
                                                    Child’s Intake Form


Please provide the following information for our records.  Information you provide


here is held to the same standards of confidentiality as our therapy.


Child’s Name:


_________________________________________________________________


          (Last)                                 (First)                              (Nickname)


Parent/Guardian Name


__________________________________________________________________


          (Last)                                (First)


Child’s Birth Date: __________/______________/___________ Age _________


Other Children:__________________.Ages______________________________


Parent’s Local Address:


Street and Number_______________________________________________


City ____________________State____________________Zip _____________


Parent’s Home Phone _____________May I leave a msg?    yes ___no_____


               Cell Phone ______________ May I leave a msg?   yes ___no____


                         __________________  May I leave a msg?   yes___no___ 


Child’s cell phone________________ Child’s email_______________________


Referred by:_____________________________________


May I thank the person who referred you?   yes________no___________


In case of Emergency:


Name ____________________________Phone (   )________________________




                                 


Has your child had previous psychotherapy yes__________no__________


Is your child currently taking prescribed psychiatric medication 

(antidepressants or others)?  yes______no______Please list:________-


Has your child been previously prescribed psychiatric medication?


yes_____no_______please list____________________


Your Child’s School___________________   Grade________________


In the last year, has your child experienced any significant life changes or 

stressors yes__________please explain:________________________


                no___________


What do you consider your chid’s strengths?________________________


________________________________________________________________


________________________________________________________________


What do you consider your child’s effective coping strategies?________


________________________________________________________________


________________________________________________________________
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