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Intake/Patient History Form

Date:						________/________/________

Patient Name (Last, First, MI): 	______________________________________

Your Name: 				______________________________________

Relationship to Patient: 			______________________________________

Patient Information

Address: 					______________________________________

City/State/Zip: 				______________________________________

Home Phone:				______________________________________

Parent Information

Mother’s Name/Cell:			______________________________________

Father’s Name/Cell:			______________________________________

Pediatrician Information

Name: 					______________________________________

Address: 					______________________________________

Phone:					______________________________________
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Referred By:			 	______________________________________

Family Information

Who lives in the home?

Name				Age			Relationship

________________		___________		_________________________

________________		___________		_________________________

________________		___________		_________________________

________________		___________		_________________________


Pregnancy and Birth History

Was the pregnancy full term?		______________________________________

Was the delivery uneventful?	 	______________________________________

Please explain: 			

___________________________________________________________________________________

___________________________________________________________________________________


[image: ]


Developmental Milestones

What age did your child walk?		______________________________________

What age did your child talk?	 	______________________________________

Is your child toilet trained?		______________________________________

What time does your child go to sleep?	_______________________________

What time does your child awake? 		_______________________________

Does your child sleep through the night?	_______________________________

Does your child eat a varied diet?		_______________________________

Please elaborate:

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________
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Family Mental Health History

Does anyone in your family have a history of mental health services? ____

If yes, what are they being treated for? ______________________________________

Does anyone in the family take any psychotropic medication? ____________

If yes, please report what medication is currently being prescribed and 

for whom? ______________________________________________________________________

___________________________________________________________________________________

Additional Information

Please list your childs:

Greatest Strengths: ____________________________________________________________

___________________________________________________________________________________

Greatest Challenges: ___________________________________________________________

___________________________________________________________________________________

Behaviors you would like to change: _________________________________________

___________________________________________________________________________________
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If treatment were successful, what would be different for you?

___________________________________________________________________________________

__________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Please add any additional information you would like to share:

___________________________________________________________________________________

__________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

_________________________________________________________________________________________________
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