
From the Counseling Office of
Tracy W. Thomas, LPC
301 N. Alamo  Marshall, TX  75670
Cell: (903) 407-9701
Child Intake Form
Child’s Name: ________________________________________________________
	             (Last)					(First)					(MI)
Today’s Date ___/ ___ /___ 	Child’s Date of Birth: ___/___/___   	Age: _____  
Gender:  Male   Female  _________
Local Address:________________________________________________________
                                    (Number & Street)	        	                                           (City)                             (State)                          (Zip)
Home Phone:________________	May I leave a message?  Yes      No
Cell Phone: _________________		May I leave a message?  Yes     No
E-mail: ____________________	May I email you?             Yes	    No
*Please be aware that email might not be confidential.
Person to contact in case of an emergency:
____________________		_____________		_______________
(Name)		                                                            (Relationship to Client)	                                  (Phone)
What prompted you to seek therapy or an assessment?_________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
When did this problem start (including child’s age and grade)? ______________________
_________________________________________________________________
What do you think lead to the start of the problem? ______________________________
__________________________________________________________________
What family issues may have contributed to the start of the problem or its continuation?_____ __________________________________________________________________
What have you done to resolve the problem and how effective have those efforts been? ______
__________________________________________________________________
Describe any other problems or concerns which are currently troubling you: _____________
__________________________________________________________________
Please list 3 to 4 goals you have for counseling: _________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
How are you willing to be involved in counseling or therapeutic assignments to see these desired changes? ___________________________________________________________
__________________________________________________________________
Were there any problems during pregnancy?  Yes   No ___________________________
Did you child experience any problems in early development such as learning to walk?  Yes  No
__________________________________________________________________
Did your child experience any other developmental or learning problems?  Yes  No
__________________________________________________________________
How would you rate child’s current health?  Very Good  Good  Fair  Poor
How is your child progressing through the physical aspects of childhood? ______
__________________________________________________________________
Your child’s physician: __________________________________________________
			    (Name)					                                                      (Phone)
			__________________________________________________
			 (Address)               		                                                                              (Last visit)
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	Dosage
	Medication
	Dosage

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Describe your child’s sleeping habits, including any changes (e.g. can’t fall asleep, sleeping more than usual, etc):__________________________________________________________
Describe your child’s eating habits, including any changes: (e.g. eating less, bingeing, purging, etc) ____________________________________________________________________________________________________________________________________
Has your child experienced significant weight change in the last 2 months?  No  Yes
Child’s weight: _______ lbs 		Child’s heights: _______ft _______in
Has your child ever had a head injury  No  Yes
	If yes, when and what happened ____________________________________________________
Please list any chronic health problems or concerns (e.g. asthma, hypertension, diabetes, headaches, stomach pain, seizures, etc.):______________________________________
Please describe any other health problems or important medical history: ________________
__________________________________________________________________
EMOTIONAL/BEHAVIORAL INFORMATION
Check any of the following behaviors that apply to your child:
	Late for appointments
	Aggressive
	Lying

	Procrastinate
	Risk-taking
	Other:

	Angry outbursts
	Frequent Crying
	

	Impulsive
	Shouting/Yelling
	

	Self-Abusive
	Stealing
	


Check any of the following that describe your child:
	Loved
	Insecure
	Ignored

	Unhappy
	Happy
	Neglected

	Insecure
	Shy
	Athletic

	Spoiled
	Fearful
	Unwanted

	Abused
	Risk-taking
	Popular

	Angry
	Ridiculed
	Praised


Please explain any of the above that need elaboration:
__________________________________________________________________
Is your child currently taking prescribed psychiatric medication (antidepressants or others)?  Yes  No
	If yes, please list names and dose: __________________________________________
	If no, have you been previously prescribed psychiatric medication?	  Yes  No
		If yes, please list names and dates: ____________________________________
Is your child hopeful about his/her future?	 Yes	 No
Is your child currently having any suicidal thoughts?  Frequently  Sometimes  Rarely  Never
	If yes, has your child recently done anything to hurt him/herself?  Yes  No
Has your child had suicidal thoughts in the past?  Frequently  Sometimes  Rarely  Never
	If you checked any box other than “never”, when did your child have these thoughts? ____
	__________________________________________________________
	Did he/she ever act of them?  Yes   No
	If yes, when? _________________________________________________
List previous therapists, psychologists and/or psychiatrists your child has seen or is currently seeing. 
	Name
	Dates Seen
	Location

	
	
	

	
	
	

	
	
	



In the last year, has your child experienced any significant life changes or stressors? ________
__________________________________________________________________
Who is your child’s best friend? ______________ Why? _________________________
Is your child a good friend?  Yes  No Why/ Why not? ___________________________
Please describe any concerns about your child’s friendships: ________________________
__________________________________________________________________
What does your child like to do outside of school? _______________________________
__________________________________________________________________
Has your child’s social involvement changed recently?  Yes  No    
If yes, please explain: ______________________________________________
How does your child relate to adults outside the family? ___________________________
__________________________________________________________________
How is discipline handled with your child? ____________________________________
__________________________________________________________________
What methods have you tried? ____________________________________________
__________________________________________________________________
What methods work best? _______________________________________________
_________________________________________________________________
If your child was adopted, please complete the following information:
How old was your child at the time of adoption? _______
What the adoption open or closed?  Open  Closed
If open, does your child still have contact with their biological family?  Yes  No
If yes, with whom and what is the nature, quantity and quality of that contact? ____________
__________________________________________________________________
EDUCATIONAL INFORMATION:
Last year of school completed: ______ What kind of grades does your child earn? ______
What are your child’s most difficult subjects? ________________________________
What are your child’s easiest subjects? _____________________________________
Has your child had any psychological or educational testing?:  Yes  No
If yes, what were the results? ____________________________________________
________________________________________________________________
Does your child receive special education services?  Yes  No  
If yes, what services:_________________________________________________________
FAMILY HISTORY:
Children’s parents: 	 Still together
			 Divorced. When? _______
			 Remarried
			 Unmarried
			Deceased. If yes, whom _____________. Age at death _________
Number of siblings: _______ Ages: _______________________________________

OTHER INFORMATION:
What role, if any, does religion and/or spirituality play in your child’s life?


What does your child consider to be his or her strengths?



What does your child like most about him/herself?


What are your overall goals for therapy?


What do you feel you need needs to be addressed first?


Is there anything that I did not ask about here that would be important for me to know?

