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Child/Adolescent Personal Information:

[bookmark: Check1][bookmark: Check2]Name: First______________________ M.I. ______ Last ______________________ Sex: |_| M |_| F
Address:________________________________/________________________/_________/_______ 
               		 Street                                                 City                                    State        Zip code
Phone: Home:____________________ Work:____________________ Cell:______________________ 
Date of Birth: _________ Social Security # ________ - ________ - _______Email:__________________
Responsible Party:

Name: First______________________ M.I. ______ Last ______________________ Sex: |_| M |_| F
Phone: Home _______________ Work ___________________ Cell ____________________________
Address:________________________________/_____________________/_________/_______ 
                     Street                                                 City                                    State               Zip code
Social Security # ________ - ________ - _______Relationship to Child/Adolescent:_________________
Insurance Information

[bookmark: Check10][bookmark: Check11][bookmark: Check12][bookmark: Check13][bookmark: Check14]Is child’s/teen’s condition related to: |_| Employment? 	   |_| Auto Accident?  State __________      |_| Other Accident Will treatment be covered by an EAP Program? |_| No  |_|Yes: EAP/Contact Person:____________________________
[bookmark: Check19][bookmark: Check20]Is child/adolescent under an employer's health plan? |_|No   |_| Yes: Employer's Name _________________________ 
Policy Holder: (if policy holder is the “Responsible Party” listed above, check here |_| and skip to **)
Name: First___________________ M.I. _____ Last _______________________ Sex: |_| Male |_| Female  
Phone: Home _______________ Work ___________________ Cell __________________________
Address:________________________________/________________________/_________/_______ 
                        Street                                                 City                                        State             Zip code
Insured date of birth ______________________________SS# of insured: _____-_____-_____
[bookmark: Check15][bookmark: Check17]Relationship to client: |_| Parent |_| Other


**If Child/Adolescent is covered under another Health Benefit Plan, please fill out another cover sheet and write "Secondary Insurer" on the top of the form.


Authorized Person's Signature: I authorize the release of any medical or other information necessary to process this claim. I also request payment of government benefits either to myself or to the party below:

Signed ______________________________________________________  Date: __________________


Insured or Authorized Person's Signature: I authorize payment of medical benefits to the Counseling and Wellness Center for services:

Signed ______________________________________________________  Date: _________________
[image: cwc logo brown letters][image: oh logo]             [bookmark: _GoBack]Child/Adolescent Psychiatric Intake
225 Main Street
Belpre, OH
O 740.422.7300 | F 844.318.0944






936 Market Street
Parkersburg, WV 26101
O 304.422.7300 | F 304.428.3719
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General Information

Name _____________________________________  Date of Birth_____________  Age  _________
Place of Birth________________________________  Religion_______________________________ 
School ____________________________________   Present grade __________________________
Referred by ________________________________   When _________________________________ 

Medical Information & History
Physician ___________________________________ Last Physical Exam ______________________
Medications & Dosage________________________________________________________________ ________________________________________________________________________________
Allergies __________________________________________________________________________
Were there any pregnancy complications? ________________________________________________ Birth difficulties and/or injuries?________________________________________________________
Length of pregnancy______________________ Discoloration? __________________
Birth Weight ____________________________ Lack of oxygen? _______________________
Condition of newborn______________________ Other________________________________
What aches, pains or physical discomfort does this child/teen have?_______________________________

Have there been any major medical problems in the past? (For example, serious illnesses, hospitalization, operations, prolonged treatment, limited activity, etc.). 
Problem	  		Where treated/hospitalized    How long?	  Physician         Results
______________	  ___________________________   _______	__________	________________
______________	  ___________________________   _______	__________	________________
______________	  ___________________________   _______	__________	________________
Have you ever sought psychiatric, drug, alcohol or neurologic help for your child/teen? Is so, when and where?___________________________________________________________________________
________________________________________________________________________________
Have other medications been used to help with your child’s/teen’s behavior? If so, which one(s)?________
________________________________________________________________________________

Family Information
Father: Name _________________________________________ Date of Birth __________________
Occupation ___________________ Place of Birth ____________________ Religion ________________
Highest grade completed_____________________Degree_____________________

Mother: Name _________________________________________ Date of Birth __________________
Occupation ___________________ Place of Birth ____________________ Religion ________________
Highest grade completed_____________________Degree_____________________
[bookmark: Check353][bookmark: Check191]Parents:  |_| Married     How long? ______________
· Are there problems in your marriage? __________________________________
                |_|  Divorced    When? ___________   |_| Separated    How long? ________________________
· How often does the child see his/her father?______________________________ 
· How often does the child see his/her mother? ____________________________
***Who do court papers indicate has decision making authority in healthcare matters? (these papers must be provided)    |_|Father       |_|Mother      |_|Joint 
Who all lives in the home? ______________________________________________
Siblings	         		Date of Birth	     M/F        Still at home?     Grade/Occupation
___________________	________	_________	_______        _______________________
___________________	________	_________	_______        _______________________
___________________	________	_________	_______        _______________________
___________________	________	_________	_______        _______________________
___________________	________	_________	_______        _______________________

Child’s/teen’s personal losses by death or separation __________________________________________
Have there been any deaths in the immediate family? If so, when and where and what was the cause? ________________________________________________________________________________________________________________________________________________________________
Have there been any prolonged separations of the child/teen from the family or either parent? ________________________________________________________________________________________________________________________________________________________________
Have there been any serious medical or psychiatric problems in other members of the family?__________
________________________________________________________________________________________________________________________________________________________________Have you ever sought psychiatric help for anyone else in the family? If so, when and where?___________ ________________________________________________________________________________________________________________________________________________________________Have you ever gone to a social agency (e.g. community agency, court, Dept. of Health and Human Resources)? ________________________________________________________________________________________________________________________________________________________________
Do you attend religious services?________ How important is Faith to you? _________________________
Is there anything else you’d like the doctor to know about your family situation? ________________________________________________________________________________________________________________________________________________________________

Developmental History

Early feeding (bottle or breast? Fussy eater? Vomiting? Over or under eating?  ___________________
________________________________________________________________________________________________________________________________________________________________At what age did your child start:
Talking:  _________ one word   _________two words _________ sentences______
Crawling: _________	Walking: ___________   Toilet training: ____________
Did you ever seek help from a:
	         			When?	     		For how long?
Speech Therapist	   _______________	___________________________________________
Occupational Therapist _______________		___________________________________________
Physical Therapist        _______________        	___________________________________________	

Has Psychological testing ever been done?_______When?______________________________________
By whom?______________________________________________________________________

School Information

Is your child/teen in special classes (have an IEP? a 504 Plan?)__________________________________
Has your child/teen repeated any grades?__________________________________________________
Current grades on report card:_____________________________________ Last year’s GPA: ________
School guidance counselor: ______________________________________________________________
Circle any subject presenting difficulty to your child/teen:
	Reading		Spelling		Writing

	Language		Arithmetic		Other:_____________________






Behavior

What interests your child/teen?____________________________________________________________
________________________________________________________________________________________________________________________________________________________________
 What problems does your child/teen have at home? __________________________________________ 
________________________________________________________________________________________________________________________________________________________________What problems does your child/teen have at school? __________________________________________ 
________________________________________________________________________________________________________________________________________________________________
Does your child/teen have difficulty relating to family?________________________________________ ________________________________________________________________________________________________________________________________________________________________
Does your child/teen have difficulty relating to his/her peer group? ______________________________
________________________________________________________________________________________________________________________________________________________________How does this child/teen compare with your other children?_____________________________________
________________________________________________________________________________________________________________________________________________________________
Please circle any words that apply to your child/teen:
[bookmark: Check164]  
	Shy
	Lacks self-confidence
	Been in trouble with juvenile authorities

	Over-sensitive
	Does not show feelings
	Gets along poorly w/brothers & sisters

	Disobeys mother
	Cries easily
	Complains about going to school

	Disobeys father
	Is irritable
	Shows immature behavior

	Sucks thumb
	Over-dependency
	Has morbid preoccupations (death, etc.)

	Demands attention
	Feels unhappy
	Is cruel to animals or pets

	Fears and phobias
	Is fearful
	Takes things that are not his/hers

	Truancy
	Is stubborn
	Has suicidal thoughts or behavior

	Soils himself/herself
	Is nervous and jumpy
	Has bizarre or unusual behavior

	Bedwetting
	Is bossy
	Has sleeping difficulties

	Temper tantrums
	Is destructive
	Is messy

	Misbehaves at home
	Is overactive
	Is concerned about neatness

	Misbehaves at school
	Jealousy resentment
	Cruelty

	Refuses to share
	Has guilt feelings
	Is easily frustrated

	Nightmares
	Headaches
	Is overly suspicious

	Nail biting
	Eating problems
	Is afraid to defend himself

	Doesn’t tell the truth
	Sex problems
	Shows unusual interest in fires

	Has an allowance
	Has a curfew
	Has responsibilities at the house

	
	
	


Were any of the following difficulties in childhood? If so, tell us something about it:

Attention span ________________________________________________________________________
Distractibility _________________________________________________________________________
Impulse control _______________________________________________________________________
Need for routine _______________________________________________________________________
Ritualistic ____________________________________________________________________________
Compulsive ___________________________________________________________________________
Checking, cleaning, counting _____________________________________________________________
Expression of anger ____________________________________________________________________
Mood ________________________________________________________________________________
Self-abusive behavior ___________________________________________________________________
Oppositional behavior ___________________________________________________________________
Running away _________________________________________________________________________
Drug and alcohol use ___________________________________________________________________
Sexual activity/birth control ______________________________________________________________
Relationship with:	Father ______________________________________________________________
			Mother______________________________________________________________
			Siblings_____________________________________________________________
			Friends______________________________________________________________
			Boy/Girlfriends________________________________________________________
School suspensions/detentions____________________________________________________________
Legal problems________________________________________________________________________________


What problems led you to seek help for your son or daughter at this time? Tell us whatever you think might help us to understand your child and the problem, and how it got to be that way. 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________


SIGNATURE OF PARENT_____________________________DATE_______________
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