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Child Intake Questionnaire
Welcome to this practice.  I want to make the most of each appointment you and your child/family have with me.  One way of doing this is for you to write down some basic information in advance of your first appointment.  Please fill out the following as completely and legibly as possible.  This information is confidential.  If you have concerns about the relevance of any information and wish to leave it out, please feel free to do so and it will be discussed during our first session.
Today’s Date:   ____________________

Child’s name:
______________________________________________     
REASON FOR REFERRAL
Why are you seeking treatment/assessment at this time?
FAMILY HISTORY

Mother’s name:  __________________________ Father’s name:  _________________________

Marital status:   Married ________ Separated_______ Divorced_________ Widowed__________

Address:












City:




    Prov/State:      
   Zip/Postal Code:         



Home phone:




        
Daytime number (Mom):      



   Father:  ____________________________
Cell(Mom):  __________________________            Cell(Father):  _________________________
Child Age:   

     Birthdate:   

    Birthplace:    



______
Child is living with:  ______________________________________________________________
Recent move?  Yes []  No [  ]
Own room?  Yes [  ]   No  [  ]

Pet?  Yes [   ]  No   [    ]

Any negative experiences with animals?  Yes [  ]  No  [   ]  Explain:  _________________________

What do you do for fun as a family?  _________________________________________________

Chores/Responsibility?  Yes [   ]  No  [   ]  List:  ________________________________________

Has the child received previous counseling/therapy elsewhere?  Yes [  ]  No [   ]

Name and contact details of therapist/counselor:  _______________________________________

 ____________________________________________________________________________
Are there other relatives or adults that are important caretakers for your child (significant other, aunts, uncles, grandparents)?  Please list:

	Name
	Age
	Relationship

	
	
	

	
	
	

	
	
	


Siblings? Please list (include stepsiblings):

	Name
	Age
	Relationship

	
	
	

	
	
	

	
	
	


Family relationships, Describe: ______________________________________________________
Conflict?  Yes [  ]  No [  ]  If yes, describe _____________________________________________

Sibling rivalry?  Yes [   ]  No [     ]

Is there a history of substance abuse?  Yes [   ]  No [    ]  If yes, explain:  ______________________

Is there a history of family violence?  Yes [   ]  No [   ]  If yes, explain:  _______________________

Information Father

Occupation:  _________________________________

Form of discipline used:  __________________________________________________________

History of learning, emotional or behavioural problems?  Yes [   ] No [    ] If yes, explain:  ________

Information Mother

Occupation:  _________________________________

Form of discipline used:  __________________________________________________________

History of learning, emotional or behavioural problems:  Yes [   ]  No [   ]

Any other family member experienced learning, emotional or behavioural problems? Yes [   ]  No [  ]  

If yes, explain:  __________________________________________________________________

DEVELOPMENTAL HISTORY
Was the pregnancy planned?  Yes [   ]  No [    ]

Describe any complications experienced during the pregnancy _____________________________

Describe any complications during birth and delivery ___________________________________

Child was born after ________________ months of pregnancy

Child was born___________ home ___________ hospital____________other

Child’s birth weight:  ___________kgs

During pregnancy, mother’s health was:   ___________good ____________fair ________poor

Were there any health problems or diseases during pregnancy?  Yes [  ]  No [   ]  If so, describe:  __________________________________________________________________________
Condition of delivery:   ______fast _______moderate ______ Caesarean _________ instruments(forceps)

Did the child have any problems at birth?  Yes [  ]  No [   ]  If yes, describe:  ___________________

Any problems feeding?  Yes [   ]  No [   ] If yes, describe:  ________________________________
Any problems eating?  Yes [   ]   No [    ]  If yes, describe:   _______________________________

Any problems sleeping?  Yes [   ]   No [   ]  If yes, describe:  ______________________________

Any problems with toilet training?  Yes [   ]  No [   ]  If yes, describe:  _______________________

Any problems with crying?  Yes [   ]  No [   ]  If yes, describe:  ____________________________

Have there been any physical or emotional separations (i.e. death, hospitalisations) between child and care taking adult in the first 26 months of life?  Yes [   ]  No [   ]  

If yes, Explain __________________________________________________________________

Approximate Age he/she:

Held head up________ Turned over________ Sat______ Pulled up___________ Crawled______

Smiled at parents__________ Walked with help___________ Was weaned________ 

Used sentences___________ Fed self____________ Helped dress self ______________________

Dressed alone____________ Dry during day____________ At night_______________________

Is he/she:

Impulsive_________ Timid/shy_______ Right/left handed_________ Stubborn_____________

Clumsy_________ Well coordinated__________________Affectionate_____________________

Any developmental testing?  Yes [   ]  No [    ]  If yes, Explain:  ____________________________
List any special problems that might have caused stress for the child_________________________

______________________________________________________________________________

Any findings of disorder or mental delays through testing?  Yes [  ] No [   ]

Favourite hobbies, interests and/or toys?  Yes [  ]  No [  ]  If yes, explain:  ___________________

CHILD’S MEDICAL HISTORY

Medication?  Yes [    ]  No [   ]  List:  ________________________________________________

Allergic/chronic condition?  Yes [    ]  No [    ]  Describe:  ________________________________

Any problems with health, disease, or serious injury?  Yes [   ]  No [   ]  Describe:   _____________
Has the child been hospitalized?  Yes [  ] No [   ]  Age when hospitalized_______________________

Reason ________________________________________________________________________
How long since last seen by the doctor?  _______________________________________________
Does the child have a hearing problem?  Yes [  ]  No [  ] If yes, describe:  
______________________
Does the child have a problem with vision(specs)  Yes [  ]  No [  ] If yes, describe:  

______________________

Does the child have a speech problem?  Yes [   ]  No [  ] If yes, describe:  ____________________

Does the child have convulsions or spells? Yes [   ]  No [    ]  If yes, explain __________________

Pediatrician:  _______________________________

Does the child have the following?
Animal allergies?  Yes [    ]  No [   ]  Describe:  _________________________________________

Animal fears or phobias? Yes [   ]  No [   ]  Describe:  ____________________________________

Any trauma history?  Yes [  ]  No [  ] Describe:  ________________________________________

Anything else I should know?  ______________________________________________________

SCHOOL INFORMATION

School:  __________________________________   Teacher:  ____________________________

Grade:  _____________ Year enrolled:  _________________ Previous schools:  _____________
Has child been:  Tutored: Yes [  ]  No [   ]  In special class:  yes [  ]  No [  ]  Expelled: Yes [  ] No [   ]

Suspended:  Yes [  ]  No [   ]  Repeated a grade:  Yes [  ]  No [   ]  Cut classes:  Yes [   ]  No [    ]

The school has said my child:  Is hyperactive Yes [   ]  No [   ]    Is bored Yes [   ]  No [    ] 
Procrastinates Yes [   ]  No [   ]  

Get along well with adults Yes [   ]  No [   ] Gets along well with fellow students Yes [   ]  No [   ]

Has few or many friends?   _________________________________________________________

Performance in class:  Average___________ Below Average ____________ Above average _____

Is there anything else you would like to let me know that will help me while working with your child and family?

______________________________________________________________________________

Parental Consent Form
Parental/guardian information:
Title: __________________ Name: ___________________________

Contact details mother:


Contact details father:
______________________ cell

______________________ cell

______________________ home

______________________ home

______________________ work

______________________ work

______________________ e-mail address
______________________ e-mail address

Home address: _____________________
Home address: _____________________

_________________________________
_________________________________

Client information:
Name: ____________________________

DOB: _____________________________

Age: _______________________________
Grade: _____________________________

School: _____________________________

Class teacher: ________________________

Medical Aid: __________________________________

Medical Aid number: ____________________________

Main member: __________________________________

Main members ID number: _________________________

I, ___________________________________________, parents/guardians of 

_________________ hereby consent that ____________________________: embarks on 8 
sessions of play therapy with 












SIGN:

1) Counsellor, Ms Carmen Balie





           
_________

2) Carmen Balie can consult with your child’s school file



__________

3) Carmen Balie can consult with your child’s school teacher/principal if need be _________

4) Please state whether your child is currently in therapy or seeing a psychologist.    Y / N

Please state previous psychologists/social workers/counsellors or psychological assessments that your child has had, with relevant contact numbers.


_____________________________________________________

_____________________________________________________

_____________________________________________________

5) Is your child currently on medication?

_____________________________________________________

Days and times available:

_________________________________________

_________________________________________

_________________________________________
_________________________________________

_________________________________________

Once a time and date is decided upon, it is important that these times are respected and are not changed unless for an emergency. If your child is absent on the day of the therapy, it is the parent/guardian’s responsibility to inform the therapist.
____________________



________________________

Signed






Date

CANCELLATION POLICY

If you fail to cancel a scheduled appointment, we cannot use this time for another client, and you will be billed for the entire cost of your missed appointment.

A full fee is charged for missed appointments or no-show cancellations with less than a 24-hour notice unless due to illness or an emergency. A bill will be mailed directly to all clients who do not show up for or cancel an appointment.

Thank you for your consideration regarding this important matter.
_________________________________________________________________

Client Signature (Client’s Parent/Guardian if under 18)

____________________________________

Today’s Date


