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[bookmark: _GoBack]Child/Adolescent Client Information Update Form

*This Form is Completely Confidential*

Today's date: _______________		 

Child’s name: _________________________________________________________________________
                                  Last                                                                        First                                                                       	Middle Initial     

Child’s date of birth: ____________   Child’s age: _________ 	Gender (circle one): Male  Female ________

Parent/Legal Guardian’s Name(1): _______________________________ Relationship to Client: ________
                                 	                         Last                   	 First 

Parent/Legal Guardian’s Name(2): _______________________________ Relationship to Client: ________
                                 	                         Last                         	 First 

Home street address: _______________________________________________________________________
                                               
City: _______________________________________ 	State: _______	Zip:_____________________ 

Parent/Legal Guardian’s Employer:___________________________________________________________

Home Phone: _____________________________  	Work Phone: _______________________________

Cell Phone (parent 1): ______________________    	Cell Phone: (parent 2) _______________________    
       Calls will be discreet, but please indicate any restrictions:___________________________________________
     May we email/text appointment reminders? 	Yes ___	No __

Pediatrician:_______________________________________________________________________________
Phone: ___________________________________   Fax: __________________________________________
Address: __________________________________________________________________________________

Referred by: ____________________________________________________________________
    
     -    May I have your permission to thank this person for the referral?     Yes ___	No ____
· If referred by another clinician, would you like for us to communicate with one another? Yes ___ No ____

Person(s) to notify in case of any emergency: _________________________________________
                                                                                                                           Name                                                                                    Phone

We will only contact this person if we believe it is a life or death emergency.  Please provide your signature to indicate that I may do so: (Your Signature): _______________________________



What is the reason for the visit today? _________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________

Please note: You may skip any questions which you prefer not to answer. If additional space is needed, use the back of this form.
PLEASE CHECK ALL THAT APPLY & CIRCLE THE MAIN PROBLEM:

	DIFFICULTY WITH:
	NOW
	PAST
	DIFFICULTY WITH:
	NOW
	PAST
	DIFFICULTY WITH:
	NOW
	PAST

	Anxiety
	
	
	Language delay
	
	
	Poor eye contact
	
	

	Depression
	
	
	Poor social skills
	
	
	Learning problems
	
	

	Mood Changes
	
	
	Sensory seeking
	
	
	Self-injurious behaviors
	
	

	Aggression 
	
	
	Sensory avoidance
	
	
	Suicidal ideation
	
	

	Bed wetting
	
	
	Repetative behaviors
	
	
	History of sexual abuse
	
	

	Fears
	
	
	Stealing
	
	
	History of physical abuse
	
	

	Irritability/Anger
	
	
	Lying
	
	
	Homicidal ideation
	
	

	Concentration
	
	
	Opposition-defiance
	
	
	Temper tantrums
	
	

	Eating problems
	
	
	Low self-esteem
	
	
	Developmental delays
	
	

	Victim of bullying
	
	
	Hyperactivity
	
	
	Sexual acting out
	
	

	Poor attachment 
	
	
	Fidgets frequently
	
	
	Auditory/Visual Hallucinations
	
	

	Weight loss
	
	
	Often makes careless mistakes
	
	
	Difficulty completing tasks
	
	

	Weight gain
	
	
	Memory problems
	
	
	Difficulty focusing
	
	

	Hoarding food
	
	
	Impulsivity
	
	
	Blackouts
	
	

	Nightmares
	
	
	Sleeping problems
	
	
	Obsessions
	
	

	Head injury
	
	
	Motor or vocal tics
	
	
	Other:
	
	





FAMILY HISTORY:
Parents’ names: _____________________________________________________________________________
Parents’ relationship status: ____________________________________________________________________
Child’s siblings/ages: _________________________________________________________________________
Others residing in the home: ___________________________________________________________________
Language(s) spoken in the home: _______________________________________________________________
Describe the home environment: _______________________________________________________________
How do you typically discipline your child(ren)? ____________________________________________________
Discuss family stressors that may be contributing to your child(ren)’s difficulties: ___________________________
_________________________________________________________________________________________
SOCIAL SUPPORT/SELF-CARE:									         
                     
Describe child’s personality (outgoing/shy; talkative/quiet; energetic/deliberate): __________________________
_________________________________________________________________________________________
Describe child’s favorite activities:______________________________________________________________
Does your child prefer to play: alone? __ with one other child? __ in a small group? __ gets along in all settings? __
How does your child get along with other children? _________________________________________________
_________________________________________________________________________________________                  
Please briefly describe any self-care concerns for your child: ___________________________________________
__________________________________________________________________________________________How does your child cope with the stress? ________________________________________________________ __________________________________________________________________________________________
DEVELOPMENTAL UPDATE:
Describe child’s eating habits: __________________________________________________________
Describe child’s sleeping habits: ________________________________________________________
Describe any toileting concerns: ________________________________________________________________
Is child currently receiving any therapy services (occupational, physical, speech/language)? ___Yes ___ No 
Please briefly describe current services (e.g., type, frequency, who provides services):
________________________________________________________________________________________
________________________________________________________________________________________

Has your child been evaluated by or under the care of a developmental pediatrician? Yes ___	No __
Name of developmental pediatrician: _____________________________ Date seen: ___________
Diagnosis: _________________________________

ACADEMIC HISTORY:

Name of school: ___________________________________ 	Current grade: ___________
Describe your child’s academic performance: ________________________________________________
Has your child ever repeated a grade? Yes ___No ____	Which grade? _______ Why? __________________
Academic strengths ______________________Weaknesses: _________________________________________ 
What concerns have the teacher reported? ________________________________________________________
Any diagnosed learning or academic disabilities? Yes ___	No ____
Please describe: ______________________________________________________________________ 
Participation in resource, special educational (IEP/504), or gifted programs? Yes ___	No ____
Please describe: ______________________________________________________________________
Current or past participation in any tutoring or learning center programs (e.g. Lindamood-Bell)? Yes ____ No ____
	Please describe: _______________________________________________________________________

MEDICAL HISTORY:

How frequent are doctor visits now? 	Annually   As Needed 	    2-4 times per year 	Monthly      Other: _______
Please list any allergies: ____________________________________________________
Last hearing and vision exam: _____________________ Please list concerns noted: _______________________
Has child had all immunizations to date?  Yes ___	No ____ If no, please specify reason: __________________
Current Medications:
Name of Medication	Dosage	Purpose		 Name of Prescribing Doctor 






Medical hospitalizations/surgeries since prior visit (Approximate dates and reasons):________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
Has the child  had any medical diagnoses since their prior visit? Yes ___ No ____
Please list: ___________________________________________________________________________
Has child sustained any head injuries since their prior visit? Yes ___	No __ Loss of consciousness?  Yes__  No __
Please describe: _____________________________________________________________________________
Please explain any other significant medical problems or history: _______________________________________
Does your child have any current GI concerns (stomach aches; constipation; diarrhea; etc.)?___________________
__________________________________________________________________________________________

Does your child have a special diet? (gluten free, etc.) ________________________________________________

Is your child followed regularly by any other specialists? Yes _____  No_____ (please describe)________________

__________________________________________________________________________________________




MENTAL HEALTH HISTORY:
Has your child been evaluated/treated by a psychologist, other than the current provider, since their past visit? 
Yes ___No ____	Name of psychologist: __________________________
Diagnoses: __________________________________________________________________________
Has your child been evaluated/treated by a psychiatrist since their prior visit? Yes ___No ____
Name of psychiatrist: __________________________
Diagnoses: __________________________________________________________________________
Has your child participated in therapy since their last evaluation at this office? 
Yes ___   No ____	Frequency of visits:    Weekly.  Twice Per Month   Monthly   Other:_______   
Name of therapist: __________________________
Length of treatment and brief description: __________________________________________________
Any history of abuse/trauma since the prior evaluation? (sexual, physical, neglect, emotional): Yes ___ 	No ___
Describe situation: ____________________________________________________________________
History of psychiatric hospitalizations since prior evaluation (dates/locations): ____________________________
__________________________________________________________________________________________
History of suicide attempts since prior evaluation: __________________________________________________
Any history of DFCS involvement since prior evaluation? Yes ___ 	No ___
Describe situation: ____________________________________________________________________

Any additional information you would like to include: 
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