done about the behavior:
	     

	

	2.
Is there any history or reason to suspect sexual abuse of the child/adolescent?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  If yes, please explain:

	
	     

	

	3.
Is there any history or reason to suspect physical abuse of the child/adolescent?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No If yes, please explain:

	
	     

	

	Please answer the following questions regarding the child/adolescent’s Social Development.

	

	1.
Does the child/adolescent have friends?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  If no, please explain:

	
	     

	

	2.
Is the child/adolescent able to get along with peers?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  If no, please explain:

	
	     

	

	3.
Is there reason to be worried about bullying behavior?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	
If yes, is the child/adolescent  FORMCHECKBOX 
 bullying others  FORMCHECKBOX 
 the victim of bullying?  Please explain:

	
	     

	

	Please answer the following questions regarding the child/adolescent’s Education.

	

	1.
Name of the child/adolescent’s school:
	     
	Grade Level:
	     

	

	2.
What are the child/adolescent’s academic strengths?

	
	     

	

	3.
What are the child/adolescent’s academic weaknesses?

	
	     

	

	4.
What are the child/adolescent’s behavior problems (if any) in school?

	
	     

	

	5.
Are there any special services or programs the child/adolescent is involved in?

	
	     

	

	6.
Is there an IEP (Individualized Education Plan) in place?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  If yes, what is it for and when did it begin?

	
	     

	

	Please answer the following questions regarding the child/adolescent’s Strengths, Interests and Limitations.

	

	1.
Describe the child/adolescent’s strengths (with regard to abilities, behaviors, etc.):

	
	     

	

	2.
Describe the child/adolescent’s limitations (with regard to abilities, behaviors, etc.):

	
	     

	

	3.
Describe the child/adolescent’s interests and activities:

	
	     


H:\Front Staff Forms\Intake Documents & Forms\Intake Child, Adolescent Information Form 3.doc
1 of 2
10/28/08

H:\Front Staff Forms\Intake Documents & Forms\Intake Child, Adolescent Information Form 3.doc
1 of 2
10/28/08


