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Child/Adolescent Client Intake 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 
E-mail:  ________________________________________________   
Note: Please review and sign attached email agreement if you would like to communicate via email. 
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 
E-mail:  ________________________________________________   
Note: Please review and sign attached email agreement if you would like to communicate via email.	 
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: _________________________________ 




5. Step-Parents and other significant adults in the child’s life: Please list names and relationships below. 
Name: _____________________________________________ Relationship: __________________ 
Name: _____________________________________________ Relationship: __________________
Name: _____________________________________________ Relationship: __________________ 
	
6. Sibling name: _____________________________________________ Age: _________ 
Sibling name: _____________________________________________ Age: _________ 
Sibling name: _____________________________________________ Age: _________      
Sibling name: _____________________________________________ Age: _________ 

7. Who lives in the home(s) where the child resides? 
	______________________________________________________________________________	 
B. 	Development  
Is your child adopted? ❑ No  ❑ Yes. If yes, age at time of adoption: ______________________________  Please fill in any information you have on the areas listed below.	 
1. Pregnancy and delivery 
Prenatal health care, medical illnesses, and medications:  
______________________________________________________________________________________ ______________________________________________________________________________________ ______________________________________________________________________________________  
How often did the biological mother use alcohol and/or other substances during pregnancy: 
______________________________________________________________________________________ 
Was the child full-term at delivery? ❑ Yes   ❑ No  How many weeks at delivery? _________________  
Weight at birth: _____________ pounds  _____________ ounces 
Length at birth:  _____________ inches 
Any birth complications or problems during delivery?_____________________________________________ ______________________________________________________________________________________ 

2. Milestones & Early Development 
Were there any delays or other problems in the following areas? If yes, please describe in the space provided: 
Motor development 		☐No ☐Yes 
________________________________________________________________ 
Language development			☐No ☐Yes 
________________________________________________________________ 
Feeding 	 	 		☐No ☐Yes 
________________________________________________________________ 
Sleep  	 	 		☐No ☐Yes 
________________________________________________________________ 

C. 	Health 
List any significant childhood illnesses, hospitalizations, accidents and injuries, etc. 
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 

List all medications your child is currently taking for any reason (Name, Dosage, Prescriber): 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________If your child is currently taking psychiatric medications, please provide Name, Address, Phone and Fax Numbers: 
_____________________________________________________________________________________________ 
Please list any psychiatric medications your child has taken in the past but is no longer taking (Name, Dosage, Prescriber, Approximate Dates Taken, and Response to the Medication): 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Who is the child's primary care physician? Please provide Name, Address, Phone and Fax Numbers: __________________________________________________________________________________________________________________________________
Has your child ever seen a therapist before?  If so, please list Name and Phone Number of Therapist, Approximate Dates Child Was Seen, and Response to Therapy: 
__________________________________________________________________________________________________________________________________

D. 	Education 
Current School (name) 	 	 Grade           	Primary Teacher  
______________________________________________________________________________________ 
May I call and discuss your child with someone from this school? ❑ Yes ❑ No   	
If Yes, I will obtain an Authorization from you before doing so. 
Does your child have an IEP or 504 Plan?  ☐No ☐Yes 
How does your child do academically?  ☐Below average ☐Average ☐Above average 
Comments: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How does your child get along with peers?  ☐Below average ☐Average ☐Above average 
Comments: _______________________________________________________________________
______________________________________________________________________________________ 

E. Please describe your reasons for seeking psychotherapy at this time. 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

F. Top Concerns: What are your top 3 concerns? 

1. ___________________________________________________________________________________ 
How much of a problem is this on a scale ranging from 0 (not at all) to 10 (very, very much)? _______ 

2. ___________________________________________________________________________________ 
How much of a problem is this on a scale ranging from 0 (not at all) to 10 (very, very much)? _______ 

3. ___________________________________________________________________________________ 
How much of a problem is this on a scale ranging from 0 (not at all) to 10 (very, very much)? _______ 
G. What are your goals for therapy? What do you hope will be different at end of treatment? 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
H. Family History: Do any of your child’s biological relatives have the following conditions?  Please check all that apply, past or present.

Mental Retardation		☐Mother  ☐Father  ☐Mother’s Family  ☐Father’s Family  ☐Siblings
Autism			☐Mother  ☐Father  ☐Mother’s Family  ☐Father’s Family  ☐Siblings
Learning problems		☐Mother  ☐Father  ☐Mother’s Family  ☐Father’s Family  ☐Siblings
Attention problems		☐Mother  ☐Father  ☐Mother’s Family  ☐Father’s Family  ☐Siblings
Hyperactivity		☐Mother  ☐Father  ☐Mother’s Family  ☐Father’s Family  ☐Siblings
Epilepsy			☐Mother  ☐Father  ☐Mother’s Family  ☐Father’s Family  ☐Siblings
Alcoholism			☐Mother  ☐Father  ☐Mother’s Family  ☐Father’s Family  ☐Siblings
Drug Abuse			☐Mother  ☐Father  ☐Mother’s Family  ☐Father’s Family  ☐Siblings
Depression			☐Mother  ☐Father  ☐Mother’s Family  ☐Father’s Family  ☐Siblings
Suicide Attempt(s)		☐Mother  ☐Father  ☐Mother’s Family  ☐Father’s Family  ☐Siblings
Anxiety Disorder		☐Mother  ☐Father  ☐Mother’s Family  ☐Father’s Family  ☐Siblings
Bipolar Disorder		☐Mother  ☐Father  ☐Mother’s Family  ☐Father’s Family  ☐Siblings
Schizophrenia		☐Mother  ☐Father  ☐Mother’s Family  ☐Father’s Family  ☐Siblings
Psychosis			☐Mother  ☐Father  ☐Mother’s Family  ☐Father’s Family  ☐Siblings
Criminal history		☐Mother  ☐Father  ☐Mother’s Family  ☐Father’s Family  ☐Siblings
I. What are your child’s strengths and special qualities? 
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
J. 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.
