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Child/Adolescent Client Information Form – Date: __________
A. 	Identification 
1. Child/Adolescent
Full name: _____________________________________ Nickname________________________ 
Birthdate: ___________________ Age: ______  
Person(s) completing this form: _______________________________ Today’s date: ___________________ 

2. Parent/Guardian (1)  
Name: ___________________________________________________________ Birthdate: ____________ 
Address: ____________________________________________________________________________ 
Home Phone:  (_____) ___________________ 	 
Check all that apply:  ❑   ok to leave message     ❑   leave only name and/or meeting time     ❑   no message 
Cell Phone:  (_____) ___________________ 
Check all that apply:  ❑   ok to leave message     ❑   leave only name and/or meeting time     ❑   no message 
Highest Level of Education: _________________________________________________ 
Currently employed: ❑ No ❑ Yes, as: ________________________ Employer: _________________________ 
Work phone: _________________________________________ 
Check all that apply:  ❑   ok to leave message     ❑   leave only name and/or meeting time     ❑   no message 

3. Parent/Guardian (2) 
Name: ___________________________________________________________ Birthdate: ____________ 
Address: _______________________________________________________________________________ 
Home Phone:  (_____) ___________________ 	 
Check all that apply:  ❑   ok to leave message     ❑   leave only name and/or meeting time     ❑   no message 
Cell Phone:  (_____) ___________________ 
Check all that apply:  ❑   ok to leave message     ❑   leave only name and/or meeting time     ❑   no message 	 
Highest Level of Education: _________________________________________________ 
Currently employed: ❑ No ❑ Yes, as: ________________________ Employer: _________________________ 
Work phone: _________________________________________ 
Check all that apply:  ❑   ok to leave message     ❑   leave only name and/or meeting time     ❑   no message 

4. Parents are currently: ❑ Married   ❑ Divorced   ❑ Remarried   ❑ Never married  ❑ Other:______________________ 
Who has legal custody of the child/adolescent: _________________________________ 


B. What are your child’s strengths and special qualities? 
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

C. Is there anything else that you would like me to know that doesn’t appear on this or other form?  
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
This is a strictly confidential patient medical record. Redisclosure or transfer is expressly prohibited by law.
