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Today’s Date _____________________________________ Referred by _____________________________
Child’s Full Name ______________________________________
Preferred or Nick Name _______________
Birth Date  ___________________________________    Age   ________  

 Gender  __________
Parent/Legal Guardian(s) Name(s)____________________________________________________________
_________________________________________________________________________________________

Address __________________________________________________________________________________

Phone Number   ______________________________OK to voicemail?   YES   NO     OK to text?   YES  
NO

Phone Number   ______________________________OK to voicemail?   YES   NO     OK to text?   YES  
NO

Email Address _____________________________________________________________________________
Permission to email?  
YES
 NO
Email Address _____________________________________________________________________________
Permission to email?  
YES
 NO

Circle preferred methods of communication:   PHONE      EMAIL      TEXT 
List Professions & Place of Employment _______________________________________________________

List all members and ages of the household 
List other important caregiving type adults in your child’s life. 
What do you hope is going to shift after our work together? 

How will your family be different after the shift happens? 

List any important losses or deaths experienced by your child. 
EDUCATIONAL HISTORY
Current school/Grade _______________________________________________________________ / ______
List significant positive and/or negative feedback that you have received from your child’s school/educational team. Include awards, honors, anxieties or fears, suspensions, referrals, academic failures, issues with verbal/physical aggression, attendance, homework/classwork issues, etc. 
Has your child repeated a grade? If so, which one? ​​​​​​​​​​​​​_______________________________________________
List all medical, psychological, mental, or educational disabilities/diagnoses. 
Does your child receive special education or 504 services? If so, since when and in what areas?  

Describe your child’s experiences with friends, best friends, girl or boy friends, and any bullying incidents. 

GENERAL INFORMATION

List current medications/supplements. 
List any significant successes and/or failures with previous or current therapists.  

What causes your child the most distress? How do they display it? What makes it better?
List all the concerning behaviors your child demonstrates at home, and the approximate age when behaviors were first noticed.

What is your child doing when they seem to be the most joyful? How often are they in this “joy” zone? 
When does your child shine? What does your child do that other people typically like? 
Does your child have regular chores? If so, how does chore time go? 
How much time does your child typically spend outdoors? 
How much screen time does your child have on school days?


Weekends?

How is discipline approached in your family? How often is it effective? 
What happens during homework time in your home? 

Describe when the siblings get along the best, and when they don’t. 

What do you consider to be your strengths and weaknesses as a parent(s)? 

If your child is sneaky, how is this displayed? 
When your child gets overloaded, do they tend to run away, fight, or freeze? 


List any important values or spiritual practices that are important to your family? 


Does your child ever need to be therapeutically held or restrained/contained? When? How often? For what 
behaviors? How long do the holds last?

Has your child ever made suicidal threats or plans? Have they intentionally harmed themselves or others? If so, please describe the circumstances. 
List any mental illnesses in the family history

List any family or child criminal histories or incarcerations that are relevant. 

List any parent trainings attended. 

MEDICAL HISTORY

Name of child’s doctor _________________________ Date of last examination _______________________
Name of child’s psychiatrist? (if applicable)_____________________________________________________
Any significant issues, losses, or traumas during pregnancy, delivery, or the first few months of the child’s life? 
List any serious accidents, hospitalizations, loss of consciousness, vision or hearing problems, head injuries, high fevers, convulsions/seizures, asthma, allergies, or weight gain/loss, etc. 
Has your child experienced any physical, verbal, sexual abuse? 
List anything else you believe will be important to know.
Person completing this intake form
_______________________________________________________

_________________
Signature









Relation to child
Which parent has the right to seek counseling and medical care for the child? ________________________
(If divorced, please bring copy of legal documents)
If the client is a minor, the legal guardian must sign the consent statement below:
I affirm that I am the legal guardian of _______________________________________, and that I have the right to seek counseling and medical care for the child listed in this statement. With an understanding of the above requirements, I do grant permission for participation in counseling and release the counselor from liability. 
_________________________________________________________________________________________


Guardian Name (print)







_________________________________________________________________________________________
Guardian Signature








Please attach any reports, recommendations, observations, or evaluations that you believe would be helpful in assessing and treating your child. Thank you so much for your time on this. It matters. 
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