PSYCHOLOGY HEALTH GROUP
A Group of Independent Practitioners
CHILD/ADOLESCENT PATIENT HISTORY

Child’s Name: Date:
Name and relationship of person completing this form
How long have you known this child?

I. IDENTIFYING INFORMATION:
Date of Birth: Age: Sex:
Home Phone:
Education: Grade: School:
List any special education services or grade retentions:
Living Arrangements:
Adopted: Yes No If yes at what age?
Parental status: Together Separated Divorced
Custodial Parent(s):
If one of the biological parents does not live with the child, where does that parent live?
List siblings and others who are living with the patient, their ages, and how they are related to the patient. If siblings are not in the
house please indicate.

Il. PRESENTING PROBLEM
Referred by:
Specific concerns (problems/symptoms) that prompted the child to be brought to Psychology Health Group?

When did the problems first become evident?
Specific stressors present in the child’s or parent’s lives over the past couple of months or years?

I1l. SYMPTOM CHECKLIST (If the child has experienced any of the following in the last three months, please check)
What time does the child normally go to bed?
What time does the child normally wake up ?

Occasionally/
Yes Sometimes No
Sleeping too MUCh Or t00 TITlE ... ... oo e e

Difficulty getting t0 SIEP ... vu ettt et et e e e e e e e e e e
Waking up in the middle of the night and having difficulty falling back asleep..........cccccocooeniinennne.
How often What wakes thechildup ...
WaKES 100 aTY ... e e e e e e e e
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Feeling depressed most Of the day..........oooie i e
DiMINISNEA PIEASUIE. ..ot vecit e et e et et et e e e e e et e e e e e e e e e ,
L 0SS OF MOTIVALION.... ... et et et et e e e et e et e et e e e et e e e aae e
Loss or gain of weight or appetite Change.........ovviee i e e e
0TS0 =T 4T o) P
Feelings of worthlessness or excessive or inappropriate guilt..............ccooi i,
Diminished ability to think Or CONCENLIAtE ..........ii ittt e e e e e e "
INAECISIVENESS. . . .. e ettt et et et e et e et e et e et et et e e e e aen e e aan e aas
Recurrent thoughts of death Or SUICIAE. .. .......oe i e e e e e
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Previous SUICIAAl @CHIONS ... ... .t e e e e et et et e e e e et e aeaeae s
FEelings OF NOPEIESSNESS ... vu vt it et et et et e e e et e et e et e e e e e e ae e
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Child’s Name:

Occasionally/
Yes Sometimes No
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Feeling irritable OF FESLIESS ... ... e e e e e e e e e e
Thoughts gOING 100 TaSt ... ..t ittt e e e e e e e e e e e e e et e e e
Dislike 0f NiS/NEIr DOTY ... .o e e e e e e e
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Circle the number that best describes your child’s home behavior over the past six months:
Never Sometimes Often Very
Rarely Often

Fails to give close attention to details or makes careless mistakes in schoolwork 0 3

Fidgets with hands or feet or squirms in seat

Has difficulty sustaining attention in tasks or play activities

Leaves seat in classroom or in other situations in which remaining seated is expected.

Does not seem to listen when spoken to directly

Runs about or climbs excessively in situations in which it is inappropriate

Does not follow through on instructions and fails to finish work

Has difficulty playing or engaging in leisure quietly

Has difficulty organizing tasks and activities

Is “on the go” or acts as if “driven by a motor”

Avoids tasks (e.g. schoolwork, homework) that require sustained mental effort

Talks excessively

Loses things necessary for tasks or activities

Blurts out answers before questions have been completed

Is easily distracted

Has difficulty awaiting his/her turn

Is forgetful in daily activities

Interrupts or intrudes on others
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If the child has experienced any of the following in the last three months, please check:
Occasionally/
Yes  Sometimes  No
1Y o] (0 0] oo | [

Behavior problems in sSChool or at home...........o.oviiiiiiii e e e

Bullies and intimidates OtherS. .. ......ovi ittt ettt e e e e e e

Has used a Weapon t0 UM OtNEIS...........ciiiiiice e

Physically Cruel t0 PEOPIE. .. ... vttt e e e e e e s

Physically cruel t0 animalS. .. ... .. oo e e e e

Has stolen while confronting a VICtIM... ..o e e e

Has forced someone into sexually activity.... e —————————

Fire setting with the intention of NarmM.............ocooiiiiii e

Deliberate destruction Of PrOPEITY.......cc.ciiiueiririee ettt e

Has broken into someone elSe’s NOUSE, Car, BLC......c.vie e i iitiee e e ee e e e e eeeaes

Often lies to obtain goods or favors or to avoid obligation................cooev i,
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Stays out late despite parental prohibition.............cccociviiiiiiiieccc e

Has run away from home overnight at 1east tWiCe.............veiieiiniiiiii e

Truant FrOM SCROOL........oviiiicie ettt sttt e b ebe et et e s te e e e sbseebeebeeaneens




Child’s Name:

Occasionally/
Yes Sometimes No

Has the child deliberately inflicted pain on him/herself 2.

Has the child deliberately inflicted pain on animals or others ?............ccccciiiviiienciiicieceas

Has the child been preoccupied with fire Or Weapons? .........c.ccveveiiiiieienice s
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ATGUES WIth AUUIES. .. ..ttt e et e e et et e e e e aan e

Defies adUIE FUIES OF TEOUESES. .. ..\ v et ittt e e e e e ee e e et e e e e e e e e een e

Deliberately annoys PEOPIE. .......cviuiiiciiiiici ettt

Blames others for child’s mistakes or miSbehaVIOr...........o.iri i

Easily annoyed DY Others. ...

ANGIY and FESENTIULL. .. ..ot e e e e e e e

SPILETUl OF VINAICTIVE. .. .. et e e e e et e e e e e e

Has the child ever been arrested? If yes, please explain:

ShOrNESS OF DIEALN. ... ettt e e e e e e e et

SMOLhEIING SENSALION. .. ..o et et et e e e e et e e et e e e e e e eenens
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TrembliNg OF SNAKING. .. ...t e e e e e e e et et e e e e e e et e et e aa e

SWEALING OF CROKING . .. ettt e e e e e e e et e e e e e e e et e e e e n e

Nausea or abdominal distress

Feeling like he/she or the world isnotreal...... ... e e e
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HOt Flashes OF ChillS........eie i e e e e e e e e e
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Child’s Name:

Occasionally/
Yes  Sometimes  No

Fear of being in places where escape might be difficult or getting help would be difficult.......

AVO0Idance 0f 0N OF MOTE SITUATIONS. .. ... vt vier e et e v e et ee e eteree e e eanaenns
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Difficulty CONtrOIIING WOITY ... ...t e e e e e e e e e et et e e e eeeens

Restless or feeling Keyed Up OF ON EAGE. .. ... .uuereiee it et et et e e e e

Muscular tenSION dailY.........ou et e e e

Fear of 0N OF MOTE SITUALIONS ...v.v vttt vt e et e e e e e e e et ee e e eenaee

Recurrent excessive distress when separated from home ora parent ................coevenenn.

Persistent and excessive worry about losing or possible harm to parents ......................

Worry about getting 1ost or Kidnapped ...........coiiiiir i

Fearful or reluctant t0 g0 10 SCROOL. ......c.vuiiie e e

Fearful or reluctant to be home alone.........oeoii i e

Persistent reluctance or refusal to go to sleep without being near a parent....................

Refusal to sleep away from NOmME .......oviiieii i e e e e

Repeated NIGNIMAES ... ... ettt et et et et e et et e et et e et ee e aeeeeneen

Repeated physical complaints when separated fromaparent .............cccooveiiiiiiiiinecnnn

Reluctant to speak in SoCial SIUALIONS ........ciuie ittt e e e e e e e

AN Nability t0 IgNOIE PAIN ...t e e e e e e et e e e s

UNCONETONIEA PAIN ..o et e e e e et e e e e e e e e

Staring off into space, thinking of nothing, and losing awareness of the passage of time ....

Severe and frequent NEAAACKNES ..........o. i e

Unusual sexual curiosity or seXual aCtiVILy ..........oeiiriieiiriii e e e e e

Does this child have a history of sexual, emotional, or physical abuse ......................c.....

Has this child experienced a psychologically distressing event that is outside the range of
usual human experience for this age?

Does the child have recurrent, intrusive recolleCtions ..........coooviiiiiiii i e

Does the child have recurrent dreams or Nightmares .............coooiii i

Does the child act or feel as if the event were re-0CCUrTiNg ..........coevviieviiie i,

Have you taken this child to a number of physicians for a physical problem that they have
had difficulty diagnosing or treating
If yes, please describe

Has this child had more than his/her share of illnesses or injuries................ccooeeviviievennn.



Child’s Name:

Occasionally/
Yes  Sometimes  No

Does your child do any odd or repetitive things .........ovie i e
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Checking locks, alarms, StOVE, EIC. ... ettt e e e e e e e e

WOrries about germs OF Qi ... .. .e e e e e e e e e e e e e e e e een e
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Excessive hand washing or bathing ...

PIUCKING NaIT .. e e e e e e

MAKING ISES v vttt et et et et e e e e et e et e e e e e e

Needing things to De PErfect ... ... .o e e

Unusual concern about appearance that interferes with school or socialization ............

Inflexible adherence to routines or FitUalS ..........ooiii it e

Failure to develop peer relationShips .........o.oie i e e

Lack of spontaneous seeking to share enjoyment, interests, achievements with others.......

Lack of varied, spontaneous make believe play or social imitative play (for age) ...............

Worrisome eating DENAVIOIS .......c.iu it e e e e e e

Making 0NeSelf tNrOW UD ....onie e e e e e e e e e e e

Going without food for extended PEriofs ..........c.eui e e e

DIt PIIIS et e e

ATV ..ttt itet ettt et et et et et et e e e e e e e e e e e e e e e

BINGE CALING .. vt eet et e et e e e e e e

Eating non-nutritious substances (e.g. “Twinkies™) excessively .........cccvviiiiiiiiiiiinieneannn.

RE-ChEWING OO ...t e e et e e e

Persistent failure to eat adequUately ...........ooe i

Significant failure to gain Weight ...

Significant 10SS OF WEIGNT ... ... ee e e e e

Hearing voices outside of his/her head.......... ... e

Hearing voices inside of his/her head .............ooii i e e e

Hearing a voice calling the child’s name or yelling at the child ...,

A voice telling the child that they are bad or telling them to hurt themselves.......................

Seeing things in the room other people dON"t S .....vvvuiieiiei e i e

Having diStOrted IMAagES ... ... c. et et et e e ettt et e e e e et e e n s

Thinking that the TV or radio is talking directly to the child................c.oo .

Believing that the child has special pOWers or is CUrSed ..........ccveuiriiieiiiie it ciiee e

Loss of previously acquired skills (language, social skills, bowel or bladder control) ............




Child’s Name:

Occasionally/
Yes Sometimes No

Sensory experiences that he/she cannot explain:

IV. Past Mental Health History:

Has your child ever been hospitalized for psychiatric problems

If so, how many times and at what age ?

Has your child ever been hospitalized for substance abuse problems? .......................o.....

If so, how many times and at what age ?

Has your child taken any medications to treat psychiatric disorders ? .............cc.ccovoiieinnnnes

Name of medication Prescribing doctor Approximate Date

Has your child had any previous counseling or psychotherapy ?

Problem Therapist Approximate Date Result of Treatment

V. Past Medical History:
Developmental History:

To the best of your knowledge, did any of the following prenatal, labor and delivery, or childhood problems occur during your child’s

lifetime? Yes No

IlIness of the mother during pregnancy

Medications or drugs taken by mother during pregnancy

Mother’s age at birth of child was over 35

Abnormal length of or difficulty with labor (longer than 8-10 hours)
Forceps delivery

Cesarean section delivery

Possible anoxia (lack of oxygen) in child during delivery
High fevers during childhood

Childhood convulsions



Child’s Name:

Childhood fainting spells
Childhood illnesses

Delay in toilet training

Current lack of bladder control

Current 1ack 0Ff DOWEI CONTIOL . . ..v it e e e e e e e e e e e e ees

Did this child have developmental delays? If so, age accomplished:
Sitting — age

Crawling — age

Walking — age

Talking in single words — age

Talking in word combinations — age

Clumsiness

Other: Please explain:

Does this child have communication difficulties?

Speech production

Sound production

Stuttering

Other: Please Explain :

Does this child have learning difficulties ?

Reading

Writing skills

Mathematics

Please explain:

B. General Health

Any significant injuries

Head injuries

Visual problems

Hearing problems

Blackouts

MEMOIY PrODIBIMS ...t e et e e e e et e e et et et e e e

Onset of memory problems

Language disturbances

Disturbance in coordination or gait

Episodes of uncontrolled behavior in the absence of provocation
High blood pressure

Heart disease



Child’s Name:

Lung disease

Asthma or allergies

Cancer

Blood sugar too high or too low
Glaucoma

Seizures

Kidney diSease ........ooeevuiiieii i

Liver disease

THYFOIA AISBASE ...t ceeeeet e et e et e e e e e e aaaes

Have menstrual cycles started? (girls)

If yes, at what age ?

Is daughter more irritable, anxious, or depressed the week prior to her period?

C. Current prescription medications and dosage for all health problems

D. Prescription medications recently discontinued

E. Allergies and/or drug reactions

F. Hospitalizations ( date and reason)

G. Present health problems

VI. Substance abuse by CHILD ( Please check appropriate boxes)

Yes No

Past Present Frequency
Alcohol

Caffeine

Cigarettes




Child’s Name:

List type and frequency of over the counter drugs currently used

List any other drug use in the last year (including street drugs, e.g. marijuana, cocaine, speed )

VII. Family of Origin History

(A) Mother Age
Occupation Education
Home Phone Work Phone
Mother’s previous marriages
Father Age
Occupation Education
Home Phone Work Phone

Father’s previous marriages

Divorced Yes No

(B) Please list any significant Medical illnesses among blood relatives and the relationship to the patient:

(C) Is there any history of psychological problems in the child’s family of origin? Yes No

(anxiety, depression, mood swings, erratic behavior, schizophrenia, ADHA, etc) If yes please list name and relationship to
child, along with their problem.

Has anyone in the child’s family of origin received mental health treatment or had a hospitalization for emotional problems?
If yes, please list their name and relation to the child along with their problem Yes No

(D) Is there any history of alcohol or substance abuse in the child’s family of origin?(parents or siblings) Yes No

If yes, please list their name and relation to the child along with their problem

Has anyone in the child’s family of origin received treatment for alcohol or substance abuse? Yes No

If yes, please list their name and relation to the child along with their problem

VIII. s this child presently involved with the Department of Human Services, Department of Children and Family Services,
or the subject of a lawsuit? Yes No



Child’s Name:

IX. Please describe how you discipline your child.

X. Please describe any other helpful information about your child

XI. Please list family members who you believe are supportive of you and your child or who you can call upon to help you

when you have difficulties with your child:

XII. Please list friends or social groups who you believe would be supportive of you or who you can trust to help you when

you have difficulties with your child:

Thank you for your time and patience in completing this questionnaire. Please present this history form to the receptionist for the

clinician to review prior to your appointment.

All the answers and information contained in this history form are accurate to my knowledge. Any question or request for

information left blank was done intentionally. | may not know the answer or | wish not to reveal this information at this time.

Signature Date
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