Patient’s Name

L5SL)

NEW ORLEANS

Child and Family Counseling Clinic
Biopsychosocial History Information

Today’s Date:

PATIENT DEMOGRAPHICS

Patient’s Name: Sex: OMOF Birth Date:
Primary Language Spoken: Age: Ethnicity
School: Grade: Occupation
Teacher’s Name: Phone: Email:
School Counselor’s Name: Email:

Handedness

Does the patient wear glassesOYes O No

Person filling out this form and relationship to the patient: /

Who referred you? Relationship of the referral to the patient?

Based on the reason for referral of the person who referred you/ the patient for services, do you agree with the
referraI?OYes No
Please explain:

Is this referral related to any type of legal or court proceedings?OYes ONo
If yes, please explain:

Do you plan to have the patient’s clinician testify in court proceedings?OYesO No
If yes, please explain:
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Patient’s Name

PRESENTING ISSUE(S):

Briefly describe the patient’s current difficulties:

How long has the patient had problem(s) for which you are seeking help?

OO-l month 01—3 months 03-6 months O 6-12 months 01—2 years O 2-4 years

Other: (please indicate)

Please rate the intensity of the problem(s) or concern(s) that you have in reference to your child?

OOz Oz On Os

Low High

Please indicate the frequency with which the problem(s) occur:

ODain OWeekIy OMontth OSeasonaI OSpecificevent(s) OSpecificpIace(s)
OOther

Describe the behaviors of your child and the impact on the following environments (please describe the most recent
period(s) of time):

Home:

School:

Other social environments:

What have you done in an attempt to resolve the problem and what results/outcomes and what changes have
developed in response to the problem over time? Please explain in detail:

*Developed from the Oxford Play Therapy Training Institute & Counseling Center/ * Adapted from BASC
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Patient’s Name

Who are the caregivers involved in the patient’s life on a daily/weekly basis (list all that

apply): Name/Relationship:

Has the patient been seen previously by a:

Professional

Yes

No

Name of Professional

Date(s) of
Service

# of
sessions

Currently
Seeking
Services?
Yor N

If yes,
Frequency (days
of the week,
times)

Psychiatrist

Psychologist

Speech
Pathologist

Audiologist

Physical
Therapist

Occupational
Therapist

Social
Worker

School
Counselor

Learning
Specialist

Tutor

ABA
Therapist

Hospitalized
for
Psychiatric
Care

Other

Is the patient adopted? OYesONo Date of adoption:
If yes, was the adoption open or closed?

If yes, what does the patient know (if anything) about his/her adoption?

*Developed from the Oxford Play Therapy Training Institute & Counseling Center/ * Adapted from BASC
Revised by Erin M. Dugan, PH.D., LPC-S, RPT/S 2009; Revised by Erin M. Dugan, PH.D., LPC-S, RPT/S 2012, 2016, 2019




Patient’s Name

FAMILY HISTORY

Marital Status of Parents: O Married O Separated O Divorced O Never Married/Living Together
ONever Married/Living Apart O RemarriedO Other

If parents are separated or divorced, how old was the patient when the separation occurred?

Please describe events which led up to the divorce and events that your child was exposed to (include arguments, fighting,
violence if applicable, etc)

The next set of questions primarily focuses on children whose parents have/are separated and/or divorced:

What is the custody schedule?

Which adult does the patient live with?
How long has this current situation been?

Is the patient happy/content with this situation?

Why & How Can You Tell?

For all parents:
Describe your current spousal relationship (applicable for parents who are married, not married, separated and/or
divorced):

Whom is the patient closer with (parent/grandparent/other)?

Would you describe the patient as “distant” from any one particular parent/grandparent/other?

Family Constellation: (List all people living in household. Include all family members (parents, siblings) that have
frequent contact with the patient (i.e., weekly, and bi-weekly) such as maternal grandmother, half siblings, stepmother,
etc.)

Name Relationship to the patient Age Frequency
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Patient’s Name

Describe the patient’s daily and weekly routine: (school schedules, activity schedules,
other):

Sunday Monday Tuesday Wednesday | Thursday

Friday

Saturday

Wake Time

Morning
Routine

School
Times

After School
Event/Times

Evening
Routine

Bed Time

Who is primarily responsible for your child? (Mom? Dad? Both? Describe):

What kind of physical exercise does your child get?

What kind of play is your child involved in?

What kind of “down” (i.e., no physical activity, TV, Screen time) time does your child get? How long?

What kind of screen time does your child get? How long? What does he watch? What does he play?

Does the patient have difficulties with sleep? (please check the yes or no box) OYes ONo

Please check items that apply: (explain)
[J Oversleep
[J Cannot go to sleep
[J Nightmares
1 Frequent awakenings

Does the patient have problems with appetite?OYesO No
Please check items that apply: (explain)

Decreased appetite
Loss of weight
Overeating
Binging
Forced vomiting
Use of laxatives

Oooogo
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Patient’s Name

Does the patient have problems with his/her activity IeveI?OYesO No

Please check items that apply: (explain)

Decreased energy

Increased energy

Loss of interest

Increased interest in danger
(seeking activity, explain)

oogo

Does the patient have problems with attention or concentration?

@) YesO No

How much caffeine does the patient consume each day?

Dangerous behavior?
10 YesO No Does the patient have access to a weapon?
ZO YesO No Has the patient ever made attempts to harm
himself?  When:

3OYesONo Is the patient talking about harming someone else?
If so, explain:

4OYes O\Io Has the patient ever attempted to harm someone else?
If so, explain:

Has the patient ever made an attempt to harm him/herself, or others? Threatened to do so? Explain.

Difficulty with Siblings? (Arguing, fighting, jealousy)

Method of Discipline Currently Used (include both caregivers):

spanking fussing screaming taking privileges away Timeout

rewards other

Is your method of discipline effective?

Who is the main disciplinarian at home?

Do both parents discipline similarly? Differently?

Have there been any recent changes in the family system and if yes for how long? (i.e., change in home location, major
events, significant losses, etc.)
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Patient’s Name

# of times the family has moved since the child was born? Reasoning:

Family Religion: QCathoIic QProtestant Qjewish QLutheran QEpiscopaIian
QNon-Denomination OAtheist QScience Christian OOther

Are there any cultural/spiritual beliefs that you may have that you believe will impact your child’s

therapy?

Check the activities in which your child participates with the family:

Activity

YES?

Frequency

Level of Child’s Enjoyment

Movies

Meals

Conversations

Visits with Relatives

Church

Games

Sports

Trips

TV

Out to Dinner

Other

What do you feel your strengths as a family are?

What would you like to change in your family?

What do you enjoy most about this child?

What do you find most difficult about raising this child?

What would you like for the patient to be when he/she grows up?

Highest grades completed in years: Mother Father
Household Income provided by: Mother Father

What level of education do you hope the patient will complete?

Other family members

SSI Other

*Developed from the Oxford Play Therapy Training Institute & Counseling Center/ * Adapted from BASC
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Patient’s Name

Place a check next to any illness or condition that any member of the immediate family has had. When you check an
item, please note the member’s relationship to the patient.

IlIness/Condition

YES?

Name/

Family Member

Relationship to

Past Issues Seeking
or Current Professional
Issues? Services? Yor N

Type of lliness/
Condition

Alcoholism/Substance
Abuse

Child

Cancer

Genetic
Disease/Condition

Diabetes

Sickle Cell Anemia

Kidney Problems

Thyroid Problems

Seizures

Serious llIness

Debilitating
injuries/disabilities

Heart Trouble

Nervous/Psychological
Problems

Psychiatric Problems

Depression

Anxiety

Physical/Sexual Abuse

Emotional
Abuse/Neglect

Suicide Attempt

Suicide Completion

Infectious Diseases

Other

Please check any past, present, or impending special problems in your family:

Issues YES? Family Member Past Issues Seeking Type of lliness/ | Other
Name/ or Current Professional Condition Comments
Relationship to Issues? Services? Y/

Divorce Lhild N

Gaming

Gambling

*Developed from the Oxford Play Therapy Training Institute & Counseling Center/ * Adapted from BASC
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Patient’s Name

Seeking
Professional
Services?
Y/N

Past Issues or
Current
Issues?

YES? Family Member
Name/Relationship

to the patient

Issues

Type of
IlIness/Condition

Other
Comments

Legal
Problems

Frequent
Relocations

Financial
Crisis

School
Problems

Learning
Problems

Attention
Problems

Truancy

Deaths

New Children

Marital Strifes

Other

Do you (parents or child) smoke?OYesONo If yes, do you smoke in the household? OYes O No

PLEASE ANSWER FOR BOTH CAREGIVERS IN THIS SECTION

CAREGIVER 1: (indicate who you are)

Have you personally experienced significant family abuse?

Have you personally experienced legal problems?

Did you experience learning problems in school?

In general, how happy or adjusted were you growing up?

How much is your immediate family a source of emotional support for you?

Who in your family do you feel closest to?

Most distant from? In most conflict with?

Social History:

CAREGIVER 2: (indicate who you are)

Have you personally experienced significant family abuse

Have you personally experienced legal problems

Did you experience learning problems in school?

*Developed from the Oxford Play Therapy Training

Institute & Counseling Center/ *
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Patient’s Name

In general, how happy or adjusted were you growing up?

How much is your immediate family a source of emotional support for you?

Who in your family do you feel closest to?

Most distant from? In most conflict with?

Social History:

EDUCATIONAL HISTORY
Has the patient had any academic, behavioral, or problems in school?

Problem Type Severity Level (1to5) | Comments

Academic

Behavioral

Peer Related

Retention (repeated
Grades)

How did the patient perform academically/socially in each grade? (poor/fair/good/excellent):

Academically Socially

Daycare/Preschool/Headstart

Elementary School

Middle School

High School

Has your child ever been expelled/ suspended? @es Olo

Has your child ever been tested? Oes @\lo

Does your child have an IEP (individualized education plan)? Oes O\Io
SOCIAL

Does your child have many friends (In/Out of School)? Who are they?

Does your child have difficulty making or keeping friends?

*Developed from the Oxford Play Therapy Training Institute & Counseling Center/ * Adapted from BASC
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Patient’s Name

What is your child’s style like when making friends? Do you think his/her style is effective or not?

Based on the patient ‘s style - Whose perception is this based on — yours (the parent), the teacher’s (feedback/parent-

teacher meetings), or both?

Has the patient been tested for learning disabilities? Special Education/Support Services?

Please check where appropriate:
Has difficulty with reading

Has difficulty with spelling
Other subjects:
Does not like school

[]

Has difficulty with math
Has difficulty with writing

PSYCHIATRIC HISTORY
Place a check for each symptom that applies to the patient (please make a note next to each item that you circle an

explanation, the duration, and treatment history if any) :

Symptom

YES

Frequency

Intensity

Duration

List with Details

Fears

Sadness

Anger

Irritation

Explosive
Outbursts

Gets Upset Easily

Cruel to Animals

Sets Fires

Breaks Things
Belonging to
Himself

Breaks things
Belonging to
Others

Decreased Energy

Increased Energy

Loss in Interest in
Activities

Increased Interest
in Danger

Risk Taking

*Developed from the Oxford Play Therapy Training Institute & Counseling Center/ * Adapted from BASC
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Patient’s Name

Symptom Y/N Frequency Intensity Duration List with Details
Oversleep

Cannot go to
Sleep

Nightmares

Night Terrors

Frequent
Awakenings

Decreased
Appetite

Increased
Appetite

Overeating

Binging

Forced Vomiting

Use of laxatives

Smokes

Uses/Abuse
Drugs

Self-Harm

Performs Rituals

Sees Things That
Are Not There

Obsessive
Concerns

Worries

Hears Things That
People Do Not

Repeats Specific

Repeats
Behaviors Over
and Over Again

Suicidal Thoughts

Homicidal
Thoughts

Depression

Anxiety

Dependent

Concerns with
Physical Problems

Rapid Mood
Changes

Worthlessness

Hopeless

Poor Self-Esteem

Stomach Aches

Shy

*Developed from the Oxford Play Therapy Training Institute & Counseling Center/ * Adapted from BASC 12
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Patient’s Name

Withdrawn

Symptom Y/N Frequency Intensity Duration List with Details

Wets Bed/Clothes

Swears/Curses

Fidgety

Impulsive

Hyperactive

Steals

Runs Away

Can’t Wait Turn

Doesn’t Share

Doesn’t
Listen/Doesn’t
Follows
Instructions

Forgets

Harms Self

Harms Others

Speech
Difficulties

Hearing
Difficulties

Language
Difficulties

Vision Difficulties

Rocks Back and
Forth

Tantrums

Bangs Head

Bites Nails

Pulls Hair/Eye
Lashes

Sucks
Thumb/Fingers

Overly Neat

Perfectionism

CHILD'S DEVELOPMENTAL HISTORY
Prenatal events:

Parents’ attitude toward pregnancy

Conception — ease O planned O unplannedo

Pregnancy complications (bleeding, excess vomiting, medication, infections, x-rays, smoking, alcohol/drug use,
etc.
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Patient’s Name

Birth and Postnatal period:
Birth weight Length Labor duration Delivery: vaginal C section Problems

APGAR scores (if known) Anyjaundice?OYes ONO Time in hospital

Complications?

Mother's health after delivery

Post Partum Depression?OYesONo if yes, how long?

Primary caretaker for the patient, first year
thereafter

Feeding history: Age breastfeeding was weaned Age bottle feeding was weaned

Food allergies

Separations from mother and/or father: age, duration, reaction to:

Toilet training:

Age reached bowel control: day night
bladder control: day night
Toilet trainings methods used ease current function: Good/adequate/poor

Sexual development: Gender identity issuesOYesONo
Motor development: (please write in age, parentheses are approximate normal limits)
Rolls over (3-5m) sit without support (5-7m) crawls (5-8) walks well (11-16m)

Runs well (2y) rides tricycle (3y) throws ball overhand (4y)

Current level of activity

Fine and gross motor coordination compared to peers

Language development: (please write in age, parentheses are approximate normal limits)

Several words besides dada, mama (1y) name several objects-ball, cup (15m)

3 words together--subject, verb, object (24m) vocabulary articulation comprehension

Compared to peers

Any current problems
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Revised by Erin M. Dugan, PH.D., LPC-S, RPT/S 2009; Revised by Erin M. Dugan, PH.D., LPC-S, RPT/S 2012, 2016, 2019



Patient’s Name

Social development: (please write in age, parentheses are approximate normal limits) smile (2m)
shy with strangers (6-10m) separates from mother easily (2-3y) cooperative play with others (4y)
quality of attachment to mother quality of attachment to father

relationships to family members
early peer interactions

current peer interactions

special interests/hobbies

Behavioral/Discipline: compliance vs. non-compliance

lying/stealing rule breaking methods of discipline

other problems

Emotional development: early temperament

current personality

mood fears/phobias
habits
special objects (blankets, dolls, etc.) ability to express of feelings

Drug/Alcohol History:

School History: current grade school contact

number of schools attended average grades

homework problems

specific learning disabilities

strengths

what have teachers said about the patient

*Developed from the Oxford Play Therapy Training Institute & Counseling Center/ * Adapted from BASC 15
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Patient’s Name

Overall Strengths & Challenges -- as viewed by parents

Overall Strengths & Challenges-- as viewed by the patient

DEVELOPMENTAL HISTORY

During pregnancy, was mother on medication? Yes@No O
If yes, what kind?
During pregnancy, did mother smoke? YesONo @
If yes, how many cigarettes each day?
During pregnancy, did mother drink alcoholic beverages Yes@No O
If yes, what did she drink and how often?
During pregnancy, did mother use drugs? YesONoO
If yes, what kind and how often?
Were forceps used during delivery? Yes O No @)
Was a Caesarean section performed? YesONo O
If yes, for what reason?
Was the child premature?
If so, by how many months?
What was the child’s birth weight?
Were there any birth defects or complications?
If yes, please describe:
Were there any feeding problems? Yes O No O
If yes, please describe:
Were there any sleeping problems? YesO NoO
If yes, please describe:
As an infant was the patient quiet? Yes O No QO

As an infant, did the patient like to be held? YesO No O

As an infant, was the patient alert?  Yes O No O

Were there any special problems in the growth and development of the child during the first few years?  Yes OnoO
If yes, please describe:

The following is a list of infant and preschool behaviors. Please indicate the age at which your child first demonstrated
each behavior. If you are not certain of the age but have some idea, write the age followed by a questions mark. If you
don’t remember the age at which the behavior occurred, please write a question mark.

Behavior Age Behavior Age
Showed response to mother Put several words together

Rolled over Dressed self

Sat alone Became toilet trained

Crawled Stayed dry at night

Walked alone Fed self

Babbled Rode tricycle

Spoke first word

*Developed from the Oxford Play Therapy Training Institute & Counseling Center/ * Adapted from BASC
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Patient’s Name

Early Childhood
Child walked:
<12 months
12 — 24 months
24-36 months
> months
has never walked

Child spoke words:

< 12 months
12-24 months
24-36 months
> months
has never spoken words

Child spoke sentence:

< 12 months
12-24 months
24-36 months
> months
has never spoken sentences

highlight all that apply:
Infancy Easy Friendly Easy going Regular sleep Difficult Slow to Fussy Unpredict-
patterns warm up able sleep
patterns
Toddlerhood | Active Adventuresome | Can focus Moody Outgoing Passive Clingy Distracted Cheerful
attention
Preschool Separated | Got Along with Got Along Difficulty Problems with Behavior
Easily Peers with Adults | Separating Peers Problems
Latency Got Along | Problems with School Got Along Poor Performs
with Peers Behavior with Adults Relationship Well at
Peers Problems with Teacher/ School
Adults
Adolescence | Got Along | School Behavior | Gets Along Problems with | Performs Well Poor Has
with Problems with Peers at School Relationship | Several
Peers Teacher with Friends
/Adults Teacher/
Adults
Puberty
Onset of puberty (breast development, menstruation, pubic hair, facial hair):
<10years 14-16 years
10-12 years > 16 years
12-14 years no development
MEDICAL HISTORY
Medical lliness Y/N Details
Seizures
Head Injury

Blurred Vision

Thyroid Problems

Dizziness

Eye Problems

Kidney Problems

Allergies

Hearing Problem

Blood Transfusion

High Fever

Pregnancy

Asthma

Diabetes

*Developed from the Oxford Play Therapy Training Institute & Counseling Center/ * Adapted from BASC
Revised by Erin M. Dugan, PH.D., LPC-S, RPT/S 2009; Revised by Erin M. Dugan, PH.D., LPC-S, RPT/S 2012, 2016, 2019



Patient’s Name

Heart Problems

Hospitalizations/Surgeries

Serious llIness

Loss of Consciousness

Digestive Problems

Blood in Urine

STD

Other:

Does the patient have a Primary Care Physician (PCP): YesONo O
Current Prescribed Medications/Reasons:

Type: Type:
Dose: Dose:
Frequency: Frequency:
Reason: Reason:
Pediatrician Name: Contact #:

LEGAL HISTORY
Physical Abuse OQYes O No Describe:

Date of Report:

Sexual Abuse QYes (O No  Describe:

Date of Report:

Sexual Abuse Yes(Q) No(QDescribe:

Date of Report:

NeglectOYes O No Describe:

Date of Report:

Was a Forensic Examination/Interview Taken? OYes ONo Date:
Interviewer Phone:

Impending Court Appearance: OYes ONo Date:
Purpose:

Domestic Violence Shelter?OYes O No Describe:

Caseworker Phone:

Orders of Protection: OYes ONo Describe:

*Developed from the Oxford Play Therapy Training Institute & Counseling Center/ * Adapted from BASC
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18




Patient’s Name

Risk Factors:

A.

Do you believe that the patient uses drugs? Yes No
Does the patient have friends that use drugs? Yes No
Does the patient have a weapon? Yes No

If yes, has he/she used it for reasons other than sports activities like hunting? (explain)

=2
(e}

Has he/she ever had a weapon? Yes
B.

Does the patient have friends who are in gang?

Is he/she a member of a gang?

If yes, what gang activities has he/she been involved in?

<

1

)
=2
(o]

00O
00 O

Has the patient witnessed violence? Yes O No
If yes, explain:

Has he/she ever been arrested? Yes O No
If yes, how many times? , for what?

Has the patient ever been on probation? Yes O No

Name of Probation Officer

How many times?
What are the current charges?

Does the patient have friends who are involved in court? Yes

O 1gQgQ

O

OTHER INFORMATION
What are the patient’s favorite activities?

What activities would the patient like to engage in more often than he/she does at present?

What activities does the patient like least?

Has the patient ever been in trouble with the law? Yes O No O
If yes, describe:

CAREGIVER’S EXPECTATIONS OF SERVICES:

*Developed from the Oxford Play Therapy Training Institute & Counseling Center/ * Adapted from BASC
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Patient’s Name

What do you expect from receiving services for the patient? For yourself? Explain.

What are your goals for the patient? For yourself? Explain.

How long do you believe the therapy should take for the patient’s presenting issue(s) to be resolved? Explain.

What is your role as the patient’s caregiver(s)? Please describe for both caregivers.

What stressors are evident in your lives?

What do you believe the role of the therapist is who will be providing services to the patient?

Is there any other information that you think may help us in working with the patient?

Caregiver(s) Name: Signature : Date:
Clinician’s Signature: Date:
Supervisor’s Signature: Date:
*Developed from the Oxford Play Therapy Training Institute & Counseling Center/ * Adapted from BASC 20

Revised by Erin M. Dugan, PH.D., LPC-S, RPT/S 2009; Revised by Erin M. Dugan, PH.D., LPC-S, RPT/S 2012, 2016, 2019



	PATIENT DEMOGRAPHICS
	FAMILY HISTORY
	Behavior   Age  Behavior   Age

	Puberty
	MEDICAL HISTORY
	pages 15-20.pdf
	PATIENT DEMOGRAPHICS
	FAMILY HISTORY
	Behavior   Age  Behavior   Age

	Puberty
	MEDICAL HISTORY


	Todays Date: 
	Birth Date: 
	Primary Language Spoken: 
	Age: 
	School: 
	Grade: 
	Teachers Name: 
	Email: 
	School Counselors Name: 
	Email_2: 
	Person filling out this form and relationship to the patient: 
	Who referred you: 
	Relationship of the referral to the patient: 
	Please explain 1: 
	Please explain 2: 
	If yes please explain 1: 
	Briefly describe the patients current difficulties 1: 
	13 months: 
	Weekly: 
	Home 1: 
	School 1: 
	Other social environments 1: 
	developed in response to the problem over time Please explain in detail 1: 
	NameRelationship: 
	3: 
	4: 
	3_2: 
	4_2: 
	5: 
	YesPsychiatrist: 
	NoPsychiatrist: 
	Name of ProfessionalPsychiatrist: 
	Dates of ServicePsychiatrist: 
	 of sessionsPsychiatrist: 
	Currently Seeking Services Y or  NPsychiatrist: 
	If yes Frequency days of the week timesPsychiatrist: 
	YesPsychologist: 
	NoPsychologist: 
	Name of ProfessionalPsychologist: 
	Dates of ServicePsychologist: 
	 of sessionsPsychologist: 
	Currently Seeking Services Y or  NPsychologist: 
	If yes Frequency days of the week timesPsychologist: 
	YesSpeech Pathologist: 
	NoSpeech Pathologist: 
	Name of ProfessionalSpeech Pathologist: 
	Dates of ServiceSpeech Pathologist: 
	 of sessionsSpeech Pathologist: 
	Currently Seeking Services Y or  NSpeech Pathologist: 
	If yes Frequency days of the week timesSpeech Pathologist: 
	YesAudiologist: 
	NoAudiologist: 
	Name of ProfessionalAudiologist: 
	Dates of ServiceAudiologist: 
	 of sessionsAudiologist: 
	Currently Seeking Services Y or  NAudiologist: 
	If yes Frequency days of the week timesAudiologist: 
	YesPhysical Therapist: 
	NoPhysical Therapist: 
	Name of ProfessionalPhysical Therapist: 
	Dates of ServicePhysical Therapist: 
	 of sessionsPhysical Therapist: 
	Currently Seeking Services Y or  NPhysical Therapist: 
	If yes Frequency days of the week timesPhysical Therapist: 
	YesOccupational Therapist: 
	NoOccupational Therapist: 
	Name of ProfessionalOccupational Therapist: 
	Dates of ServiceOccupational Therapist: 
	 of sessionsOccupational Therapist: 
	Currently Seeking Services Y or  NOccupational Therapist: 
	If yes Frequency days of the week timesOccupational Therapist: 
	YesSocial Worker: 
	NoSocial Worker: 
	Name of ProfessionalSocial Worker: 
	Dates of ServiceSocial Worker: 
	 of sessionsSocial Worker: 
	Currently Seeking Services Y or  NSocial Worker: 
	If yes Frequency days of the week timesSocial Worker: 
	YesSchool Counselor: 
	NoSchool Counselor: 
	Name of ProfessionalSchool Counselor: 
	Dates of ServiceSchool Counselor: 
	 of sessionsSchool Counselor: 
	Currently Seeking Services Y or  NSchool Counselor: 
	If yes Frequency days of the week timesSchool Counselor: 
	YesLearning Specialist: 
	NoLearning Specialist: 
	Name of ProfessionalLearning Specialist: 
	Dates of ServiceLearning Specialist: 
	 of sessionsLearning Specialist: 
	Currently Seeking Services Y or  NLearning Specialist: 
	If yes Frequency days of the week timesLearning Specialist: 
	YesTutor: 
	NoTutor: 
	Name of ProfessionalTutor: 
	Dates of ServiceTutor: 
	 of sessionsTutor: 
	Currently Seeking Services Y or  NTutor: 
	If yes Frequency days of the week timesTutor: 
	YesABA Therapist: 
	NoABA Therapist: 
	Name of ProfessionalABA Therapist: 
	Dates of ServiceABA Therapist: 
	 of sessionsABA Therapist: 
	Currently Seeking Services Y or  NABA Therapist: 
	If yes Frequency days of the week timesABA Therapist: 
	Hospitalized: 
	Name of ProfessionalHospitalized for Psychiatric Care: 
	Dates of ServiceHospitalized for Psychiatric Care: 
	 of sessionsHospitalized for Psychiatric Care: 
	Currently Seeking Services Y or  NHospitalized for Psychiatric Care: 
	If yes Frequency days of the week timesHospitalized for Psychiatric Care: 
	YesOther: 
	NoOther: 
	Name of ProfessionalOther: 
	Dates of ServiceOther: 
	 of sessionsOther: 
	Currently Seeking Services Y or  NOther: 
	If yes Frequency days of the week timesOther: 
	Date of adoption: 
	If yes was the adoption open or closed: 
	If yes what does the patient know if anything about hisher adoption 2: 
	Other: 
	If parents are separated or divorced how old was the patient when the separation occurred: 
	fighting violence if applicable etc 2: 
	What is the custody schedule: 
	Which adult does the patient live with: 
	How long has this current situation been: 
	Is the patient happycontent with this situation: 
	Why  How Can You Tell 2: 
	divorced: 
	Whom is the patient closer with parentgrandparentother: 
	Would you describe the patient as distant from any one particular parentgrandparentother: 
	NameRow1: 
	Relationship to the patientRow1: 
	AgeRow1: 
	FrequencyRow1: 
	NameRow2: 
	Relationship to the patientRow2: 
	AgeRow2: 
	FrequencyRow2: 
	NameRow3: 
	Relationship to the patientRow3: 
	AgeRow3: 
	FrequencyRow3: 
	NameRow4: 
	Relationship to the patientRow4: 
	AgeRow4: 
	FrequencyRow4: 
	NameRow5: 
	Relationship to the patientRow5: 
	AgeRow5: 
	FrequencyRow5: 
	other 1: 
	SundayWake Time: 
	MondayWake Time: 
	TuesdayWake Time: 
	WednesdayWake Time: 
	ThursdayWake Time: 
	FridayWake Time: 
	SaturdayWake Time: 
	SundayMorning Routine: 
	MondayMorning Routine: 
	TuesdayMorning Routine: 
	WednesdayMorning Routine: 
	ThursdayMorning Routine: 
	FridayMorning Routine: 
	SaturdayMorning Routine: 
	SundaySchool Times: 
	MondaySchool Times: 
	TuesdaySchool Times: 
	WednesdaySchool Times: 
	ThursdaySchool Times: 
	FridaySchool Times: 
	SaturdaySchool Times: 
	SundayAfter School EventTimes: 
	MondayAfter School EventTimes: 
	TuesdayAfter School EventTimes: 
	WednesdayAfter School EventTimes: 
	ThursdayAfter School EventTimes: 
	FridayAfter School EventTimes: 
	SaturdayAfter School EventTimes: 
	SundayEvening Routine: 
	MondayEvening Routine: 
	TuesdayEvening Routine: 
	WednesdayEvening Routine: 
	ThursdayEvening Routine: 
	FridayEvening Routine: 
	SaturdayEvening Routine: 
	SundayBed Time: 
	MondayBed Time: 
	TuesdayBed Time: 
	WednesdayBed Time: 
	ThursdayBed Time: 
	FridayBed Time: 
	SaturdayBed Time: 
	Who is primarily responsible for your child Mom Dad  Both Describe 1: 
	Who is primarily responsible for your child Mom Dad  Both Describe 2: 
	What kind of physical exercise does your child get: 
	What kind of play is your child involved in 1: 
	What kind of play is your child involved in 2: 
	What kind of down ie no physical activity TV Screen time time does your child get How long: 
	What kind of screen time does your child get How long What does he watch What does he play: 
	Oversleep: Off
	Cannot go to sleep: Off
	Nightmares: Off
	Frequent awakenings: Off
	Decreased appetite: Off
	Loss of weight: Off
	Overeating: Off
	Binging: Off
	Forced vomiting: Off
	Use of laxatives: Off
	1_3: 
	2_3: 
	Patients Name_7: 
	Please check items that apply explain_3: 
	Decreased energy: Off
	Increased energy: Off
	Loss of interest: Off
	Increased interest in danger: Off
	undefined_9: 
	seeking activity explain: 
	How much caffeine does the patient consume each day: 
	When: 
	If so explain: 
	If so explain_2: 
	Has the patient ever made an attempt to harm himherself or others Threatened to do so Explain 1: 
	Difficulty with Siblings Arguing fighting jealousy 2: 
	other: 
	Is your method of discipline effective: 
	Who is the main disciplinarian at home: 
	Do both parents discipline similarly Differently: 
	events significant losses etc 1: 
	Patients Name 1: 
	Patients Name 2: 
	of times the family has moved since the child was born Reasoning: 
	therapy 1: 
	YESMovies: 
	FrequencyMovies: 
	Level of Childs EnjoymentMovies: 
	YESMeals: 
	FrequencyMeals: 
	Level of Childs EnjoymentMeals: 
	YESConversations: 
	FrequencyConversations: 
	Level of Childs EnjoymentConversations: 
	YESVisits with Relatives: 
	FrequencyVisits with Relatives: 
	Level of Childs EnjoymentVisits with Relatives: 
	YESChurch: 
	FrequencyChurch: 
	Level of Childs EnjoymentChurch: 
	YESGames: 
	FrequencyGames: 
	Level of Childs EnjoymentGames: 
	YESSports: 
	FrequencySports: 
	Level of Childs EnjoymentSports: 
	YESTrips: 
	FrequencyTrips: 
	Level of Childs EnjoymentTrips: 
	YESTV: 
	FrequencyTV: 
	Level of Childs EnjoymentTV: 
	YESOut to Dinner: 
	FrequencyOut to Dinner: 
	Level of Childs EnjoymentOut to Dinner: 
	YESOther: 
	FrequencyOther: 
	Level of Childs EnjoymentOther: 
	What do you feel your strengths as a family are 1: 
	What do you feel your strengths as a family are 2: 
	What would you like to change in your family 1: 
	What would you like to change in your family 2: 
	What do you enjoy most about this child 1: 
	What do you find most difficult about raising this child 1: 
	What would you like for the patient to be when heshe grows up: 
	Highest grades completed in years: 
	Mother: 
	Household Income provided by: 
	Mother_2: 
	Father: 
	Other family members: 
	SSI: 
	What level of education do you hope the patient will complete: 
	Patients Name_8: 
	YESAlcoholismSubstance Abuse: 
	Family Member NameRelationship to ChildAlcoholismSubstance Abuse: 
	Past Issues or Current IssuesAlcoholismSubstance Abuse: 
	Seeking Professional Services Y or NAlcoholismSubstance Abuse: 
	Type of IllnessConditionAlcoholismSubstance Abuse: 
	YESCancer: 
	Family Member NameRelationship to ChildCancer: 
	Past Issues or Current IssuesCancer: 
	Seeking Professional Services Y or NCancer: 
	Type of IllnessConditionCancer: 
	YESGenetic DiseaseCondition: 
	Family Member NameRelationship to ChildGenetic DiseaseCondition: 
	Past Issues or Current IssuesGenetic DiseaseCondition: 
	Seeking Professional Services Y or NGenetic DiseaseCondition: 
	Type of IllnessConditionGenetic DiseaseCondition: 
	YESDiabetes: 
	Family Member NameRelationship to ChildDiabetes: 
	Past Issues or Current IssuesDiabetes: 
	Seeking Professional Services Y or NDiabetes: 
	Type of IllnessConditionDiabetes: 
	YESSickle Cell Anemia: 
	Family Member NameRelationship to ChildSickle Cell Anemia: 
	Past Issues or Current IssuesSickle Cell Anemia: 
	Seeking Professional Services Y or NSickle Cell Anemia: 
	Type of IllnessConditionSickle Cell Anemia: 
	YESKidney Problems: 
	Family Member NameRelationship to ChildKidney Problems: 
	Past Issues or Current IssuesKidney Problems: 
	Seeking Professional Services Y or NKidney Problems: 
	Type of IllnessConditionKidney Problems: 
	YESThyroid Problems: 
	Family Member NameRelationship to ChildThyroid Problems: 
	Past Issues or Current IssuesThyroid Problems: 
	Seeking Professional Services Y or NThyroid Problems: 
	Type of IllnessConditionThyroid Problems: 
	YESSeizures: 
	Family Member NameRelationship to ChildSeizures: 
	Past Issues or Current IssuesSeizures: 
	Seeking Professional Services Y or NSeizures: 
	Type of IllnessConditionSeizures: 
	YESSerious Illness: 
	Family Member NameRelationship to ChildSerious Illness: 
	Past Issues or Current IssuesSerious Illness: 
	Seeking Professional Services Y or NSerious Illness: 
	Type of IllnessConditionSerious Illness: 
	YESDebilitating injuriesdisabilities: 
	Family Member NameRelationship to ChildDebilitating injuriesdisabilities: 
	Past Issues or Current IssuesDebilitating injuriesdisabilities: 
	Seeking Professional Services Y or NDebilitating injuriesdisabilities: 
	Type of IllnessConditionDebilitating injuriesdisabilities: 
	YESHeart Trouble: 
	Family Member NameRelationship to ChildHeart Trouble: 
	Past Issues or Current IssuesHeart Trouble: 
	Seeking Professional Services Y or NHeart Trouble: 
	Type of IllnessConditionHeart Trouble: 
	YESNervousPsychological Problems: 
	Family Member NameRelationship to ChildNervousPsychological Problems: 
	Past Issues or Current IssuesNervousPsychological Problems: 
	Seeking Professional Services Y or NNervousPsychological Problems: 
	Type of IllnessConditionNervousPsychological Problems: 
	YESPsychiatric Problems: 
	Family Member NameRelationship to ChildPsychiatric Problems: 
	Past Issues or Current IssuesPsychiatric Problems: 
	Seeking Professional Services Y or NPsychiatric Problems: 
	Type of IllnessConditionPsychiatric Problems: 
	YESDepression: 
	Family Member NameRelationship to ChildDepression: 
	Past Issues or Current IssuesDepression: 
	Seeking Professional Services Y or NDepression: 
	Type of IllnessConditionDepression: 
	YESAnxiety: 
	Family Member NameRelationship to ChildAnxiety: 
	Past Issues or Current IssuesAnxiety: 
	Seeking Professional Services Y or NAnxiety: 
	Type of IllnessConditionAnxiety: 
	YESPhysicalSexual Abuse: 
	Family Member NameRelationship to ChildPhysicalSexual Abuse: 
	Past Issues or Current IssuesPhysicalSexual Abuse: 
	Seeking Professional Services Y or NPhysicalSexual Abuse: 
	Type of IllnessConditionPhysicalSexual Abuse: 
	YESEmotional AbuseNeglect: 
	Family Member NameRelationship to ChildEmotional AbuseNeglect: 
	Past Issues or Current IssuesEmotional AbuseNeglect: 
	Seeking Professional Services Y or NEmotional AbuseNeglect: 
	Type of IllnessConditionEmotional AbuseNeglect: 
	YESSuicide Attempt: 
	Family Member NameRelationship to ChildSuicide Attempt: 
	Past Issues or Current IssuesSuicide Attempt: 
	Seeking Professional Services Y or NSuicide Attempt: 
	Type of IllnessConditionSuicide Attempt: 
	YESSuicide Completion: 
	Family Member NameRelationship to ChildSuicide Completion: 
	Past Issues or Current IssuesSuicide Completion: 
	Seeking Professional Services Y or NSuicide Completion: 
	Type of IllnessConditionSuicide Completion: 
	YESInfectious Diseases: 
	Family Member NameRelationship to ChildInfectious Diseases: 
	Past Issues or Current IssuesInfectious Diseases: 
	Seeking Professional Services Y or NInfectious Diseases: 
	Type of IllnessConditionInfectious Diseases: 
	YESOther_2: 
	Family Member NameRelationship to ChildOther: 
	Past Issues or Current IssuesOther: 
	Seeking Professional Services Y or NOther: 
	Type of IllnessConditionOther: 
	YESDivorce: 
	Family Member NameRelationship to ChildDivorce: 
	Past Issues or Current IssuesDivorce: 
	Seeking Professional Services YNDivorce: 
	Type of IllnessConditionDivorce: 
	Other CommentsDivorce: 
	YESGaming: 
	Family Member NameRelationship to ChildGaming: 
	Past Issues or Current IssuesGaming: 
	Seeking Professional Services YNGaming: 
	Type of IllnessConditionGaming: 
	Other CommentsGaming: 
	YESGambling: 
	Family Member NameRelationship to ChildGambling: 
	Past Issues or Current IssuesGambling: 
	Seeking Professional Services YNGambling: 
	Type of IllnessConditionGambling: 
	Other CommentsGambling: 
	Patients Name_9: 
	YESLegal Problems: 
	Family Member NameRelationship to the patientLegal Problems: 
	Past Issues or Current IssuesLegal Problems: 
	Seeking Professional Services Y  NLegal Problems: 
	Type of IllnessConditionLegal Problems: 
	Other CommentsLegal Problems: 
	YESFrequent Relocations: 
	Family Member NameRelationship to the patientFrequent Relocations: 
	Past Issues or Current IssuesFrequent Relocations: 
	Seeking Professional Services Y  NFrequent Relocations: 
	Type of IllnessConditionFrequent Relocations: 
	Other CommentsFrequent Relocations: 
	YESFinancial Crisis: 
	Family Member NameRelationship to the patientFinancial Crisis: 
	Past Issues or Current IssuesFinancial Crisis: 
	Seeking Professional Services Y  NFinancial Crisis: 
	Type of IllnessConditionFinancial Crisis: 
	Other CommentsFinancial Crisis: 
	YESSchool Problems: 
	Family Member NameRelationship to the patientSchool Problems: 
	Past Issues or Current IssuesSchool Problems: 
	Seeking Professional Services Y  NSchool Problems: 
	Type of IllnessConditionSchool Problems: 
	Other CommentsSchool Problems: 
	YESLearning Problems: 
	Family Member NameRelationship to the patientLearning Problems: 
	Past Issues or Current IssuesLearning Problems: 
	Seeking Professional Services Y  NLearning Problems: 
	Type of IllnessConditionLearning Problems: 
	Other CommentsLearning Problems: 
	YESAttention Problems: 
	Family Member NameRelationship to the patientAttention Problems: 
	Past Issues or Current IssuesAttention Problems: 
	Seeking Professional Services Y  NAttention Problems: 
	Type of IllnessConditionAttention Problems: 
	Other CommentsAttention Problems: 
	YESTruancy: 
	Family Member NameRelationship to the patientTruancy: 
	Past Issues or Current IssuesTruancy: 
	Seeking Professional Services Y  NTruancy: 
	Type of IllnessConditionTruancy: 
	Other CommentsTruancy: 
	YESDeaths: 
	Family Member NameRelationship to the patientDeaths: 
	Past Issues or Current IssuesDeaths: 
	Seeking Professional Services Y  NDeaths: 
	Type of IllnessConditionDeaths: 
	Other CommentsDeaths: 
	YESNew Children: 
	Family Member NameRelationship to the patientNew Children: 
	Past Issues or Current IssuesNew Children: 
	Seeking Professional Services Y  NNew Children: 
	Type of IllnessConditionNew Children: 
	Other CommentsNew Children: 
	YESMarital Strifes: 
	Family Member NameRelationship to the patientMarital Strifes: 
	Past Issues or Current IssuesMarital Strifes: 
	Seeking Professional Services Y  NMarital Strifes: 
	Type of IllnessConditionMarital Strifes: 
	Other CommentsMarital Strifes: 
	YESOther_3: 
	Family Member NameRelationship to the patientOther: 
	Past Issues or Current IssuesOther_2: 
	Seeking Professional Services Y  NOther: 
	Type of IllnessConditionOther_2: 
	Other CommentsOther: 
	CAREGIVER 1 indicate who you are: 
	Have you personally experienced significant family abuse: 
	Have you personally experienced legal problems: 
	Did you experience learning problems in school: 
	In general how happy or adjusted were you growing up: 
	How much is your immediate family a source of emotional support for you: 
	Who in your family do you feel closest to: 
	Most distant from: 
	In most conflict with: 
	Social History: 
	CAREGIVER 2 indicate who you are: 
	Have you personally experienced significant family abuse_2: 
	Have you personally experienced legal problems_2: 
	Did you experience learning problems in school_2: 
	Patients Name_10: 
	In general how happy or adjusted were you growing up_2: 
	How much is your immediate family a source of emotional support for you_2: 
	Who in your family do you feel closest to_2: 
	Most distant from_2: 
	In most conflict with_2: 
	Social History_2: 
	TypeAcademic: 
	Severity Level  1 to 5Academic: 
	CommentsAcademic: 
	TypeBehavioral: 
	Severity Level  1 to 5Behavioral: 
	CommentsBehavioral: 
	TypePeer Related: 
	Severity Level  1 to 5Peer Related: 
	CommentsPeer Related: 
	TypeRetention repeated Grades: 
	Severity Level  1 to 5Retention repeated Grades: 
	CommentsRetention repeated Grades: 
	AcademicallyDaycarePreschoolHeadstart: 
	SociallyDaycarePreschoolHeadstart: 
	AcademicallyElementary School: 
	SociallyElementary School: 
	AcademicallyMiddle School: 
	SociallyMiddle School: 
	AcademicallyHigh School: 
	SociallyHigh School: 
	Does your child have many friends InOut of School Who are they 1: 
	Does your child have many friends InOut of School Who are they 2: 
	Does your child have difficulty making or keeping friends 1: 
	Does your child have difficulty making or keeping friends 2: 
	Patients Name_11: 
	What is your childs style like when making friends Do you think hisher style is effective or not 1: 
	teacher meetings or both 1: 
	Has the patient been tested for learning disabilities Special EducationSupport Services 1: 
	Has difficulty with spelling: 
	YESFears: 
	FrequencyFears: 
	IntensityFears: 
	DurationFears: 
	List with DetailsFears: 
	YESSadness: 
	FrequencySadness: 
	IntensitySadness: 
	DurationSadness: 
	List with DetailsSadness: 
	YESAnger: 
	FrequencyAnger: 
	IntensityAnger: 
	DurationAnger: 
	List with DetailsAnger: 
	YESIrritation: 
	FrequencyIrritation: 
	IntensityIrritation: 
	DurationIrritation: 
	List with DetailsIrritation: 
	YESExplosive Outbursts: 
	FrequencyExplosive Outbursts: 
	IntensityExplosive Outbursts: 
	DurationExplosive Outbursts: 
	List with DetailsExplosive Outbursts: 
	YESGets Upset Easily: 
	FrequencyGets Upset Easily: 
	IntensityGets Upset Easily: 
	DurationGets Upset Easily: 
	List with DetailsGets Upset Easily: 
	YESCruel to Animals: 
	FrequencyCruel to Animals: 
	IntensityCruel to Animals: 
	DurationCruel to Animals: 
	List with DetailsCruel to Animals: 
	YESSets Fires: 
	FrequencySets Fires: 
	IntensitySets Fires: 
	DurationSets Fires: 
	List with DetailsSets Fires: 
	YESBreaks Things Belonging to Himself: 
	FrequencyBreaks Things Belonging to Himself: 
	IntensityBreaks Things Belonging to Himself: 
	DurationBreaks Things Belonging to Himself: 
	List with DetailsBreaks Things Belonging to Himself: 
	YESBreaks things Belonging to Others: 
	FrequencyBreaks things Belonging to Others: 
	IntensityBreaks things Belonging to Others: 
	DurationBreaks things Belonging to Others: 
	List with DetailsBreaks things Belonging to Others: 
	YESDecreased Energy: 
	FrequencyDecreased Energy: 
	IntensityDecreased Energy: 
	DurationDecreased Energy: 
	List with DetailsDecreased Energy: 
	YESIncreased Energy: 
	FrequencyIncreased Energy: 
	IntensityIncreased Energy: 
	DurationIncreased Energy: 
	List with DetailsIncreased Energy: 
	YESLoss in Interest in Activities: 
	FrequencyLoss in Interest in Activities: 
	IntensityLoss in Interest in Activities: 
	DurationLoss in Interest in Activities: 
	List with DetailsLoss in Interest in Activities: 
	YESIncreased Interest in Danger: 
	FrequencyIncreased Interest in Danger: 
	IntensityIncreased Interest in Danger: 
	DurationIncreased Interest in Danger: 
	List with DetailsIncreased Interest in Danger: 
	YESRisk Taking: 
	FrequencyRisk Taking: 
	IntensityRisk Taking: 
	DurationRisk Taking: 
	List with DetailsRisk Taking: 
	Patients Name_12: 
	Worries: 
	Hears Things That People Do Not: 
	Repeats  Specific: 
	Suicidal Thoughts: 
	Homicidal Thoughts: 
	Anxiety: 
	Dependent: 
	Rapid Mood Changes: 
	Worthlessness: 
	Poor SelfEsteem: 
	Stomach Aches: 
	Patients Name_13: 
	YNWets BedClothes: 
	FrequencyWets BedClothes: 
	IntensityWets BedClothes: 
	DurationWets BedClothes: 
	List with DetailsWets BedClothes: 
	YNSwearsCurses: 
	FrequencySwearsCurses: 
	IntensitySwearsCurses: 
	DurationSwearsCurses: 
	List with DetailsSwearsCurses: 
	YNFidgety: 
	FrequencyFidgety: 
	IntensityFidgety: 
	DurationFidgety: 
	List with DetailsFidgety: 
	YNImpulsive: 
	FrequencyImpulsive: 
	IntensityImpulsive: 
	DurationImpulsive: 
	List with DetailsImpulsive: 
	YNHyperactive: 
	FrequencyHyperactive: 
	IntensityHyperactive: 
	DurationHyperactive: 
	List with DetailsHyperactive: 
	YNSteals: 
	FrequencySteals: 
	IntensitySteals: 
	DurationSteals: 
	List with DetailsSteals: 
	YNRuns Away: 
	FrequencyRuns Away: 
	IntensityRuns Away: 
	DurationRuns Away: 
	List with DetailsRuns Away: 
	YNCant Wait Turn: 
	FrequencyCant Wait Turn: 
	IntensityCant Wait Turn: 
	DurationCant Wait Turn: 
	List with DetailsCant Wait Turn: 
	YNDoesnt Share: 
	FrequencyDoesnt Share: 
	IntensityDoesnt Share: 
	DurationDoesnt Share: 
	List with DetailsDoesnt Share: 
	YNDoesnt ListenDoesnt Follows Instructions: 
	FrequencyDoesnt ListenDoesnt Follows Instructions: 
	IntensityDoesnt ListenDoesnt Follows Instructions: 
	DurationDoesnt ListenDoesnt Follows Instructions: 
	List with DetailsDoesnt ListenDoesnt Follows Instructions: 
	YNForgets: 
	FrequencyForgets: 
	IntensityForgets: 
	DurationForgets: 
	List with DetailsForgets: 
	YNHarms Self: 
	FrequencyHarms Self: 
	IntensityHarms Self: 
	DurationHarms Self: 
	List with DetailsHarms Self: 
	YNHarms Others: 
	FrequencyHarms Others: 
	IntensityHarms Others: 
	DurationHarms Others: 
	List with DetailsHarms Others: 
	YNSpeech Difficulties: 
	FrequencySpeech Difficulties: 
	IntensitySpeech Difficulties: 
	DurationSpeech Difficulties: 
	List with DetailsSpeech Difficulties: 
	YNHearing Difficulties: 
	FrequencyHearing Difficulties: 
	IntensityHearing Difficulties: 
	DurationHearing Difficulties: 
	List with DetailsHearing Difficulties: 
	YNLanguage Difficulties: 
	FrequencyLanguage Difficulties: 
	IntensityLanguage Difficulties: 
	DurationLanguage Difficulties: 
	List with DetailsLanguage Difficulties: 
	YNVision Difficulties: 
	FrequencyVision Difficulties: 
	IntensityVision Difficulties: 
	DurationVision Difficulties: 
	List with DetailsVision Difficulties: 
	YNRocks Back and Forth: 
	FrequencyRocks Back and Forth: 
	IntensityRocks Back and Forth: 
	DurationRocks Back and Forth: 
	List with DetailsRocks Back and Forth: 
	YNTantrums: 
	FrequencyTantrums: 
	IntensityTantrums: 
	DurationTantrums: 
	List with DetailsTantrums: 
	YNBangs Head: 
	FrequencyBangs Head: 
	IntensityBangs Head: 
	DurationBangs Head: 
	List with DetailsBangs Head: 
	YNBites Nails: 
	FrequencyBites Nails: 
	IntensityBites Nails: 
	DurationBites Nails: 
	List with DetailsBites Nails: 
	YNPulls HairEye Lashes: 
	FrequencyPulls HairEye Lashes: 
	IntensityPulls HairEye Lashes: 
	DurationPulls HairEye Lashes: 
	List with DetailsPulls HairEye Lashes: 
	YNSucks ThumbFingers: 
	FrequencySucks ThumbFingers: 
	IntensitySucks ThumbFingers: 
	DurationSucks ThumbFingers: 
	List with DetailsSucks ThumbFingers: 
	YNOverly Neat: 
	FrequencyOverly Neat: 
	IntensityOverly Neat: 
	DurationOverly Neat: 
	List with DetailsOverly Neat: 
	YNPerfectionism: 
	FrequencyPerfectionism: 
	IntensityPerfectionism: 
	DurationPerfectionism: 
	List with DetailsPerfectionism: 
	Prenatal events: 
	Parents attitude toward pregnancy: 
	etc: 
	Patients Name_14: 
	Birth weight: 
	Length: 
	Labor duration: 
	Delivery vaginal: 
	C section: 
	Problems: 
	APGAR scores if known: 
	No Time in hospital: 
	Complications: 
	Mothers health after delivery: 
	if yes how long: 
	Primary caretaker for the patient first year: 
	thereafter: 
	Feeding history Age breastfeeding was weaned: 
	Age bottle feeding was weaned: 
	Food allergies: 
	Separations from mother andor father age duration reaction to 1: 
	Separations from mother andor father age duration reaction to 2: 
	day: 
	night: 
	day_2: 
	night_2: 
	Toilet trainings methods used: 
	ease: 
	Rolls over 35m: 
	sit without support 57m: 
	crawls 58: 
	walks well 1116m: 
	Runs well 2y: 
	rides tricycle 3y: 
	throws ball overhand 4y: 
	Current level of activity: 
	Fine and gross motor coordination: 
	compared to peers: 
	Several words besides dada mama 1y: 
	name several objectsball cup 15m: 
	subject verb object 24m: 
	vocabulary: 
	articulation: 
	comprehension: 
	Compared to peers: 
	Any current problems: 
	Text10: 
	Group11: Choice49
	Please check items that apply explain: 
	undefined_4: 
	undefined_5: 
	Does the patient have problems with appetite: 
	Please check items that apply explain_2: 
	undefined_6: 
	undefined_7: 
	undefined_8: 
	Cannot go to Sleep: 
	Nightmares_2: 
	Night Terrors: 
	Frequent Awakenings: 
	Decreased Appetite: 
	Increased Appetite: 
	Overeating_2: 
	Binging_2: 
	Forced Vomiting: 
	Use of laxatives_2: 
	Smokes: 
	UsesAbuse Drugs: 
	SelfHarm: 
	Performs Rituals: 
	Sees Things That Are Not There: 
	Obsessive Concerns: 
	Shy: 
	0: 
	1: 
	2: 
	3: 
	4: 

	Repeats Behaviors Over and Over Again: 
	0: 
	1: 
	2: 
	3: 
	4: 

	Hopeless: 
	0: 
	0: 
	1: 
	2: 
	3: 
	4: 

	1: 
	1: 
	2: 
	3: 
	4: 

	2: 
	1: 
	2: 
	3: 
	4: 


	Depression: 
	0: 
	0: 
	1: 
	3: 
	4: 
	2: 

	1: 
	1: 
	2: 
	3: 
	4: 

	2: 
	1: 
	2: 
	3: 
	4: 


	Concerns with Physical Problems: 
	0: 
	0: 
	1: 
	2: 
	3: 
	4: 

	1: 
	0: 
	1: 
	2: 
	3: 
	4: 


	Text31: 
	0: 
	0: 
	1: 
	2: 
	3: 

	1: 
	0: 
	1: 
	2: 
	3: 

	2: 
	0: 
	1: 
	2: 
	3: 

	3: 
	0: 
	1: 
	2: 
	3: 

	4: 
	0: 
	1: 
	2: 
	3: 


	Frequency: 
	Intensity: 
	Duration: 
	Details: 
	Check Box32: 
	0: 
	0: Off

	1: 
	0: Off

	2: 
	0: Off

	3: 
	0: Off


	Check Box33: Off
	Check Box34: Off
	Group11A: Choice60
	Group11B: Choice63
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Text28: 
	Patients Name: 
	smile 2m: 
	shy with strangers 610m: 
	separates from mother easily 23y: 
	cooperative play with others 4y: 
	quality of attachment to mother: 
	quality of attachment to father: 
	relationships to family members: 
	early peer interactions: 
	current peer interactions: 
	special interestshobbies: 
	BehavioralDiscipline compliance vs noncompliance: 
	lyingstealing: 
	rule breaking: 
	methods of discipline: 
	other problems: 
	Emotional development early temperament: 
	current personality: 
	mood: 
	fearsphobias: 
	habits: 
	special objects blankets dolls etc: 
	ability to express of feelings: 
	DrugAlcohol History 1: 
	DrugAlcohol History 2: 
	School History current grade: 
	school contact: 
	number of schools attended: 
	average grades: 
	homework problems: 
	specific learning disabilities: 
	strengths: 
	what have teachers said about the patient 1: 
	what have teachers said about the patient 2: 
	Patients Name_2: 
	Overall Strengths  Challenges 1: 
	Overall Strengths  Challenges 1_2: 
	If yes what kind: 
	If yes how many cigarettes each day: 
	If yes what did she drink and how often: 
	If yes what kind and how often: 
	If yes for what reason: 
	Was the child premature: 
	If so by how many months: 
	What was the childs birth weight: 
	Were there any birth defects or complications: 
	If yes please describe: 
	If yes please describe_2: 
	If yes please describe_3: 
	If yes please describe_4: 
	Showed response to mother 1: 
	Showed response to mother 2: 
	Showed response to mother 3: 
	Showed response to mother 4: 
	Showed response to mother 5: 
	Put several words together 1: 
	Put several words together 2: 
	Put several words together 3: 
	Put several words together 4: 
	Put several words together 5: 
	Put several words together 6: 
	Developed from the Oxford Play Therapy Training Institute  Counseling Center  Adapted from BASC: 
	Group1: Choice1
	Group2: Choice1
	Group3: Choice1
	Spoke first word: 
	Patients Name_3: 
	12 months: 
	12 months_2: 
	12 months_3: 
	12  24 months: 
	1224 months: 
	1224 months_2: 
	2436 months: 
	2436 months_2: 
	2436 months_3: 
	months: 
	months_2: 
	months_3: 
	has never walked: 
	has never spoken words: 
	has never spoken sentences: 
	YNSeizures: 
	DetailsSeizures: 
	YNHead Injury: 
	DetailsHead Injury: 
	YNBlurred Vision: 
	DetailsBlurred Vision: 
	YNThyroid Problems: 
	DetailsThyroid Problems: 
	YNDizziness: 
	DetailsDizziness: 
	YNEye Problems: 
	DetailsEye Problems: 
	YNKidney Problems: 
	DetailsKidney Problems: 
	YNAllergies: 
	DetailsAllergies: 
	YNHearing Problem: 
	DetailsHearing Problem: 
	YNBlood Transfusion: 
	DetailsBlood Transfusion: 
	YNHigh Fever: 
	DetailsHigh Fever: 
	YNPregnancy: 
	DetailsPregnancy: 
	YNAsthma: 
	DetailsAsthma: 
	YNDiabetes: 
	DetailsDiabetes: 
	GroupD: Off
	Patients Name_4: 
	Other 1: 
	Type: 
	Type_2: 
	Dose: 
	Dose_2: 
	Frequency_2: 
	Reason: 
	Reason_2: 
	Pediatrician Name: 
	Contact: 
	Describe: 
	Physical Abuse: 
	Date of Report: 
	Describe_2: 
	Sexual Abuse: 
	Date of Report_2: 
	Describe_3: 
	Date of Report_3: 
	Describe_4: 
	Neglect: 
	Date of Report_4: 
	Date: 
	Interviewer: 
	Phone: 
	Date_2: 
	Purpose: 
	Describe_5: 
	Domestic Violence Shelter: 
	Caseworker: 
	Phone_2: 
	Describe_6: 
	Orders of Protection: 
	Heart Problems: 
	HospitalizationsSurgeries: 
	STD: 
	Blood in Urine: 
	Digestive Problems: 
	Loss of Consciousness: 
	Serious Illness: 
	Group12: Off
	Group30: Off
	Patients Name_5: 
	If yes has heshe used it for reasons other than sports activities like hunting explain: 
	If yes what gang activities has heshe been involved in: 
	Has the patient witnessed violence: 
	Has heshe ever been arrested: 
	Yes: 
	Has the patient ever been on probation: 
	Name of Probation Officer: 
	What are the current charges: 
	What are the patients favorite activities 1: 
	What are the patients favorite activities 2: 
	1: 
	2: 
	1_2: 
	2_2: 
	What activities would the patient like to engage in more often than heshe does at present: 
	undefined: 
	undefined_2: 
	What activities does the patient like least: 
	undefined_3: 
	Has the patient ever been in trouble with the law: 
	Group18: Off
	Group19: Off
	Group20: Off
	Group21: Off
	Group24: Off
	Group25: Off
	Group28: Off
	Group29: Off
	Patients Name_6: 
	What do you expect from receiving services for the patient For yourself Explain 1: 
	What are your goals for the patient For yourself Explain 1: 
	How long do you believe the therapy should take for the patients presenting issues to be resolved Explain 1: 
	What is your role as the patients caregivers Please describe for both caregivers 2: 
	What stressors are evident in your lives 1: 
	What do you believe the role of the therapist is who will be providing services to the patient 1: 
	Is there any other information that you think may help us in working with the patient 1: 
	Caregivers Name: 
	Date_3: 
	undefined_10: 
	Date_4: 
	Date_5: 
	Group42: Off
	Group44: Off
	Group55: Off
	Group66: Off
	Ethnicity: 
	Occupation: 
	Handedness: 


