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Minor Assessment Form
Date:

ABOUT MINOR
Name:

Nickname:

Gender:

SS#:

Birth Date:

Address:
City/State/Zip Code:

County:

School:

Grade:

District:

RACIAL/ETHNIC BACKGROUND
White

Black or African American

Asian

Hispanic or Latino

American Indian or Alaska Native

Other:

Native
Hawaiian
or Other
Pacific
Islander

ABOUT RESPONSIBLE PARTY
Name:

Relationship to minor:

Birth Date:

SS#:

Address, if different:
City/State/Zip Code:

County:

Cell Phone:

OK to leave message/text?

Yes

No

Home Phone:

OK to leave message?

Yes

No

Work Phone:

Extension:

Email:

OK to communicate via email* and Patient Portal?

OK to leave message?

OK to email tips on relational, emotional and spiritual health?*

Yes

Yes

No

Yes

No

No

*The Center will never send confidential personal information via email. We will not sell or distribute your email address in any way.

ANY OTHER ADULT WITH CUSTODY OF CHILD
First Name:

Last Name:

Birth Date:

Relationship to minor:

Address:
City/State/Zip Code:
Cell Phone:

County:

Entitled to discuss minor's progress with counselor?

Yes

No
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Attach copy of Custody Arrangement documentation to verify your legal right to bring in the minor. Minor cannot be
seen without this documentation.
Any other adults entitled to discuss minor's progress with counselor:
Name:

Phone:

Name:

Phone:

FAITH PREFERENCE
Christian/Protestant

Catholic

Jewish

Muslim

Hindu

Other:

Congregation Affiliation:

REFERRAL
How did you hear about The Center?

Workshop hosted or led by Center staff

lnsurance/EAP or lnsurance / EAP Website

Psychology Today Online Listing

Friend or family member

Internet/Google Search/Social Media

School/School Counselor

Pastor or Church Name:

Doctor Name:

Other:
Doctor/Physician Name

Please share

PREVIOUS TESTING/ASSESSMENT (if applicable)
Dates:
Findings:

MEDICAL INFORMATION
Pediatrician:

Pediatrician's Phone:

Pediatrician's Fax:
Address:
City/State/Zip Code:
OK to contact your Pediatrician/Primary Care Physician (PCP)?

Yes

No

List any current medical problems and medications:

I acknowledge that I have the right to authorize access and disclosure of my Protected Health Information (PHI) to anyone of my
choosing for billing, condition, treatment and prognosis to the following individual(s):

Name:

Relationship:

Name:

Relationship:

EMERGENCY CONTACT INFO
In case of concern for your child's safety or the safety of others, the counselor may decide to notify the emergency contact whom
you designate. (Contact must be over 18 years of age.)
Emergency Contact Name:

Phone:

Page 2 / 16

Relationship to Minor:

Notice of The Center Privacy Practices (HIPAA)
This notice tells you how we treat your health information, how we might disclose your health information to others, and how you
can get access to the same information.
Please review this notice carefully and feel free to ask for clarification about anything in this material you might not understand. The
privacy of your health information is very important to us and we want to do everything possible to protect that privacy.
We have a legal responsibility under the laws of the United States and the State of Texas to keep your health information private.
Part of our responsibility is to give you this notice about our privacy practices. Another part of our responsibility is to follow the
practices in this notice.
This notice takes effect on (April 14, 2003) and will be in effect until we replace it.
We have the right lo change any of these privacy practices as long as those changes are permitted or required by law.
Any changes in our privacy practices will effect how we protect the privacy of your health information. This includes health
information we will receive about you or that we create at The Center. These changes could also effect how we protect the privacy
of any of your health information we had before the changes
When we make any of these changes, we will also change this notice and give you a copy of the new notice.
If you request a copy of this notice now or at any time in the future, we will give you a copy at no charge to you. If you have any
questions or concerns about the material in this document, please ask for assistance which we will provide at no charge to you.
Here are some examples of how we may use and disclose your health information with your permission:
A. To your physician or other healthcare provider who is also treating you.
B. To anyone on our staff involved in your treatment program.
C. To any person required by federal, state, or local laws to have lawful access to your treatment program.
D. To receive payment from a third party for services we provide for you.
E. To be in compliance with Utilization Management/Quality Improvement Plans by third parties.
F. To our own staff in connection with our Center's operations. Examples of this include, but are not limited to the
following: evaluating the effectiveness of our staff, supervising our staff, improving the quality of our services,
meeting accreditation standards, and in connection with licensing credentialing, or certification activities.
G. To anyone you give us written authorization to have your health information, for any reason you want. You may
revoke this authorization in writing anytime you would like. When you revoke an authorization, it will only effect
your health information from that point on.
H. To a family member, a person responsible for your care, or your personal representative in the event of an
emergency. If you are present in such a case, we will give you an opportunity to object. If you object, or are not
present, or are incapable of responding, we may use our professional judgment, in light of the nature of the
emergency, to go ahead and use or disclose your health information in your best interest at that time. In so doing,
we will only use or disclose the aspects of your health information that are necessary to respond to the
emergency.
We will not use your health information in any of our Center's marketing, development, public relations, or related activities without
your written authorization.
We may not use or disclose your health information in any ways other than those described in this notice unless you give us written
permission.
As a client of The Center, you have these important rights:
A. With limited exceptions, you can make a written request to inspect your health information that is maintained by us
for our use.
B. You can ask us for photocopies of the information in part "A" above.
C. We will charge you a reasonable fee per page for making these photocopies.
D. You have a right to a copy of this notice at no charge.
E. You can make a written request to have us communicate with you about your health information by alternative
means, al an alternative location. (An example would be if your primary language is not spoken at this Center, and
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we are treating a child of whom you have lawful custody.) Your written request must specify the alternative means
and location.
F. You may make a written request that we place other restrictions on the ways we use or disclose your health
information. We may deny any or all of your requested restrictions. If we agree to these restrictions, we will abide
by them in all situations except those which, in our professional judgment, constitute an emergency.
G. You may make a written request that we amend the information in part "A" above.
H. If we approve your written amendment, we will change our records accordingly. We will also notify anyone else
who may have received this information and anyone else of your choosing.
I. If we deny your amendment, you may place a written statement in our records disagreeing with our denial of your
request.
J. You may make a written request that we provide you with a list of those occasions where we or our business
associates disclosed your health information for purposes other than treatment, payment, or our Center's
operations. This can go back as far as six years.
K. If you request the accounting in "J" above more than once in a 12month period, we may charge you a fee based
on our actual costs of tabulating these disclosures.
L. If you believe we have violated any of your privacy rights, or you disagree with a decision we have made about any
of your rights in this notice, you may complain to us in writing to the following person:
Compliance Officer(s): CEO or Clinical Director
Telephone: 214.526.4525
Address:

Fax: 214.520.6468

The Center
4305 MacArthur Ave
Dallas, Texas 75209

M. You may also submit a written complaint to the United States Department of Health and Human Services. We will
provide you with that address upon written request.

The Center Policy/HIPAA Acknowledgement and Informed Consent Form  Testing/Assessment
The Center for Integrative Counseling and Psychology (The Center) helps people of all ages across communities be selfaware,
mindful and resilient to reach the potential of who they were created to be. We believe that, by developing awareness and gaining
new insights and skills, people can grow through their struggles to live the life they were meant to lead. We address the health of the
whole person: physically, mentally, emotionally and spiritually, honoring the role that spirituality and faith play in people's lives.
This consent form provides information about our assessment services and about your rights and responsibilities as a client. Please
be sure to discuss any questions with your clinician or his/her supervisor. Your signature at the bottom of the form indicates that
you understand the information and freely consent to participate in this assessment.

THE ASSESSMENT PROCESS:
Through the use of standardized psychological tests or screening devices, we attempt to assess questions related to diagnosis,
personality functioning, coping styles, intellectual ability, academic achievement and/or vocational interests. Throughout the
assessment, you have the right to inquire about the nature and purpose of all procedures administered to you. Once completed,
you will be informed of the results, interpretation and/or recommendations. A licensed psychologist, postdoctoral psychology
fellow, or a predoctoral psychology intern will conduct your assessment. You will be advised if the clinician administering the
assessment is doing so under supervision and you will be provided with the name and contact information of the supervisor.
The assessment process generally begins with a clinical interview followed by the administration of one or more psychological,
educational, intellectual, vocational, and/or screening measures. Although it is sometimes possible to complete the testing
procedures in one day, it is common for individuals to return for further sessions in order to complete the assessment battery. The
total lime of the evaluation may vary, but on average the testing procedures take 4 to 8 inperson hours to complete. The individual
may experience emotional distress because of the personal nature of some of the information solicited by the testing process. You
or the individual being tested may interrupt or discontinue this testing process at any lime. Please be aware that if the testing is
interrupted the clinician may be unable to give feedback or complete a written report.
Once the testing phase is finished, the data will be analyzed and a report written. In some instances, however, results will be
reported orally and not in writing. The general completion time for oral and written reports is 2 to 4 weeks. At this lime, a feedback
session will be scheduled to go over the results.

NOTICE OF PRIVACY POLICIES:
The attached privacy policy tells you how we make use of your health information at our Center, how we might disclose your health
information to others, and how you can get access to the same information.
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CONFIDENTIALITY:
Your relationship with The Center and the information contained in the assessment is confidential and will not be released to any
person or organization without your written permission. In situations where the assessment is being requested by a third party you
will have to sign a full release of information to that third party to release the report.
There are circumstances where state and/or federal law require that confidentiality be put aside and your information shared with
others without your consent. These are:
1. Allegations of abuse, neglect or sexual abuse.
Texas law requires all clinicians who have a cause to believe that a child has been, or may be, abused, neglected, or
sexually abused, to make a report of such with in 48 hours to the Texas Department of Family and Protective
Services, the Texas Youth Commission or to any local or state law enforcement agency. If the clinician has cause to
believe that an elderly or disabled person is in a state of abuse, neglect or exploitation, this must be immediately
reported to the Texas Department of Family and Protective Services.
2. Serious threat of danger to self or others.
If the clinician determines that there is a probability of imminent physical injury by you or your child(ren) to yourself
or others, or there is a probability of immediate mental or emotional injury to you, the clinician may disclose
relevant confidential mental health information to medical or law enforcement personnel.
3. Court order and/or subpoena.
Courtordered subpoena can require the release of records kept at the counseling Center or require a clinician to
give testimony at a court hearing.
4. Sexual exploitation or abuse.
Texas law requires a clinician to report client abuse or sexual exploitation by a previous therapist to the appropriate
county district attorney and licensing board. Client anonymity will be preserved if requested.
In the rare event that one or more of these circumstances arise, we will, if appropriate, attempt to discuss these
responsibilities with you before complying with our obligation under the law.

INSURANCE:
If you choose to use your insurance benefits, and the clinician is a PARTICIPATING PROVIDER (INNETWORK), you agree to assign
payment from your health plan to The Center and to update The Center with your current insurance information at all times. If there
is a change in your insurance, we ask that you notify us of the changes at least two days prior to your appointment. Failure to do
so may result in you being charged our standard rate per hour for your appointment. We will bill your insurance company if your
therapist is an innetwork provider. However, you are responsible for copayments, deductibles and payments for services not
covered by your health plan. If you have a deductible, you must pay each visit at the time of your appointment until the deductible
has been met. If you are seen after regular business hours or on Saturday, you may incur an additional charge.
Please be aware that if you plan to have the center file for reimbursement with a managed care or insurance company, the
managed care or insurance company may require information about the diagnosis and treatment records . Since this information will
become part of your insurance file, you may wish to contact your insurance carrier to learn about their requirements and ensure
that you are comfortable with the nature of the information that will need to be released in order to receive payment.
If you choose not to use your insurance benefits OR if you choose to use your insurance benefits, and the clinician is NOT A
PARTICIPATING PROVIDER (OUTOFNETWORK), you understand that you are responsible for obtaining prior
authorization/certification for treatment, and for submitting your claims for reimbursement from insurance. The Center will provide
you with a receipt with all of the applicable information so you may attempt to obtain reimbursement for services, however, you will
be responsible for the full fee at the time of service regardless of whether your insurance company reimburses you. Unfortunately,
as The Center is not a contracted entity with your insurance company, you will be responsible for all communication with and
attempts to obtain reimbursement from your insurance provider. If your insurance provider denies payment for any reason, you are
responsible for payment.
If you have concerns or problems with the testing experience, or have questions about the Center's policies, we hope that you will
talk directly with your clinician and his/ her supervisor. You may also talk to the Center's Clinical Director. The consumer complaint
hotline for most Texas licensed/ certified counseling professionals is 1.800.942.5540.

FEE AND PAYMENT POLICY:
Fees are discussed during the intake session unless already agreed upon. Fees are determined based on the complexity and number
of measures used and the time required by the clinician to provide an accurate evaluation or screening. Fees generally range
between $1500 and $3,500. In rare instances, the clinician may deem it necessary to request further testing beyond that agreed
upon at the beginning of the assessment process. At that time, you will have the right to accept or decline the additional
procedures.
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In some cases (including career testing) you are required to pay your fee in full prior to testing. For most other assessments, you
are required to pay 50% of your fee prior to testing and the remaining balance is due prior to the feedback session.
This enables us to remain fiscally sound, and therefore provide consistent quality service. Insurance issues can also be discussed
with your clinician or with our insurance coordinator. You are responsible for the balance due if your insurance does not pay for our
services. You are also responsible for the balance if the insurance holder is different from yourself. If you have difficulties with your
insurance company, you can file a complaint with the Texas Department of Insurance (800.252.3439 or www.tdi.statet.x.us).
Please initial here that you understand your financial responsibility:

LATE CANCELLATIONS AND MISSED APPOINTMENTS:
Sessions are generally scheduled for 60 minutes to 5 hours. Testing session durations vary. The appointment you schedule is
reservedhfor you. You will be billed for missed appointments and cancellations of less than 24 hours' notice. Cancellations received
with more than 24 hours' notice will result in no charges being assessed. However, those cancelling with less than 24 hours' notice
will be charged $250 to the credit card on file. Insurance companies, EAP providers, or other responsible thirdparties will not accept
claims for missed or unused appointments.
Please initial that you understand The Center's late cancellation and missed appointment policy:

OPTIONAL CONSENT FOR AUDIO RECORDING:
Some testing measures allow the clinician to audio record your responses in order to be reviewed again at the time the assessment
is interpreted.
Please initial here if you give permission for this audio recording:

CONTACT INFORMATION:
To leave a message for your counselor you may go directly to the voicemail system by dialing 214.526.45 25, then follow the
directions for his/her extension. These calls will be returned during normal business hours. For scheduling or billing questions, call
Client Services at The Center's main number, 214.526.4525. In the event of of non life threatening crisis after regular business
hours, call the National Suicide Prevention Hotline at 8002738255 or text HOME to 741741.
In case of an emergency, go to the nearest emergency room or call 911.

AGREEMENT:
To provide the best possible care, your clinician's work is open to the scrutiny of professional supervision and peer review. The
Center follows state and federal laws regarding the electronic transmission of records.
I have read and understand my rights and obligations as an assessment client as well as the limits of confidentiality of
The Center. I consent to the assessment for my child, my adolescent, legal ward, or myself and agree to make at least
partial payment prior to the beginning of the testing process.
Parent/Guardian Printed Name:
Parent/Guardian Signature:

Date:

I have legal authority to sign this on behalf of

Relationship:

Client Consent  Internet or Telephone Counseling
I hereby consent to engaging in internet and/or telephone counseling with The Center for Integrative Counseling and Psychology. I
understand that these modes of service include the practice of mental health care delivery, diagnosis, consultation, treatment,
transfer of health care data, and I understand that internet and/or telephone counseling also may involve the communication of my
mental health/health information, both orally and visually. I understand that encrypted phone lines are likely not used and therefore
confidentiality cannot be guaranteed if sessions are conducted in areas with unsecure internet access (public WIFI). In addition, it is
recommended that phone sessions occur in areas where you can assure privacy and not while running errands or in public areas.
The clinician cannot assure confidentiality of information on the clients end (use of public WIFI, unsecure networks, speaking in public
areas, etc.). In consenting to telecounseling I am agreeing to HIPAA compliant confidentiality and I will not capture any photos,
video, or audio recordings of sessions.
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I understand that I have the following rights with respect to internet and/or telephone counseling:
1. I have the right to withhold or withdraw consent at any time without affecting my right to future care or treatment
or risking the loss or withdrawal of any program benefits to which I would otherwise be entitled.
2. The laws that protect the confidentiality of my health care information also apply to internet and/or telephone
counseling . As such, I understand that the information disclosed by me during the course of my treatment is
generally confidential. However, there are both mandatory and permissive exceptions to confidentiality, including,
but not limited to reporting child, elder, and dependent adult abuse; expressed threats of violence towards an
ascertainable victim; and where I make my mental or emotional state an issue in a legal proceeding.
I also understand that the dissemination of any personally identifiable images or information from the internet
and/or telephone counseling interaction to researchers or other entities shall not occur without my written consent.
3. I understand that there are risks and consequences from internet and/or telephone counseling, including, but not
limited to, the possibility, despite reasonable efforts on the part of my psychotherapist, that: the transmission of
my medical information could be disrupted or distorted by technical failures; the transmission of my health care
information could be interrupted by unauthorized persons; and/or the electronic storage of my health care
information could be accessed by unauthorized persons.
In addition, I understand that internet and/or telephone counselingbased services and care may or may not be as
complete as facetoface services. I also understand that if my psychotherapist believes I would be better served
by another form of psychotherapeutic services (e.g. facetoface services) I will be referred to a psychotherapist
who can provide such services in my area. Finally, I understand that there are potential risks and benefits
associated with any form of psychotherapy, and that despite my efforts and the efforts of my psychotherapist, my
condition may not improve, and in some cases may even get worse.
4. I understand that I may benefit from internet and/or telephone counseling, but that results cannot be guaranteed or
assured.
My signature below indicates that I understand the type and scope of information being disclosed as well as the risks associated with
internet and telephone counseling, I have been offered the opportunity to ask questions regarding the use of this information, and I
consent to internet and telephone counseling.
Parent/Guardian Printed Name:
Parent/Guardian Signature:

Date:
Relationship

I have legal authority to sign this on behalf of

Minor Assessment Intake Questionnaire
Please take a few moments to complete this questionnaire. Feel free to write on the back of the page or on another sheet if you
need more room.
Child's Full Name:

Date of Birth:

BACKGROUND
What brought you here for testing? How long have you been dealing with this challenge?

Under what conditions do the problems usually get worse? Get better?

What do you hope to gain from psychological testing? How do you hope to use the information?
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FAMILY HISTORY
Parent (1) Highest Education Completed:
Occupation:
Place of Employment & status:
Relationship status:

Parent (2) Highest Education Completed:
Occupation:
Place of Employment & status:
Relationship status:
Please list family members who live in the home and their ages.

Please include stepparents, stepsiblings, grandparents, etc.

Has there been a divorce in the family? If so, when? What are the custody arrangements?

What is the ethnic/cultural background of your child?
What languages are currently or have ever been spoken in the
home?
What, if any, religion(s) are followed by the family?

DEVELOPMENTAL
HISTORY

No birth/developmental history known.

Child's birth weight:

Mother's age at birth:

Was the pregnancy planned?

Yes

No

Was the child adopted?

Yes

No

Yes

Did mother receive prenatal care?
Pregnancy course?

Normal
Other:

Delivery /Labor?

Normal
Other:

Condition at birth?

If yes, age at adoption:

Normal
ICU
Other:

No

Physical injury

Hypertension

Diabetes

Smoking

Alcohol

Drugs

Please explain

Induced labor

Csection

Breech

Prolonged labor (>12 hrs)

Please explain

Lack of oxygen

Breathing problems

Birth injuries/defects

Jaundice

Please explain

Page 8 / 16

Problems feeding?

Yes

No

If yes, age:

Problems eating?

Yes

No

If yes, explain:

Problems sleeping?

Yes

No

If yes, explain:

Duration:

Have there been any physical or emotional separations (i.e. death, hospitalizations, divorce) between child and significant family
members?

Yes

No

If yes, explain:

Yes

Is there any history that could be considered abusive?

Physical

If yes, please check all that apply:

Sexual

No
Emotional

Neglect

Domestic Violence

MILESTONES
Please check the correct time range.

03
months

36
months

+

03
months

36
months

+

36
months

7  12
months

+

36
months

69
months

+

6  12
months

13  18
months

+

Walked Without Assistance

under 1
year

12  24
months

23
years

Spoke First Word

9
13months

14  18
months

19  24 months

Said Sentences

14  18
months

19  24
months

25  36 months

Fed Self

9  12
months

12  18
months

2  3 years

Helped Dress Self

12  18
months

18  24
months

2  3 years

PottyTrained

<18
months

18  30
months

30 months +

Turned Over
First Smile
Sat Up Without Support
Pulled Up
Crawled

Has your child been diagnosed with a developmental disability or delay?

6 months
6 months
12 months
9 months
18 months

Yes

No

If yes, explain:
Is your child

Righthanded

Lefthanded

Does your child wear glasses or contacts?

Yes

No

MEDICAL HISTORY
From whom or where do you receive medical care? Please include psychiatrists.
Physician/Clinic Name:

Phone:

Physician/Clinic Name:

Phone:

Physician/Clinic Name:

Phone:
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Yes

Is your child taking any medications?

No

If so, please list name and dosage.

Nam
e:

Dosage:

Reason:

Nam
e:

Dosage:

Reason:

Nam
e:

Dosage:

Reason:

Nam
e:

Dosage:

Reason:

Yes

Does your child have allergies?

No

If yes, please explain any necessary precautions:

Has your child had any major illness, injuries or operations?

Has your child had any of the following services? Please check all that apply and indicate the time period when services were
rendered:

Speech Therapy

From

to

Occupational Therapy

From

to

Physical Therapy

From

to

ABA Therapy

From

to

PPCD

From

to

ECI

From

to

504 Accommodations

From

to

Special Education

From

to

SCHOOL INFORMATION
School:

Phone:

Teacher:

Grade:

Does your child attend childcare or after school care?

Year Enrolled:

Yes

No

If yes, please provide name and contact information:

Has your child ever been:

Tutored

Diagnosed with a learning disability

Caught cutting class

Enrolled in special classes

Suspended

Failed out of a grade

In a gifted and talented program

Expelled

Asked to repeat a grade

Has your child's school ever described him or her as:

Hyperactive

Someone who gets along well with
peers

Above average in IQ
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Bored

Someone who gets along well with
adults

A procrastinator

Someone with few friends

Below average in IQ
Struggling with behavioral issues

Please list any extracurricular activities in which your child participates.

Did/does your child have difficulty learning:

Phonics?

Multiplication tables?

Other skills? (please describe):

How would you describe your child's ability to plan and organize activities? Think of whether and how your child uses a homework
planner, studies for tests, initiates activities, finishes tasks once started, etc.

Grades from most recent report card:
Language:
Math:
Reading:
Science:
Social Studies:
Spelling:

With ease?

Is your child able to complete current school work:
Does school work cause pressure at home?

Yes

With difficulty?

No

How long does your child spend on homework each night (on average)?
How do you think this compares to other children of the same age/grade?

My child takes more time
Does your child like school?

Yes

My child takes less time

About the same

No

Has your child's teacher identified a specific problem or difficulty?
Please list any informal interventions or modifications that are currently provided at home or at school to assist your child. Examples
include extra help with classwork or homework, tutoring, special seating, etc.

Please list any additional school concerns that you have. You may also use this space to provide more detail about the above
concerns.

SUBSTANCE ABUSE HISTORY
Hos your child ever used any of the following legal or illegal drugs? Check all that apply.
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Alcohol:

Age at first
use:

Use now?

Yes

No

How often?

Marijuana:

Age at first
use:

Use now?

Yes

No

How often?

Inhalants:

Age at first
use:

Use now?

Yes

No

How often?

Cocaine/Crock
:

Age at first
use:

Use now?

Yes

No

How often?

Amphetamines
:

Age at first
use:

Use now?

Yes

No

How often?

Hallucinogens:

Age at first
use:

Use now?

Yes

No

How often?

Prescriptions:

Age at first
use:

Use now?

Yes

No

How often?

Other:

Age at first
use:

Use now?

Yes

No

How often?

Hove any of the above drugs ever been a problem for your child, or hos he/she ever tried to stop
using?

Yes

No

Yes

No

If yes, which ones?

Hos your child ever participated in a drug or alcohol rehabilitation program?
If yes, which ones?

Yes

Hos anyone in your family ever had a drug or alcohol problem?

No

If yes, explain?

MENTAL HEALTH HISTORY
Hove your child been in psychotherapy before?

Yes

No

If so, please list the therapist's name, contact information and a description of the issues that were addressed in therapy.

Did you find therapy helpful?

Yes

No

If no, please explain:

Has your child had previous psychological or school testing?

Yes

No

If yes, please list the clinician's name, contact information, a description of the testing and when it was completed.

Please list any special problems that may cause stress for your child:
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Please check the boxes that best describe your child:

Impulsive

Timid /
Shy

Stubborn

Outgoing

Outgoing

Intelligent

Happy

Sad

Angry

Fearful

Easy
Going

Loving

Perfectionist

Fun

Driven

Well
Coordinated
Eager To
Please
Withdrawn

Clumsy

Aggressive

Kind

Mean

Irritable

Odd

Slow
Have you or any family member struggled with any of the following problems?
Child

Parent 1

Parent 2

Sibling

Other

Depression, Sadness
Anxiety/Excessive
Worries
Panic Attacks
Obsessions and/or
Compulsions
Suicidal Thoughts
Attempted Suicide
Learning Disabilities
Attention
Deficit/Hyperactivity
Anger Problems
Assertiveness Problems
Oppositional/Defiant
Behavior
Bizarre or Paranoid
Thoughts
Socially Withdrawn
Nervous Breakdown
Heavy Alcohol Use
Drug Use/Abuse
Smoking/Tobacco Use
Eating Disorder
Physical or Sexual Abuse
Trouble with The Law
SelfInjury
Other:

Please explain
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Other:

Please explain

Has any family member been diagnosed with a psychiatric illness or received any type of psychological treatment?

Yes

No

If yes, please explain:

What would you say are your child's strengths?

What would you say are your child's strengths?

How is your child currently coping?

What do you see as your child's resources for coping?

Is there anything else you would like to make sure your clinician knows?

BEHAVIORS OF CONCERN
Please check according to how often the following behaviors occur.
1. Loses temper easily

Never

Rarely

Sometimes

Frequently

2. Argues with adults

Never

Rarely

Sometimes

Frequently

3. Refuses adults' requests

Never

Rarely

Sometimes

Frequently

4. Deliberately annoys people

Never

Rarely

Sometimes

Frequently

5. Blames others for own mistakes

Never

Rarely

Sometimes

Frequently

6. Easily annoyed by others

Never

Rarely

Sometimes

Frequently

7. Angry/resentful

Never

Rarely

Sometimes

Frequently

8. Spiteful/vindictive

Never

Rarely

Sometimes

Frequently

9. Defiant

Never

Rarely

Sometimes

Frequently

10. Bullies/teases others

Never

Rarely

Sometimes

Frequently

11. Initiates fights

Never

Rarely

Sometimes

Frequently

12. Physically cruel to people

Never

Rarely

Sometimes

Frequently

13. Physically cruel to animals

Never

Rarely

Sometimes

Frequently

14. Stealing

Never

Rarely

Sometimes

Frequently

15. Unable to stop repetitive activity

Never

Rarely

Sometimes

Frequently
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16. Difficulty learning

Never

Rarely

Sometimes

Frequently

17. Burglary

Never

Rarely

Sometimes

Frequently

18. "Cons" other people

Never

Rarely

Sometimes

Frequently

19. Runs away from home

Never

Rarely

Sometimes

Frequently

20. Truant at school

Never

Rarely

Sometimes

Frequently

21 . Doesn't pay attention to details

Never

Rarely

Sometimes

Frequently

22. Feelings easily

Never

Rarely

Sometimes

Frequently

23. Does not listen when spoken to

Never

Rarely

Sometimes

Frequently

24. Doesn't finish chores/schoolwork

Never

Rarely

Sometimes

Frequently

25. Difficulty organizing tasks

Never

Rarely

Sometimes

Frequently

26. Easily distracted

Never

Rarely

Sometimes

Frequently

27. Forgetful in daily activities

Never

Rarely

Sometimes

Frequently

28. Fidgety/squirmy

Never

Rarely

Sometimes

Frequently

29. Difficulty remaining seated

Never

Rarely

Sometimes

Frequently

30. Runs/climbs around excessively

Never

Rarely

Sometimes

Frequently

31. Difficulty playing quietly

Never

Rarely

Sometimes

Frequently

32. Hyperactivity

Never

Rarely

Sometimes

Frequently

33. Difficulty awaiting turns

Never

Rarely

Sometimes

Frequently

34. Interrupts others

Never

Rarely

Sometimes

Frequently

35. Problems pronouncing words

Never

Rarely

Sometimes

Frequently

36. Poor grades in school

Never

Rarely

Sometimes

Frequently

37. Drug/alcohol use

Never

Rarely

Sometimes

Frequently

38. Depression

Never

Rarely

Sometimes

Frequently

39. Shy/avoidant/withdrawn

Never

Rarely

Sometimes

Frequently

40. Headaches

Never

Rarely

Sometimes

Frequently

41. Stomachaches

Never

Rarely

Sometimes

Frequently

42. Excessive worrying

Never

Rarely

Sometimes

Frequently

43. Excessive mood shifts

Never

Rarely

Sometimes

Frequently

43. Excessive mood shifts

Never

Rarely

Sometimes

Frequently

44. Sucks/chews (thumb, clothing, etc.)

Never

Rarely

Sometimes

Frequently

45. Restricts eating/binges/purges

Never

Rarely

Sometimes

Frequently

46. Difficulty making or keeping friends

Never

Rarely

Sometimes

Frequently

47. Cries easily or often

Never

Rarely

Sometimes

Frequently

48. Childish or immature

Never

Rarely

Sometimes

Frequently

49. Lets self be pushed around

Never

Rarely

Sometimes

Frequently

50. Easily frustrated

Never

Rarely

Sometimes

Frequently

51. Problems with sleep

Never

Rarely

Sometimes

Frequently

52. Difficulty getting along with siblings

Never

Rarely

Sometimes

Frequently

53. Tells lies or stories that are not true

Never

Rarely

Sometimes

Frequently
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54. Other aches and pains

Never

Rarely

Sometimes

Frequently

55. Basically unhappy

Never

Rarely

Sometimes

Frequently
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