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Be The Change

Health And Wellness
Conscious Healing




Be the Change Health and Wellness
Child & Adolescent Intake

Childs Name:__________________________________________

Date:___________________________________________________

Therapist:______________________________________________

Date of Birth:_______________

Age:______

Sex:______

Reason For Seeking Treatment:________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current Living Situation:

____ Both Biological Parents

   ____Adoptive Parents

____Biological Mother


   ____ Shared Placement

____ Biological Father


   ____ Foster Parents

____ Biological Mother and Stepfather    ____Group Home________________

____Biological Father and Stepmother    ____Other_____________________________

Other Children in the Home:

Name


Age

Relation
Grade

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Parent Information
Highest level of education completed


Mother____________

Father____________

Current employment:


Mother________________________________________


Father________________________________________

Hours of parent at home:


Mother:________________________________________


Father:_________________________________________

Has or is either parent ever received mental health or substance abuse care? If yes, please describe:_______________________________________________________________

______________________________________________________________________________

Do any of your other children have emotional or behavioral problems of concern? If so, please describe:____________________________________________________________

______________________________________________________________________________________________________________________________________________________________

Child Medical and Developmental History

Were there complications during pregnancy? ___Yes
_____ No

If yes, please describe:__________________________________________________________

Childs Name:__________________________________________
Date:___________

Therapist:______________________________________________

Complications during delivery? _____Yes
_____No

If yes, please describe:_______________________________________________________

At what age did the child first:


Sit alone___________

Crawl ___________
Walk ___________


Talk in Sentences___________
Sleep through the night________________

Does the child have any health problems?
________ Yes
_______ No

If yes, please describe:________________________________________________________

_____________________________________________________________________________

Is the child currently on any medication?
______Yes
_____No

If yes:
Medication and dose:___________________________________________________


Purpose of Prescription: ________________________________________________


How long has the child been on it?_______________________________________


Prescribing MD? _______________________________________________________


Effect on behavior? _____________________________________________________

Any past medication: 



______Yes
_____No

___________________________________________________________

_______________________________________________________________________________

Any hospitalizations ?



______Yes
_____No

Please explain:________________________________________________________________

_______________________________________________________________________________

Any ER episodes? 



______Yes
_____No

Please explain:_________________________________________________________________

Any Significant illnesses?


______Yes
_____No

Please Describe:________________________________________________________________

Any medical conditions that run in the family (eg, thyroid, heart, diabetes)?_________

_______________________________________________________________________________

Are there any psychiatric problems in the family such as ADHD, depression, etc?

______Yes
_____No

             If yes please describe:___________________________________________________________


_______________________________________________________________________________

Is there a family history of alcohol or other drug problems?
______Yes
_____No

If yes, please describe:_________________________________________________________________

______________________________________________________________________________________

Has your child ever used alcohol or other drugs?         _____ Yes          ______ No

____________________________________________________________________________________________________________________________________________________________________________

Childs Name:__________________________________________
Date:___________

Therapist:______________________________________________

Child Behavioral/ Emotional Assessment

Has the child received mental health services before?
______Yes
_____No

If yes, please describe:_________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________
What time does your child typically awaken?____________
Go to bed?______________

Has your child experienced any traumatic events (physical, emotional, sexual abuse, serious accidents, death of close relation, divorce)
______Yes
_____No

If yes, please describe:_________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________

Has anyone in the family had problems similar to the child?
______Yes
_____No

If yes, please describe:_________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________

How is the child’s relationship with :


Mother: _______________________________________________________________________


Father : _______________________________________________________________________


Siblings: ______________________________________________________________________


Peers: ________________________________________________________________________

Educational History

Current School: _________________________________

Grade: ____________

Teacher reports of academic progress: _________________________________________________

Any special education classes? ________________________________________________________

Any school behavioral problems? ______________________________________________________

Behavioral Management

Who ordinarily disciplines the child? __________________________________________________

How is the child disciplined?__________________________________________________________

How often is the child disciplined? _____________________________________________________

Which form of discipline is most effective? ______________________________________________

What discipline approaches have not worked? ___________________________________________

Do parents agree on reasons for and types of discipline? __________________________________

Childs Name:__________________________________________
Date:___________

Therapist:______________________________________________

Current Concerns

What are your top three concerns at this time? __________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are three things your child does well? _____________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is there anything else you would like us to know about your child and/ or family?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please also take a moment to fill out the below questions. 
Adverse Childhood Experience (ACE) Questionnaire

While you were growing up, during your first 18 years of life:

1. Did a parent or other adult in the household often…

Swear at you, insult you, put you down, or humiliate you or act in a way that made you           afraid that you might be physically hurt?

If yes enter 1__________

2. Did a parent or other adult in the household often…

Push, grab, slap, or throw something at you or hit you so hard that you had marks or were injured?

If yes enter 1__________

3. Did an adult or person at least 5 years older than you ever…

Touch or fondle you or have you touch their body in a sexual way or try to or actually have oral, anal, or vaginal sex with you?

If yes enter 1__________

4. Did you often feel that no one in your family loved you or thought you were important or 

    special or your family didn’t look out for each other, feel close to each other, or support   

    each other?

    If yes enter 1__________

5. Did you often feel that you didn’t have enough to eat, had to wear dirty clothes, and had no     

    one to protect you or your parents were too drunk or high to take care of you or take you to   

    the doctor if you needed it?

    If yes enter 1__________

6. Were your parents ever separated or divorced?

    If yes enter 1__________

7. Was your mother or stepmother often pushed, grabbed, slapped, or had something thrown

    at her or sometimes or often kicked, bitten, hit with a fist, or hit with something hard or 

    ever repeatedly hit over at least a few minutes or threatened with a gun or knife?

    If yes enter 1__________

8. Did you live with anyone who was a problem drinker or alcoholic or who used street drugs?

    If yes enter 1__________

9. Was a household member depressed or mentally ill or did a household member attempt 

    suicide?

    If yes enter 1__________

10. Did a household member go to prison?

      If yes enter 1__________

Now add up the “yes” answers: __________ This is your ACE score.
Thank you 

