                                                                                                                           [image: Logo, company name

Description automatically generated]                                                                                              
Children’s Biopsychosocial


Completed by: __________________________________________

Child’s Name: ___________________________________________

Date: __________________________ 	Relationship: __________________________

Child Intake

In order for us to be able to fully evaluate your child, please fill out the following information to the best of your ability. We realize there may be information that you do not remember or have access to, but please do the best that you can. Thank you!  

PURPOSE OF EVALUATION AT THIS TIME (Please provide a brief summary of the main concerns): ____________________________________________________________
______________________________________________________________________________________________________________________________________________________

GOALS (What would you like counseling to do for your child, you, and your family?) _________________________________________________________________________________________________________________________________________________________________________________________________________________________________

OVERALL STRENGTHS (Please describe some of your child’s strengths) _________________________________________________________________________________________________________________________________________________________________________________________________________________________________

ACTIVITIES/HOBBIES/SPECIAL INTERESTS _________________________________________________________________________________________________________________________________________________________________________________________________________________________________





PRIOR/CURRENT CONSULTATIONS (Please include contact names and dates with other professionals, therapists, and treatment people) _________________________________________________________________________________________________________________________________________________________________________________________________________________________________

MEDICAL HISTORY 

Current pediatrician’s name: ___________________________________________________
Contact #: _________________________
Other doctors/clinics seen regularly:		Yes  	 	No	 If yes, describe: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are there any legal actions that may have impacted your child? Please check all that apply

	


	

Current
	

Past
	

	
Current
	
Past

	
Custody
	
	
	
Visitation
	
	

	
Adoption
	
	
	
Child Protective Services 
	
	

	
Probation
	
	
	
Other
	
	




Please provide additional information if necessary: _________________________________
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



Trauma History ( Has your child experienced any of the following? Please check all that apply):

	


	

Current
	
Past
	

	
Current
	

Past

	
Physical Abuse

	

	

	
Emotional Neglect
	

	


	
Sexual Abuse
	

	

	
Physical Neglect
	

	


	Person in household with a mental illness or suicide attempt 
	
	
	Person inhouse who uses drugs or is a problem drinker 
	

	


	Person in household who went to jail
	
	
	Witness to Domestic Violence
	
	

	Parents Separated/ Divorced
	
	
	Verbal Abuse
	
	

	Significant Death losses
	
	
	
	
	



If yes, please describe ( disclosure, details, any legal action, CPS Involvement, police involvement): ____________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Check all areas that apply to your child:
	Behavior 
	Current
	Past
	Behavior
	Current
	Past

	Crying, Sadness, Depression
	
	
	Is overly concerned about things 
	
	

	Withdrawn
	
	
	Unusual fears or phobias
	
	

	Worries more than other children
	
	
	Repeats unnecessary act over and over again
	
	

	Anxious/ Nervous
	
	
	Strange or unusual behaviors
	
	

	Panic Attacks
	
	
	Hallucinations
	
	

	Argues a lot 
	
	
	Has rituals/ habits/ superstitions
	
	

	Temper outbursts
	
	
	Disorientation
	
	







	Behavior
	Current
	Past
	Beahvior
	Current
	Past

	Easily annoyed by others
	
	
	Poor appetite
	
	

	Irritability/ Anger
	
	
	Over or underweight
	
	

	Loss of enjoyment of usual activities
	
	
	Eats very little/ fast to lose weight
	
	

	Expresses a wish to die 
	
	
	Blames others for their own mistakes
	
	

	Bedtime fears/ won’t sleep 
	
	
	Does things that annoy others  
	
	

	Nightmares/ night terrors
	
	
	Swears or uses obscene language 
	
	

	Tiredness/ fatigue
	
	
	Wanting to run away
	
	

	Wakes up very early/ unable to go back to sleep 
	
	
	Sneaks out at night 
	
	

	Restless sleep/ wakes frequently
	
	
	Injures self
	
	

	Trouble going to sleep 
	
	
	Vomits intentionally 
	
	

	Sleeps too much
	
	
	Soiling (pooping) in pants
	
	

	Bedwetting/ daytime wetting
	
	
	Hurts people
	
	

	Sleepwalking
	
	
	Hurts animals
	
	

	Low self esteem 
	
	
	Lying/ stealing
	
	

	Over activity
	
	
	Destroys property
	
	

	Frequently acts without thinking 
	
	
	Drug/ alcohol abuse
	
	

	Doesn’t finish things
	
	
	Cigarette use
	
	

	Disruptive
	
	
	Sexual behavior 
	
	

	Short attention span
	
	
	Problems with authority 
	
	

	Daydreams/fantasizes
	
	
	Problems with the law
	
	

	Easily distracted
	
	
	Twitches or unusual movements
	
	

	Low motivation
	
	
	Disorientation 
	
	




What form of Discipline do you use at home? 
Time out _____ 				Rewards/Incentives_____		
Extra chores_____				Physical corporal punishment_____
Loss of privileges_____			Grounding_____		
Other (describe) ____________________________________________________________
______________________________________________________________________________________________________________________________________________________

Current relationship status:
Married__	Separated__	Divorced__	Dating__	Single__
If in a relationship, satisfaction level:  Happy__		Content__	Distant__	Other__ 
Please list any family history of mental health diagnosis, learning disabilities, trauma, drug and/ or alcohol abuse, and legal issues:  __________________________
______________________________________________________________________________________________________________________________________________________

Please list family members and individuals who currently live with the child:
	Names
	Age
	Relationship
	Problems/ strengths

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	




Family Stressors ( What are the factors that are a source of stress in the family?)
	
	Current
	Past
	
	Current
	Past

	Parent relationship problems
	
	
	Legal issues
	
	

	Custody visitation disputes
	
	
	Parents using alcohol/ drugs
	
	

	Financial problems
	
	
	Family illness
	
	

	Job loss
	
	
	Death of a Pet
	
	

	Housing problems
	
	
	Other Stressors
	
	





If other stressors please describe:_____________________________________________
______________________________________________________________________________________________________________________________________________________

Please list your past medical concerns:________________________________________
______________________________________________________________________________________________________________________________________________________

Any history of head trauma? Yes	No	If yes, please describe:___________________
___________________________________________________________________________

Prior Hospitalizations? Yes   No 	If yes, please describe:_________________________
___________________________________________________________________________

Allergies?	Yes	No 	If yes, describe:_____________________________________
___________________________________________________________________________

Does your child have any other medical conditions? Yes   No   If yes, please describe:
______________________________________________________________________________________________________________________________________________________

Developmental history: 
During pregnancy, did mother: Drink alcohol___	Use drugs___	Accident___	Illness___	Problems with pregnancy___	Problems with Labor or delivery___	If yes, please describe:______________________________
__________________________________________________________________________
__________________________________________________________________________
Was your child delayed in any of the following areas?
Turning over___	Sitting up___		crawling___	walking alone___	weaning___	feeding self___	toilet training___	using single words___
Using sentences___	dressing self___	Sleeping through the night___
Briefly explain any delays:___________________________________________________ ___________________________________________________________________________

Family History:
What are your family’s strengths:_____________________________________________
___________________________________________________________________________
What are your family supports (church, friends, clubs, etc): ______________________
______________________________________________________________________________________________________________________________________________________

Relationship Development: Check each item that describes your child
	
	current
	past
	
	current
	past

	Prefers to be alone 
	
	
	Is oversensative
	
	

	Is alone a lot, but dislikes it and feels lonely
	
	
	Is picked on a lot
	
	

	Is shy 
	
	
	Bullies others
	
	

	Has few friends
	
	
	Teases a lot
	
	

	Has many friends
	
	
	Fights with other kids
	
	

	Plays with “problem kids”
	
	
	Is demanding and bossy 
	
	

	Plays with younger kids
	
	
	Poor relationships with peers
	
	

	Plays with older kids
	
	
	Conflict w/ parents or step-parents
	
	

	Poor relationships with teachers
	
	
	Has difficulty getting along with brothers and sisters
	
	




School: Check any area of concerns
	
	current
	past
	
	current
	past

	Dislikes school
	
	
	Missed many school days
	
	

	Works hard but does not do well
	
	
	Repeated a grade
	
	

	Unmotivated/ refuses to complete work 
	
	
	Discipline referrals, detentions
	
	

	Learning problems
	
	
	Suspensions (How many?____)
	
	

	Expulsions ( how many?____)
	
	
	
	
	




If your child has been suspended or expelled, please explain: ____________________
______________________________________________________________________________________________________________________________________________________
How do teachers describe your child to you? __________________________________
______________________________________________________________________________________________________________________________________________________
Does your child receive any special services in school? Yes____	No____
If yes, describe:_____________________________________________________________
___________________________________________________________________________
CW Holistic Counseling LLC			  		               Phone:  850-243-0095
907 Mar Walt Dr, Ste 2022						                   Fax:  850.374.3192     
Fort Walton Beach, FL 32547						 	 
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