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CHILD INITIAL ASSESSMENT – INTAKE FORM 
 

Child’s Name:  Gender:   M             F Date:  

Child’s Age:  Child’s DOB:  Referred by:  

Person Completing Form:  Relationship to Child:      
 

Residence of Child:   Biological/Step Parents   Adoptive Parents   Foster Parents   PCS Home 
   Other:  
   
     

PRESENTING PROBLEMS 
Please describe why you are seeking services for this child:        

 
 
 
 
 

               

When did you first notice the problem? 
 
 
 
 
 

 

Has this problem affected his/her functioning?  
At home:   Severe    Substantial   Moderate   Mild   Minimal    
At school:  Severe    Substantial   Moderate   Mild   Minimal     
Community:  Severe    Substantial   Moderate   Mild   Minimal     
Please explain: 

 

 

Is the child experiencing problems in any of the following areas? 
  Aggressive behavior      Lack of interest in things 
  Anxiety/worry      Language impairments 
  Attention span      Lying/stealing  
  Changes in eating habits    Low self-esteem  
  Changes in sleeping habits/problems sleeping    Nightmares 
  Cruelty to animals   Obsessive thoughts/Compulsive Behaviors 
  Destroying property    Paranoia 
  Disobedience   Racing thoughts 
  Distorted body image   Restlessness 
  Fears   Sadness/crying 
  Headaches/stomachaches   Sexual behavior 
  Hearing/seeing strange things   Social relationships/anxiety 
  Hopelessness/Helplessness/Worthlessness   Suicidal talk/Self harm behaviors 
  Hyperactivity   Tantrums 
  Intrusive/recurrent memories   Toileting (wetting/soiling) 
  Irritability   Withdrawal/isolating behaviors 

Clinician Notes 
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FAMILY INFORMATION 
Individuals living in the household:          

NAME AGE RELATIONSHIP TO CHILD RELATIONSHIP WITH CHILD 
    
    
    
    
    
    

 

Parent’s educational background and occupation:  
Father  

Mother  

 

Has the child experienced any of the following stressful events? 
(Please list child’s age at the time of event) 
 Death of a family member or significant person (Specify:  ) 
 Domestic violence (Explain:  ) 
 Divorce or separation (Explain:  ) 
 Frequent moves (How many times?  Locations?  ) 
 Incarceration (Explain:  ) 
 Employment problems (Explain:  ) 
 Long-term physical illness or a family member 

 Other (Please list any additional stressful events you and/or your family has recently 
experienced): 

 
 

Are there marital or parenting struggles?  Yes     No    (Please explain) 
 
 
 
 
 

 

Family’s economic/financial status: 
Monthly income sources, if known: 
 Employment wages/salary  Unemployment  SSD 
 Welfare benefits  Food stamps  SSI 
 Housing assistance  Family support  Other (Specify:  ) 
 Is income adequate for current needs:  Yes   No   

 

Housing Issues: 
 Safe/stable  Unsafe/inadequate  Temporary  Other (Explain:  ) 
 Conflicts with neighbors/landlord  None 
 Future living plans:  

 

Has the child ever been involved in any of the following services? (Please list child’s age at the time of event) 
  Child Protective Services    
  Children’s Mental Health    
  Probation/Juvenile Probation/Detention  
  Boys and Girls Club  
  Youth Services  
  Head Start  
  Early Intervention Services (ages 0-3)/Developmental Preschool  

 
  

Clinician Notes 
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SOCIAL HISTORY 
Is the child your biological child?     Yes       No            
If no, at what age did he/she come into your care?       
 

Has the child been adopted?   Yes     No   Age at adoption? ________________ 
 

Is there any contact with the biological parents?   Yes    No   
If yes, please describe:  

 

Where was the child born and raised?          
 

 

Does the child have quality relationships with peers?   Yes    No (Please explain) 
 

 

Child’s sexual history (if applicable): 
 

 

Sources of support include:  Parent/s   Guardian   Sibling/s   Other relative/s   Friend/s   None  Other  
(Please explain)  
 

Child’s closest personal support: 
NAME ADDRESS PHONE RELATIONSHIP 

    
    

 

Level of support is:  Good     Adequate     Marginal     Minimal     None 
If less than adequate, explain:  

 

Social/Environmental Issues: 
 Social isolation/withdrawal  Negative peer influences   Lifestyle change 
 Family conflict  Conflict with caregivers  Lacks transportation 
 Lack of services  Lacks knowledge of services  Lacks knowledge of illness/disability 
 Volatile living environment             None 
 Other, explain:  

Is there anything that would prevent the child from attending sessions regularly?  Yes    No   Unknown 
(Please explain) 

 
 

Does the child have consistently reliable transportation?  Yes    No    Unknown 
 

Ethnic, Cultural, and Religious information may be helpful in addressing counseling issues.  
The following information is optional. Please initial the appropriate line. 
 

   I choose to provide this information 
   I choose not to provide this information 
 

Is there a religious preference in the household?   Yes   No    Unknown     
If yes, what is that preference?  

 

What is the race of the child? 
  Caucasian   American Indian or Alaska Native   Hispanic or Latino   Asian 
  Native Hawaiian   Black or African American    Unknown   Other 
Has the child ever experienced problems related to race, religion, or culture?       Yes  No         Unknown 
(Please explain):  

 
 

Clinician Notes 
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MENTAL HEALTH HISTORY 
Has the child or immediate family member ever been to counseling or seen a psychiatrist?  Yes    No    Unknown 
(Please list with whom, when and type of treatment (inpatient, outpatient and residential)) 

FAMILY MEMBER DATES TYPE OF TREATMENT DIAGNOSIS RESPONSE 
     
     
     
     

 

Has the child ever expressed suicidal thoughts or attempted suicide?   Yes    No    Unknown (Please explain) 
 

 

Has the child or any other family member ever been abused or neglected?   Yes    No   Unknown      
FAMILY MEMBER TYPE OF ABUSE ACTION TAKEN 

   
   
   

 

 

Does the child use drugs or alcohol (including tobacco)?    Yes    No    Unknown      
TYPE AMOUNT FREQUENCY FIRST USE LAST USE 

     
     
     

 

 

Family history of mental/medical illness: (Please specify who and when first diagnosed) 
MENTAL/MEDICAL ILLNESS NAME(S) DATE(S) DIAGNOSED 

ADHD   
Anxiety/Panic Attacks   
Alcohol/Drug Abuse   
Autism/Asperger’s/Pervasive 
Developmental Disorder 

  

Bipolar   
Depression   
Learning Disability   
Mental Retardation   
“Nervous Breakdown”   
Obsessive Compulsive Disorder (OCD)   
Panic Disorder   
Post Traumatic Stress Disorder (PTSD)   
Psychiatric Hospitalizations   
Schizophrenia   
Suicide   
Cancer (type)   
Diabetes/High Blood-Pressure   
Heart/Lung Problems   
Immunological Disorders (lupus, 
inflammatory bowel disease) 

  

Migraines   
Seizures   
Thyroid   
Other   

 

Clinician Notes 
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DEVELOPMENTAL HISTORY 
Mother’s age during pregnancy:  Length of pregnancy:  
Any previous pregnancies (number)?  Any previous miscarriages (number)?  
Did mother receive regular prenatal care?  Yes  No   When did prenatal care begin?  
Did mother have any ultrasounds or amniocentesis?  Yes  No If yes, please describe the reason: 
 
Did mother use prenatal vitamins?  Yes  No How much weight did mother gain?  
 

Did the mother experience any of the following during pregnancy? (Please indicate # of months into pregnancy) 
 Accidents or injuries  Emotional stress  Illness or infection 
 Bleeding  Fevers  Induced labor 
 Rh/Blood incompatibilities  High blood pressure/swelling  Toxemia 
 Diabetes  Hospitalizations  Diet Problems 
 Other (Please explain)  

 

Did the mother use any drugs, alcohol, and/or medications during pregnancy (including nicotine, prescription and over 
the counter drugs)?   Yes    No    Unknown   
(Please list the type, frequency, and months taken: 1-9)  
 

Type of delivery (c-sectional, vaginal):  Were forceps used?    Yes       No 
What was the child’s birth weight?  Length?  
 

Were there any problems or complications with delivery?    Yes   No   Unknown (Please explain) 
 

 

Were there any problems with baby’s health before or immediately after delivery?  Yes   No  Unknown  
(Please explain) 

 
 

Were mother and baby separated after birth for more than 24 hours at a time?   Yes   No   Unknown     
(Please explain) 
 

 

Were there any concerns about the child’s early development?    Yes    No   Unknown (Please explain) 
 

 

At what age did the child accomplish the following tasks? 
 Roll over   Use first words   Drawing circles  
 Crawl   Use 2-3 word sentences     Toilet trained  
 Walk   Build tower with cubes   Dress themselves  
 Waving bye bye/blowing kisses/pointing    

 

Were there any accomplishments that the child mastered and then lost?    Yes   No   Unknown      
(Please explain) 

 

 

Have there been any sensory concerns (i.e., oversensitive to loud noises, touch, light, smell, etc.)?   Yes   No 
(Please explain) 

 

 

Please describe the child’s temperament and activity level as an infant: 
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HEALTH HISTORY 
 

PRIMARY CARE PROVIDER OTHER PROVIDERS SPECIALTY NUMBER OF YEARS DATE OF LAST EXAM 
     
     
     
     

 

Is the child currently experiencing any health problems?   Yes   No (Please explain) 
1)  
2)  
3)  

 

Is the child suffering from any allergies?   Yes   No (Please name and describe reaction) 
1)  
2)  
3)  

 
 

 

Please list the medications the child is currently taking (medical and psychiatric): 
NAME OF MEDICATION DOSAGE/FREQUENCY DATE STARTED 

   
   
   
   
   

Please list all the psychiatric medications that have been tried in the past (if greater than 4 medications, please attach 
separate list).  (You may refer to list below.) 

NAME HIGHEST DOSAGE DURATION RESPONSE REASON FOR STOPPING 
Example: Dexedrine 5mg twice daily 09/98-11/98 Good Poor Sleep 
     
     
     
     

 

***Include immediate and extended 
release forms.*** 
Adderall® (dextroamphetamine + 
amphetamine) 
Abilify® (aripiprazole) 
Adipex-P® (phentermine) 
Ambien® (zolpidem) 
Amitriptyline (Elavil®) 
Amoxapine 
Antabuse® (disulfiram) 
Anafranil® (clomipramine) 
Aricept® (donepezil) 
Ativan® (lorazepam) 
Aventyl® (nortriptyline) 
Benadryl® (diphenhydramine) 
Buspar® (buspirone) 
Carbatrol® (carbamazepine) 
Catapres® (clonidine) 
Celexa® (citalopram) 
Chloral hydrate 
Clozaril® (clozapine) 
Cogentin® (benztropine) 
Concerta® (methylphenidate) 
Cymbalta® (duloxetine) 
Cylert® (pemoline) 
Dalmane® (flurazepam) 
Depakote®/Depakene® (valproic acid/ 
valproate) 
Dexedrine® (dextroamphetamine) 
Didrex® (benzphetamine) 
Dilantin® (phenytoin) 
Dolophine®/Methadose® (methadone) 

Effexor®/Effexor XR® (venlafaxine) 
Elavil® (amitriptyline) 
Ephedra® 
Eskalith® (lithium) 
Evening primrose oil 
Focalin® (dexmethylphenidate)  
Gabitril® (tiagabin) 
Geodon® (ziprasidone) 
Ginkgo biloba 
Ginseng 
Halcion (triazolam)   
Haldol® (haloperidol) 
Imipramine (Tofranil®) 
Inderal® (propranolol) 
Invega® (paliperidone) 
Keppra® (levetiracetam) 
Klonopin® (clonazepam) 
Lamictal® (lamotrigine) 
Lexapro® (escitalopram) 
Librium® (chlordiazepoxide) 
Lithobid® (lithium) 
Loxitane® (loxapine) 
Luminal® (phenobarbital) 
Lunesta® (eszopiclone) 
Luvox® (fluvoxamine) 
Melatonin 
Mellaril® (thioridazine) 
Marplan® (isocarboxazid) 
Meridia® (sibutramine) 
Metadate® (methylphenidate) 
Methylin® (methylphenidate) 
Moban® (molindone) 

Mysoline® (primidone) 
Nardil® (phenelzine) 
Navane® (thiothixene) 
Neurontin® (gabapentin) 
Norpramin® (desipramine) 
Nortriptyline (Pamelor®) 
Omega fatty acids 
Orap® (pimozide) 
Pamelor® (nortriptyline) 
Parnate® (tranylcypromine) 
Paxil® (paroxetine) 
Periactin® (cyproheptadine) 
Prolixin® (fluphenazine) 
Propranolol (Inderal®) 
ProSom® (estazolam) 
Protriptyline (Vivactil®) 
Provigil® (modafinil) 
Prozac® (fluoxetine) 
Remeron® (mirtazapine) 
Restoril® (temazepam) 
ReVia® (naltrexone) 
Risperal® (risperidone) 
Ritalin® (methylphenidate) 
Rozerem® (ramelteon) 
SAM-e 
Saint John’s Wort 
Sarafem® (fluoxetine) 
Serax® (oxazepam) 
Seroquel® (quetiapine) 
Serzone® (nefazodone) 
Sinequan® (doxepin) 
Sonata® (zalepion) 

Stelazine® (trifluoperazine) Strattera® 
(atomoxetine) 
Subutex® (buprenorphine) 
Suboxone® (buprenorphine + naloxone) 
Symbiax® (olanzapine + fluoxetine) 
Tegretol® (carbamazepine) 
Tenex® (guanfacine) 
Tenuate® (diethylpropion) 
Thorazine® (chlorpromazine) 
Tofranil® (imipramine) 
Topamax® (topiramate) 
Tranxene® (clorazepate) 
Trazodone (Desyrel®) 
Trilafon® (perphenazine) 
Trileptal® (oxcarbazepine) 
Valerian Root 
Valium® (diazepam) 
Vistaril® (hydroxyzine) 
Vyvanse® (lisdexamfetamine) 
Wellbutrin® (bupropion) 
Xanax® (alprazolam) 
Zarontin® (ethosuximide) 
Zoloft® (sertraline) 
Zonegran® (zonisamide) 
Zyprexa® (olanzapine) 
Zydis® (olanzapine) 
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HEALTH HISTORY CONTINUED 
Has the child ever been hospitalized for medical reasons?     Yes   No   Unknown    

1)  
2)  
3)  

 

 

Does the child suffer from any chronic medical problems?    Yes   No   Unknown     
1)  
2)  
3)  

 

 

Has the child had any serious illnesses, accidents, surgeries, or injuries?   Yes   No   Unk        
1)  
2)  
3)  

 

 

Has the child had an EEG, EKG, ECHO or Head Imaging, etc?   Yes   No   Unknown       
(Please explain reason and results) 

1)  
2)  
3)  

 

 

Has the child experienced any of the following health problems in the past? 
 Constipation/Diarrhea  Head injury/loss of consciousness  Neurological 
 Diabetes  Seizures  Tics 
 Ear/hearing problems  Heart    Kidney/Bladder 
 Eye/vision  Lung  Weight (loss/gain) 
 Frequent Infections  Thyroid Dysregulation  
 Other (Please explain):  

          

Are immunizations up to date?    Yes   No   Unknown     (Please explain) 
 
 
 
 

 

If female, age of first menstruation?      Are cycles regular?   Yes   No   Unknown      
(Please explain)  

 
 

Have there been problems with hormonal mood dysregulation?  Yes   No   Unknown (Please explain) 
 

  

Sleep Patterns: 
Total hours of sleep per night:  Usual sleep schedule:  to  

 

Does the child take naps during the day?  Yes    No   If yes, how many hours per day  
 

Please indicate any sleep pattern concerns: Current Problem Change Within Last 6 Months 
Difficulty falling asleep  Yes    No  Yes    No 
Frequent awakening  Yes    No  Yes    No 
Snoring  Yes    No  Yes    No 
Restlessness/Movements  Yes    No  Yes    No 
Early morning awakenings  Yes    No  Yes    No 
Nightmares  Yes    No  Yes    No 
Not rested  Yes    No  Yes    No 
If yes to any of the concerns, please describe:  

  

Clinician Notes 
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EDUCATIONAL INFORMATION 
 

School  Teacher  
 

Grade    

What are the child’s average grades in school?  
 

ACADEMIC STRENGTHS ACADEMIC WEAKNESSES 
  
  
  
  
  
  

 

 
 

What are the child’s favorite activities? 
 
 
 

Have there been any changes in the child’s performance at school?     Yes   No   Unknown (Please explain) 
 

 
 

Has there been any psychoeducational (including IQ) or neuropsychological testing completed on the child at school or 
elsewhere?   Yes   No   Unknown (Please explain and provide releases) 

 
 

Does the child currently participate in special education classes or receive other special services (IEP or 504b plan)?  
  Yes   No   Unknown (Please explain) 

 
 

Have any of the child’s immediate family members had problems in school?   Yes   No   Unknown  
(Please explain) 

 
 

What is the child’s attitude toward school?  Positive    Indifferent   Negative  
 
Has the child ever been:    Truant    Suspended    Expelled     Had excessive school absences 
(Please explain)  

 
 

LEGAL HISTORY 
Has the child been involved with the police, juvenile court system, or other legal agency?   Yes   No   Unknown   
(Please explain) 

 
 

If applicable, please list the following: 
Arrests  
Detention time  
Probation officer  
Health and Welfare caseworker  
Out of home placement (circumstances)  
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