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Children’s Intake Form

Date: ________                                        Child’s full name: _______________________________________________

Does your child go by a nickname? What? _____________________________________

Parents’  or caregivers’ full names: 

____________________________________________           relationship to child: ___________________________                      

____________________________________________           relationship to child: ___________________________

Presenting Problem and Previous Treatment 

Please briefly describe why you are seeking counseling for your child: _____________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

How long has your child had this problem? __________________________________________________________

Did something happen before it started? (circle)   NO        YES___________________________________________

Has your child ever been diagnosed with a mental health disorder by a doctor, nurse, or therapist? (circle)   NO   YES 

If yes, please list here with dates of diagnosis: ________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Has your child received any previous mental health treatment? (circle) NO       YES    

If yes, please list here:

_____________________________________________________________________________________________
Dates                                                    Agency/practice                                                                             Clinician name 

_____________________________________________________________________________________________
Dates                                                    Agency/practice                                                                              Clinician name 

_____________________________________________________________________________________________
Dates                                                    Agency/practice                                                                              Clinician name 


What were the reasons for seeking treatment before? _________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

What was most helpful about your child’s mental health treatment? _____________________________________

_____________________________________________________________________________________________

What was least helpful about your child’s mental health treatment? ______________________________________

_____________________________________________________________________________________________

Has your child had psychological or neurological testing before? (circle)   NO        YES 

If yes, where was the testing done? ________________________________________________________________

Who administered your child’s testing? ______________________________________    

Why was your child referred for testing? ____________________________________________________________


Is your child receiving other mental health services? (circle)  NO       YES           *if yes, please complete below

Psychiatrist: (who) __________________________        Case management: (who) ___________________________

Crisis services (who) ___________________________    Intensive In-Home: (who) ___________________________

Therapeutic day treatment (school): (who) _______________________________    

School-based counseling: (who)_________________________________________

Substance abuse treatment: (who) ______________________________________

Has your child ever been hospitalized for psychiatric reasons? (circle)  NO       YES  *if yes, please complete below

When?  ______________________        Where? ___________________________________________
                               Dates                                                                                                             Name of facility

Briefly describe the reason: _______________________________________________________________________

_____________________________________________________________________________________________

Has your child ever had suicidal thoughts? (circle)     NO           YES           I DON’T KNOW

Has your child ever attempted suicide? (circle)     NO        YES       If yes, when? ______________________________

What was going on that led to these feelings/thoughts? ________________________________________________

Has your child ever engaged in self-harming behaviors? (circle)      NO         YES         I DON’T KNOW





Substance Use History

Does your child currently or have they historically used any substances?  If yes, please describe what substance, age of first use, and frequency of use:   *include ones tried and any used regularly

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Please describe how your child’s alcohol or drug use affects family and friends, including how these others perceive your child’s use of substances: 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

How does your child perceive their alcohol or drug use? _______________________________________________

Has your child ever had any of the following due to their alcohol or drug use?        NO          YES (circle below)

Blackouts	      Hallucinations      Seizures      Tremors      Hangovers      Legal charges      DUI      School Sanctions      ER Visit    


Has your child ever participated in any of the following due to their alcohol or drug use?      NO       YES (circle below)	


Detox Services (hospital)          Rehab Services (week or 28-day program)          Partial Hospitalization Program          


Outpatient Group Counseling           Inpatient Group Counseling          Court-Ordered Therapy Services          Routine Drug Testing 	

Medical and Health History

Does your child have any medical or health concerns?     NO          YES (detail below)

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________



How do your child’s medical or mental health concerns impact your life or theirs? ___________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________


Does your child have any problems concerning food or eating?     NO         YES (detail below)

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Is your child on a special diet?   NO      YES ___________________________________________________________

Does your child have any problems concerning sleeping?      NO           YES (circle below)

Insomnia       Nightmares       Sleepwalking       Sleeping too much       Trouble falling asleep       Waking often       Trouble waking 

How many hours does your child sleep? (average) _________________________________

What is your child’s activity level?  (detail/circle below)

Daily activity only                       Moderate exercise: How many minutes ___________      How many times a week _____________

Participates in sports: Which ones ________________________________________


What is your child’s highest weight? _________________        What is their current weight? ___________________

Developmental History

Pregnancy history:        

Was your child: (circle)      A planned baby         A surprise baby            

Was your child exposed to alcohol or drugs or any toxins during fetal development?   NO       YES       UNSURE     

If yes, what? ___________________________________    For how long? _________________________________

Were there any problems or complications during the pregnancy?   NO        YES       UNSURE

If yes, what? __________________________________________________________________________________

What was your child’s weight at birth? _______________        Were they born premature?  NO        YES      UNSURE

Were there any complications during the birth?       NO          YES         UNSURE

If yes, what happened? __________________________________________________________________________

How was your child primarily fed as an infant?  (circle)       Breast fed            Formula fed 

At what age was this type of feeding discontinued? ____________________________

Were there any problems with your child gaining weight?     NO           YES           UNSURE 

If yes, what? ___________________________________________________________________________________

Was your child colicky?       YES            NO           UNSURE

Were there any major illnesses, accidents, or injuries before their 3rd birthday?     YES         NO         UNSURE

If yes, what? ___________________________________________________________________________________

Was your child active?      YES            NO            UNSURE

At what age did your child walk? __________________      

If there were difficulties with learning to crawl or walk, please describe: ___________________________________

_____________________________________________________________________________________________

At what age did your child toilet train? ________________

If there were difficulties with toilet training, or issues with wetting/soiling afterwards, please describe: __________

_____________________________________________________________________________________________

At what age did your child begin speaking and using primary sentences? _______________

If there were difficulties learning to speak or communicate, please describe: _______________________________

_____________________________________________________________________________________________

Were there any interruptions or separations in the family during the first 5 years of your child’s life, such as death of a primary caregiver, parental deployment, long times away from a parent due to work, DSS placements, or incarceration?        NO            YES            UNSURE 

If yes, please describe: ___________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________


 What forms of discipline do you use when correcting your child? ________________________________________

_____________________________________________________________________________________________

________________________________________________________________________________________________________


Family History 

Is your child adopted?     YES     NO      If yes, at what age? _________

Is your child a foster child?     YES     NO      If yes, how long has your child been in your care? __________________

Are the child’s parents living together?      YES        NO        

 If no, when did they separate? ____________________            If divorced, when did this occur? _______________

What are the living/ custody arrangements? _________________________________________________________

_____________________________________________________________________________________________

Describe any visitation arrangements or other court arrangements that may be important to note: _____________

_____________________________________________________________________________________________


Birth mother’s name:  _______________________________ (circle)   Living   or  Deceased    Age at death: _______
                                                                                                                                            Cause of death: _________________

Birth father’s name: ________________________________  (circle)    Living or   Deceased    Age at death: _______
                                                                                                                                             Cause of death: ________________

List all members living in the household:

                          NAME                                               AGE                        RELATIONSHIP TO CHILD

________________________________        _________         __________________________________

________________________________        _________         __________________________________

________________________________        _________         __________________________________

________________________________        _________         __________________________________

________________________________       __________        __________________________________

________________________________       __________        __________________________________

Additional people: ___________________________________________________________________

Has your child moved households in their lifetime? If so, please detail below (Where did they live? For how long? Who with?)

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Has any blood relative of your child (parent, sibling, aunt, uncle, grandparent, cousin, etc.) ever had issues with or been diagnosed with the following? (circle and detail)

Seizure disorder  -> Who: ____________________         Chronic physical illness  ->    Who: ____________________

Autism Spectrum  -> Who: _________________      Intellectual/Developmental disability  -> Who: ______________

Depression/Anxiety -> Who: ______________________    Bipolar Disorder  -> Who: _________________________  

Schizophrenia  -> Who: ____________________    ADHD  -> Who: ______________________   

Suicide  -> Who: __________________         Alcoholism or Drug Dependence  -> Who: _____________________   

Other mental health issue: ____________________________________  Who: ______________________________

Has your child ever been emotionally/mentally, sexually, or physically abused?   NO            YES             UNSURE    

_____________________________________________________________________________________________

_____________________________________________________________________________________________



Has your child been in a war zone or experienced civil unrest?  NO    YES      UNSURE   If yes, please detail: _______

_____________________________________________________________________________________________

Has your child experienced a natural disaster?    NO     YES     UNSURE      If yes, please detail: _________________

_____________________________________________________________________________________________

Been a victim of a crime?  NO     YES       UNSURE     If yes, please detail: ___________________________________

_____________________________________________________________________________________________

Has your child been exposed to or witnessed domestic violence in the home?    NO          YES           UNSURE

If yes, please detail: _____________________________________________________________________________

_____________________________________________________________________________________________

Had other traumatic experiences? (Death, threats, bullying, severe illness, loss, neglect, etc.)    NO          YES         UNSURE

If yes, please detail: _____________________________________________________________________________

_____________________________________________________________________________________________


School History

Does your child attend public school?      YES    ________________________________________________________
                                                                                                                 Name of School

Address of School: ________________________________________________________________________________________

Phone number of school: _______________________     Current Grade: ____________   Teacher: ________________________
                                                                          
                                                                           ________________________________________________________
                                                                                                        Name of Homeschool/Program 

Teacher: __________________________     Contact Phone number: ______________________    Current Grade: ____________    

Does your child have an Individualized Education Plan or a 504 Plan?     NO         YES  _________________________
                                                                                                                                                            Year it was first established

Has your child ever repeated a grade?   NO          YES __________________________________________________
                                                                                                     Which grade?                What was the reason? 

Does your child’s teacher report any problems at school?     NO         YES 

If yes, please explain: ____________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Any additional comments or concerns you may have concerning your child’s education? ______________________

_____________________________________________________________________________________________

Spiritual History

Is your child or family spiritual or religious in any way?    NO             YES 

If yes, please detail any activities participated in, etc. : _________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Cultural Domain
What languages are spoken in your household? ______________________________________________________

Does your child’s ethnicity, nationality, heritage, or culture impact your child (how they are treated by others or how they view themselves)?           NO              YES                  UNSURE 

If yes, please describe: ___________________________________________________________________________

**** Preteens (11 and 12) and teens (13 through 18) only:        

Is sexuality something you feel your child has struggles with (questions about behavior, orientation, interaction with others, safety, etc.)?           NO             YES               UNSURE 

Is gender identity something you feel your child is concerned with?     NO             YES            UNSURE

Any additional concerns you may have specifically for your preteen or teen concerning culture or identity? 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Legal History

(Circle all that are applicable)

· No legal history 

· History of involvement in legal system (describe) ______________________________________________

· Served detention time _____________     For what? ____________________________________________
                                                                How long
· Current legal charges: 
                                           ___________________________________________________________________

______________________________________________________________________________________

·  Involvement with Child or Adult Protective Services (CPS/DSS/APS) _______________________________

______________________________________________________________________________________

Is there anything else that you would like your child’s therapist to know about your child or circumstances involving 
the family, the home, the environment, or the situation that brought you in today?    NO              YES

If yes, please detail: _____________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________
Thank you for the time and effort you invested in completing this paperwork! This will help your child’s therapist understand your child and family more fully and be better able to assist on the journey together. 

________________________________________                   ____________________________________________ 
    Parent/Caregiver Signature                    Date                                 Therapist/ Assessor’s Signature                   Date


Ph: (540) 268-0555/Fax: (540) 268-0050
info@compassnrv.com   □   www.compassNRV.com
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