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Child’s Name:                ______________________	  Race/Ethnicity:                     _______________
Gender:  		      ______________________	  Chronological Age:               _______________
Date of Birth:                  ______________________            Grade Level:                           _______________
Name of School:              ______________________	  Date of Evaluation                _______________

Height: _____Weight: ______Color of Eyes: ______ Color of Hair: _______ B/P _______ Temp._______  

Person and Relationship, Completing this form: ________________________________________________

Confidentiality and Limitations
Thank you very much for taking the time to fill out this form.  Please fill out this form as completely as possible. Getting the full history about you is very important in this evaluation and counseling processes.  The information provided in this form and the report is confidential, and will be in the secured file cabinet. This information can only be released to others with your written permission. However, there are certain limitations to this rule, as permitted by the law. Any suicidal thoughts, serious harm or threatens to self or others, must be reported as dictated by the law to help safeguard the person involved. 

Reasons for referral: Please tell us why are you seeking for help, and who has referred you to CC&TES. Please explain your primary concerns for referring this child/adult (concerns, difficulties, questions, previous diagnosis). Is there anything that makes the problems or concerns worse? What helps alleviate the problems or concerns? 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Who referred you? Please provide name, address, and telephone number: ____________________________________________________________________________________________________________________________________________________________________________________

Behavior Related to Reason For Referral
Are you worried that your child may hurt herself/himself or others?    No	Yes  
If yes, explain.  _________________________________________________________________
______________________________________________________________________________

Have there been any changes in the child’s:
	Personality			Habits				Attention
	Mood				Level of tenseness		Concentration
	Attitude toward others		Irritability			Memory
	Dress				Activity			Speech

Explain _______________________________________________________________________

Has this child ever had psychological counseling and/or exam?   No	Yes
	If yes, psychiatrist or psychologist’s name _______________________________
	Address __________________________________________________________
	Telephone _______________________________
	Type of counseling __________________________________________________
	__________________________________________________________________
	__________________________________________________________________
	When? ___________________________________________________________

Has this child ever had a neurological exam?   No 	  Yes
	If yes, Neurologist’s name ____________________________________________________________
	Address ___________________________________________________________________________
	Telephone _________________________________________________________________________
	Date of exam _______________________________________________________________________
	Reason for exam _____________________________________________________________________
_________________________________________________________________________________________

Background Information: 

Name of Parents/Guardian: _____________________________Tel. No. _______________________________
Occupations: __________________________________  Email address:  _______________________________
Address:__________________________________________________________________________________
What are the languages spoken at home? ________________________________________________________
Who else lives in the home? __________________________________________________________________
What activities do the family engaged with? ______________________________________________________
__________________________________________________________________________________________
For Parents: What do you enjoy the most about your child? __________________________________________
__________________________________________________________________________________________
What do you find most difficult about raising your child? ___________________________________________
__________________________________________________________________________________________

What would you like your child to be when he/she grows up? ________________________________________
__________________________________________________________________________________________
What level of education do you hope your child will complete (Technical or Vocational, College, Law, Medical, Other?____________________________________________________________________________________
Who is mainly in charge of discipline in the home? ________________________________________________
Describe discipline techniques _________________________________________________________________
Any history of parental separations, divorces, or death? ________________________, if so, when? __________ Please describe the circumstances ______________________________________________________________
__________________________________________________________________________________________
If parents are separated or divorce, who has custody of the child? _____________________________________
What are the child custody arrangements?________________________________________________________
Who is in charge of making decisions for educational, health, and other related issues? ____________________
 Please list all brothers, sisters, and any other family members living in the home_________________________
__________________________________________________________________________________________
How does you or your children/family members get along with each other?_____________________________________________________________________________________
__________________________________________________________________________________________
Please list all the family activities you and/or your child engaged: _____________________________________
____________________________________________________________________________________________________________________________________________________________________________________

Birth

At this child’s birth, what was the mother’s age? _________      Father’s age? _________
Was this child born in a hospital? 	Yes 	No     If so, Where? _____________________________________
Was the baby:		
_____ Premature:		How premature? _____________
			_____ Late:			How late? __________________
			_____ Full Term
			_____ Don’t know
Length of labor: ___________ Hours
Birth weight	_____lbs. ______oz.
Apgar score  at birth  _________	at 5 min. _________	   at 10 min. ____________
Child’s condition at birth  ___________________________________________
Mother’s condition at birth __________________________________________

Check any of the following complications that occurred during birth
Breech birth	     Labor induced		Vacuum 	Cesarean delivery
     Forceps – Position of forceps ___________________
    Other complications during delivery: Describe _________________________________
_______________________________________________________________________

      Neonatal care: Explain __________________________________________________
     ____________________________________________________________________
    Incubator:  How long? __________________________
     Jaundiced:  Bilirubin Count (Circle One) Very High,    High,    Just Above Normal
Bilirubin lights?     Yes	No		How long _____________
       Breathing problems right after birth:  Describe ________________________________
Supplemental oxygen?     Yes      No             How long   ____________
       Child had illnesses and/or Diseases; Describe ________________________________
       Anesthesia used during delivery?    Yes     No      What kind? ____________________
Length of stay in the hospital:  Mother: ___________days        Child:  __________days
If the baby did not come home from the hospital with the mother, why? ___________________
________________________________________________________________________________________

Please express how you AND your spouse felt about having this child.  Use an M for mother and an F for father to describe how each felt.
_____ Happy			_____ Excited				_____ Fulfilled
_____ Unhappy			_____ Life disrupted			_____ Unprepared
_____ Nervous			_____ Financially burdened		_____ Other, 
									 	specify_________
Was the child:  _____ breastfed?   _____ bottle fed?  What formula? ________________
When weaned?  _________
Did the child have eating problems?  _____ No     _____ Yes     Explain: ________________
Which of the following best describes the child as an infant?
_____ Fun		_____ Quiet			_____ Sickly
_____ Fussy	            _____ Irritating		_____ Overactive

Early Development
At what age did this child first do the following?  Please indicate approximate month and/or year of age
__________________Sit alone	____________________ Walk Alone 
__________________Crawl		____________________ Speak first words	
__________________Stand alone	____________________Speak in sentences
__________________Show first attraction to sound

When did the child cut his/her first tooth?  _________________________
When did the child have a full set of baby teeth? ____________________
When was this child toilet trained?  Days: ___________	Nights: ____________
Did bed-wetting occur after toilet training?  Yes    No     If yes, until what age? ________
Did bed-soiling occur after toilet training?    Yes   No     If yes, until what age? ________
-Is either difficulty known to have occurred in either biological parent or other relative?	Yes	No	If yes, who? ____________________________________________________________________________________
Were there any medical reasons for the bed wetting or soiling  Yes     No  	If yes, please describe ______________________________________________________________________________
Does the child sleep very deeply?  	Yes	No
Does the child have night terrors?	Yes	No
Is he/she a sleepwalker?		  	Yes	No

Has the child experienced any of the following problems? If yes, please describe.
Chronic ear infections   No	Yes ______________________________________
Age of onset  __________	Frequency ___________	
Antibiotic Type(s) ________________	Dosage _______________
Tubes ?  Yes	    No		Still Occurring?   Yes		No
Walking difficulty				No	Yes_______________________________
Too Sensitive to Touch   			No	Yes _______________________________
Too Sensitive to Sound   			No	Yes _______________________________
Unclear speech 				No	Yes _______________________________
Eating problems				No 	Yes ________________________________
Underweight problem			No 	Yes ________________________________
Overweight problem			No	Yes ________________________________
Colic					No	Yes ________________________________
Sleep problems				No	Yes________________________________
Difficulty learning to throw or catch	No       Yes ________________________________
Difficulty learning to kick or hit		No        Yes _______________________________
During this child’s first 4 years, were any special problems noted in the following areas?
If yes, please describe.
Excessive Anger (Rage)		No	Yes ______________________________________
Separating from parents.		No	Yes ______________________________________
Excessive crying			No	Yes ______________________________________
Nail biting				No	Yes ______________________________________
Failure to thrive			No	Yes ______________________________________
Masturbation			No	Yes ______________________________________
Motor skills 			No 	Yes ______________________________________
Head bumping or banging 	No 	Yes ______________________________________

Has either parent continued to be concerned about the child’s development? 
(M &F to indicate mother and/or father)
 No		Yes	Explain _____________________________________________________
Which hand does this child use for writing or drawing? ___________________________
	For Eating ________________	For Throwing, Catching, etc_____________
If the child used both, which is most preferred?  Hand _________	Arm ____________
Did/Does the child seem to be confused with right/left?  No	Yes
	Or is he/she comfortable with both and perhaps ambidextrous?   No	Yes
Did/Does the child become confused when asked to turn right or left?  No	Yes
Did/Does the child hold a pencil correctly?  	No	Yes
	Has he as yet gotten special assistance in holding a pencil?  No	Yes
During his/her Preschool/Kindergarten years:
How well did the child cut?
		Poor 		Fair		Good		Excellent
How well did the child glue?
		Poor 		Fair		Good		Excellent
How well did the child color in the lines?
Poor 		Fair		Good		Excellent

Later Development
From the age of 5 to the present time, were/are any special problems noted in the following areas?
	If yes, please describe.
Difficulty learning to ride a bike			No     Yes___________________________
Difficulty learning to skip 			            No     Yes ___________________________
Difficulty following directions			No     Yes ___________________________
Difficulty following multiple directions 		No     Yes ___________________________
Difficulty articulating sounds, if so which sounds 	No     Yes ___________________________
Difficulty discriminating words that sound similar 	No     Yes ___________________________
Does/Did child often misspeak or substitute similar sounding words?  No	     Yes____________
Difficulties telling a story in sequence		No     Yes ___________________________
On the child’s last visit to his/her physician, at what percentile was his/her physical growth compared to others the same age?  ___________________________________________ 
If a girl, when did she begin menstruation? ____________________________________
If a boy, when did he reach puberty?  ________________________________________
Did body hair development begin early?  	No	Yes- when?____________________
Is this child considered to have excessive hair?  	No	Yes ____________________
At what age during adolescence did your child begin to show signs of increased desire for independence? ____________________________________________________________________________________

Educational Functioning:
What was the last grade you/your child completed?_______________________________________________
When did you/your child last attend school?______________________________________________________
What were the most recent grades?  ____________________________________________________________
Have you/your child ever repeated a grade in school?  ________ If yes, describe:  _______________________
Have you/your child ever been classified as an ESE student? _____If yes, describe_______________________
What is you/your child’s literacy Level (most recent measured level of reading) _________________________  
Do you/your child like school? ________________________________________________________________
What is you/your child’s behavior like in school:__________________________________________________  
Did you/your child ever use substances before or during school?  ____  If yes, describe:___________________
__________________________________________________________________________________________  
Have you/your child ever been suspended or expelled? ______, if yes, explain: __________________________
__________________________________________________________________________________________
What is the method that allows you/your child to learn best?_________________________________________
What are you/your child’s college and/or other educational goals? ____________________________________

List schools your child has attended

Preschool/Day Care 	__________________________________________________________________
City(s)			__________________________________________________________________
Ages attended		__________________________________________________________________
Grade School Name(s) 	____________________________________________________________
City(s)			__________________________________________________________________
Grade Level(s) 		____________________________________________________________
Middle School Name(s)  	____________________________________________________________
City(s)			__________________________________________________________________
Grade Level(s)		____________________________________________________________
High School Name(s)	____________________________________________________________
City(s)			__________________________________________________________________
Grade Level(s)		____________________________________________________________

A large majority of learning issues and emotional disturbances are hereditarily based. 
Have any family members had any of the following?  If yes, please specify family member’s relationship to this child.  If child is not living with biological parents, please include health information on biological parents if known. 

Learning Problems
                                    Reading of Words ________________________
			Reading Comprehension ___________________
			Spelling ________________________________
			Math Computation ________________________
			Math Concepts ___________________________
			Handwriting _____________________________
			Written Expression ________________________
			Oral Expression __________________________
			Listening Comprehension ___________________

Family Health
Was this child adopted?  ______________	If so, at what age? ________________
If so, please report history of biological parents if known. 

Alzheimer’s disease				Anemia  ____________________________
Or Dementia _________________		Low or overactive Thyroid _____________
Pituitary Gland dysfunction _______		Down’s Syndrome ___________________
Fragile X Chromosome __________		Double YY Chromosome ______________  
Cancer _______________________		Tourette’s Disorder __________________
Cystic Fibrosis ________________		Asperger’s Syndrome_________________
Diabetes _____________________		Neurofibromatosis____________________
Hypoglycemia _________________		Alcohol/drug abuse ___________________
Heart disease  _________________		Panic Attacks  _______________________
High blood pressure ____________		Atmospheric Allergies _________________
Kidney disease ________________		Emotional disturbance ________________
Migraine headaches ____________		Attention Deficit Disorder _____________
Multiple sclerosis ______________		Depression _________________________
Muscular dystrophy _____________		Speech or language problem____________
Parkinson’s disease _____________		Food allergies _______________________
Pervasive Development Disorder __		Nervousness/ Anxiety_________________
Stroke ________________________		Seizures or epilepsy __________________
Mental Illness (e.g. Bipolar Disorder, Manic Depression, Mania, Schizophrenia, Obsessive Compulsive Disorder) _______________________________
Other: Describe ____________________________________________

Has anyone in the family ever been identified for special education services? No	     Yes
	If yes, who? ______________________What type of class? _________________
 
Any History if physical or emotional abuse within the family history or with this child?  
No		Yes	If yes, who, when and what kind of abuse _________________	
__________________________________________________________________________________

Medical History
Has the child had any of the following:
Serious accidents  ____ No   ____ Yes    At what age? ____  Specify: ______________
Serious illnesses  	____ No   ____ Yes   At what age? ____   Specify: _______________

Childhood Illnesses/Injuries
Please check the illnesses this child has had and indicate age (year/month)
	Measles _________________		Rheumatic fever _____________
	German Measles ___________		Diphtheria __________________
	Mumps __________________		Meningitis __________________
	Chicken pox ______________		Encephalitis _________________
	Tuberculosis ______________		Anemia _____________________
	Whooping Cough __________		Fever 104 or above ____________
	Scarlet Fever ______________
	Head injury: Describe-occurrence and location on skull ___________________________
	Coma or loss of consciousness: Describe ________________________________
	Seizure(s) Check behaviors evident during and immediately following seizure (378)
	Muscle twitches
	Hallucinations of flashes of light
	Numbness or tingling reported in a specific body part
	Image Hallucinations and/or complicated repetitive behavior, e.g. walking in circles
		Chewing movements/ Lip smacking
		Intense smell reported (pleasant or unpleasant)
Has this child ever been on long-term prescribed medication (more than 6 months)?  No	Yes
	If yes, when? ____________________	What kind? ____________________
Has this child ever taken medication for an Attention Deficit Disorder?  No	Yes
 	If yes, what medication? _______________    Dosage? ___________________
To your knowledge, has the child ever used any of the following?
	Pep pills or uppers				Tranquilizers or sedatives
	Alcohol					LSD or other hallucinogens
	Marijuana					Narcotics
	Diet pills					Other, specify __________________
	None
Do you or others think the child now has a problem with any of the substances listed above?  
No	____            Yes, specify substance ___________________________________
Are there any other factors, which could have caused insult to this child’s central nervous system?_________________________________________________________________
Please indicate whether this child currently has any of the following problems. 
 If yes, describe how often.
Frequent colds		            No	Yes ____________________________________________
Chronic cough		            No	Yes ____________________________________________
Asthma			No	Yes ____________________________________________
Hay fever			No	Yes ____________________________________________
Sinus condition		No	Yes ____________________________________________
Shortness of breath or dizziness
  With physical exertion	No	Yes ____________________________________________
Activity limitation due to: 
Heart condition	           No 	Yes ____________________________________________
Heart murmur  	           No        Yes ____________________________________________
Excessive vomiting	           No	Yes ____________________________________________
Frequent diarrhea	           No	Yes ____________________________________________
Constipation		           No	Yes ____________________________________________
Stomach pain		           No	Yes ____________________________________________
Nervous stomach	           No	Yes ____________________________________________
Bingeing and purging	            No	Yes ____________________________________________ 
Anorexia 			No	Yes ____________________________________________

Urination in pants/bed   	No	Yes____________________________________________
Pain while urinating	            No	Yes ____________________________________________
Excessive urination	            No	Yes ____________________________________________
Muscle pain		            No	Yes ____________________________________________
				When? _______________	Where? _________________
Clumsy walk		            No	Yes ____________________________________________
Poor posture		            No 	Yes ____________________________________________
Other muscle problems	No	Yes  ___________________________________________
Frequent rashes		No	Yes ____________________________________________
Bruises easily		            No	Yes ____________________________________________
Sores			            No	Yes ____________________________________________
Severe acne		            No	Yes ____________________________________________
Itchy skin (eczema) 	            No	Yes ____________________________________________
Brain Damage from known
 trauma	                       No	Yes   If yes, describe ______________________________
_____________________________________________________________________________
Suspected Brain Trauma 	No	Yes ______________________________________
Speech defects		            No	Yes ______________________________________
Accident prone		No	Yes ______________________________________
Bites nails 			No	Yes ______________________________________
Sucks thumb		            No	Yes ______________________________________
Grinds teeth		            No	Yes ______________________________________
Has tics/twitches		No	Yes ______________________________________
Bangs head		            No	Yes ______________________________________
Rocks back and forth	            No	Yes ______________________________________
Autism			            No	Yes
  
If yes, when was this child diagnosed? _____________________________________

Compulsive behaviors	No	Yes, describe _________________________________
_____________________________________________________________________

Pervasive Development Disorder       No	    Yes ____________________________________
Nonverbal Learning Disorder 	No	    Yes ____________________________________
Sensory Integration Dysfunction 	No	    Yes ____________________________________
Other Neurological Condition 	No	    Yes ____________________________________
Allergy to medicine	                        No	     Yes   If yes, describe ______________________
______________________________________________________________________________

Allergy to food 		No	Yes  If yes, describe ______________________________
__________________________________________________________________________

Other allergies		No	Yes  If yes, describe ______________________________
__________________________________________________________________________

Ear infections		No	Yes  ___________________________________________
Hearing problems 		No	Yes  ___________________________________________
Ear tubes			No	Yes  ___________________________________________
Date of most recent hearing exam _____________________________

Vision problems		No	Yes __________________________________________
Wears glasses/contacts	No	Yes __________________________________________
Date of most recent eye exam ________________________________

Medical Care
Child’s physician ______________________________  Telephone _________________
Address ________________________________________________________________
How often does this child see a doctor? _______________ Date of last visit __________
Is this child currently on medication?  No	Yes
	If yes, indicate type and reason 
____________________________________________________________________________________
____________________________________________________________________________________

Behavior/Mental Health/Temperament
	Does the child currently display or have a history of any of the following behaviors/temperament?

	|_|yes   |_| no   Fire Setting
	|_|yes   |_| no   Carrying/Using Weapons

	|_|yes   |_| no   Animal Cruelty
	|_|yes   |_| no   Gang Involvement

	|_|yes   |_| no   Shoplifting/Stealing
	|_|yes   |_| no   Absconding

	|_|yes   |_| no   Verbal Aggression
	|_|yes   |_| no   Running Away

	|_|yes   |_| no   Physical Aggression
	|_|yes   |_| no   Coercive Sexual Activity

	|_|yes   |_| no   Property Destruction
	|_|yes   |_| no   Pervasive Lying

	|_|yes   |_| no   Bullying/Fighting
	|_|yes   |_| no   Substance Use

	|_|yes   |_| no   Problems with Authority
	|_|yes   |_| no   Selling Drugs

	|_|yes   |_| no   Disregards Rights of Others
	|_|yes   |_| no   Other: Buying stolen property

	|_|yes   |_| no   Is easily overstimulated in play
	|_|yes   |_| no   Seems overly energetic in play

	|_|yes   |_| no   Has a short attention span
	|_|yes   |_| no   Seems impulsive

	|_|yes   |_| no   Lacks of self-control
	|_|yes   |_| no   Overreacts when faced with problems

	|_|yes   |_| no   Seems unhappy most of the time
	|_|yes   |_| no   Uncomfortable meeting new people

	|_|yes   |_| no   Withhold affection
	|_|yes   |_| no   Requires a lot of parental attention

	|_|yes   |_| no   Hides feelings
	|_|yes   |_| no   Cannot calm down

	|_|yes   |_| no   Has fears
	|_|yes   |_| no   Other:

	|_|Past  |_| Present   Stress
	|_|Past  |_| Present   Trauma

	|_|Past  |_| Present   Bad dreams
	|_|Past  |_| Present   Terminal Illness ___________

	|_|Past  |_| Present   Has panic
	|_|Past  |_| Present    Lost of Control

	|_|Past  |_| Present  Guilt, why? 
	|_|Past  |_| Present    Abortion 

	|_|Past  |_| Present   Unwanted thoughts
	|_|Past  |_| Present    Eating Problems

	|_|Past  |_| Present   Sexual Problems
	|_|Past  |_| Present    Trouble with job

	|_|Past  |_| Present   Grief
	|_|Past  |_| Present    Making Decision 

	|_|Past  |_| Present  Anger
	|_|Past  |_| Present     Hopelessness

	|_|Past  |_| Present   Communication Issues
	|_|Past  |_| Present     Loneliness

	|_|Past  |_| Present   Memory
	|_|Past  |_| Present     Nervousness

	|_|Past  |_| Present    Concentration Issue
	|_|Past  |_| Present     Recent death

	|_|Past  |_| Present    Problems with friends
	|_|Past  |_| Present     Temper/tantrums

	|_|Past  |_| Present    Aggressiveness
	|_|Past  |_| Present     Career Choice

	What makes your child angry?
	What makes your child happy or sad?



Legal Matters (Pending or current legal issues?) ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Emotional Functioning/Mental Health: 
	Has the child/you ever received mental health treatment (include outpatient counseling, psychiatric hospitalizations, prior residential treatment programs, etc.)? 
|_|yes   |_| no    If yes, describe treatment and youth’s response to treatment:

	Type of Treatment:
	When:
	Youth’s Response to Tx:

	
	
	

	
	
	

	Do you or your child have a history of suicidal or self-injurious ideations, intent or plan?  |_|yes   |_| no   
If yes, describe: 

Do you or your child have a history of suicidal or self-injurious attempts and/or related treatment?  
|_|yes   |_| no    If yes, describe: 

Do you or your child  have a history of homicidal ideation, intent, plans, or behaviors?  
|_|yes   |_| no    If yes, describe: 

Do you or your child have any previous diagnoses?  


	Were previously prescribed psychotropic medication? |_|yes   |_| no  If yes, list the meds:

	
	
	

	
	
	

	
	
	

	Are you or your child currently prescribed psychotropic medication?    |_|yes   |_| no     If yes, list the meds:


	Medication:
	Dosage/Frequency:
	Purpose:

	
	
	

	
	
	

	
	
	

	Are the current medications helpful?  

	Do you or your child have any medication allergies?  
Have you or your child ever had any adverse reactions to any medications?  . 



Mental Status Exam

Place an X in the applicable box.
	
	WNL*
	MODERATE
	
	SERIOUS
	
	SEVERE
	

	Appearance
	
	WNL
	
	Appears dirty, disheveled, unkempt
	
	Severe body odor and poor hygiene evident 
	
	Smells of urine or feces 

	Attitude during
Interview
	
	WNL
	
	Moderately uncooperative but otherwise appropriate 
to situation
	
	Markedly inappropriate (e.g., irritable, seductive, aggressive) to situation
	
	Extremely inappropriate to situation

	Motoric Behavior 
	
	WNL
	
	Some physical motor retardation or motor agitation
	
	Serious psychomotor retardation or agitation
	
	Severe physical motor retardation or agitation

	Hostility or
Irritability
	
	WNL
	
	Appears angry and admits anger
	
	Verbally abusive 
	
	Physically threatening

	Affect
	
	WNL
	
	Minimal spontaneous affect or strange affect observed
	
	Blunted affect or affect incongruous with thoughts
	
	Unchanging affect or bizarre actions

	Depression 
	
	WNL
	
	Appears sad and reports sadness
	
	Cries excessively, sleep or appetite disturbance
	
	Depressed and thinks about death or suicide

	Anxiety
	
	WNL
	
	 Reports periods of persistent tension or unexplained fears
	
	Frightened, shaky, panic attack, hyperventilation within past 3 months.  
	
	Hyperventilation or panic attacks within past month

	Speech
	
	WNL
	
	Pressured or latency of speech
	
	One word responses with no elaboration 
	
	Slurring, mute or incoherent,  

	Insight and
Judgment 
	
	WNL
	
	Limited judgment and insight  
	
	Poor judgment and insight
	
	Impaired judgment

	Perceptual
Disorders
	None
	
	Feelings of unreality but denies hallucinations
	
	Reports hallucination within the past month
	
	Appears to be having hallucinations


· WNL = Within Normal Limits  


Impact of Mental Health/Substance Abuse on Major Life Areas (Describe how your concerns impact your work, school, social, family, health, and overall functioning)
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Who do you or your child  call for support? Please describe your relationships with this person, and how important is this support to you? ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Substance Abuse History & Functioning:
	Classification of Drug 
	Specific Drug Use
	Age of First Use
	Date Last Use
	Frequency of Use
	Route of Use

	Alcohol
	
	
	
	
	

	Amphetamines  
	
	
	
	
	

	Caffeine 
	
	
	
	
	

	Cannabis
	
	
	
	
	

	Cocaine 
	
	
	
	
	

	Hallucinogens 
	
	
	
	
	

	Inhalants 
	
	
	
	
	

	Nicotine 
	
	
	
	
	

	Opioid 
	
	
	
	
	

	Phencyclidine 
	
	
	
	
	

	Sedative, Hypnotic, or Anxiolytic (indicate type)
	
	
	
	
	

	Other: 
	
	
	
	
	

	Does youth believe his/her use of alcohol or drugs caused any problems?
	[bookmark: Check5]|_|  Yes
	[bookmark: Check6]|_|  No
	Please describe:  

	Does youth believe he/she has a drug or alcohol problem?
	|_|  Yes
	|_|  No
	Please describe:  

	Has anyone else expressed any concern about youth’s drinking or drug use?
	|_|  Yes
	|_|  No
	Please describe:  

	Has youth ever had a blackout after a drinking episode?
	|_|  Yes
	|_|  No
	Please describe:  

	At any time in the last 30 days, six months, or in the past, has youth thought about reducing or stopping alcohol or drug use?
	|_|  Yes
	|_|  No
	Please describe:  

	Has youth ever had any consequences for his/her alcohol or drug use?
	|_|  Yes
	|_|  No
	Please describe:  

	Has youth ever been high or drunk while committing a crime?
	|_|  Yes
	|_|  No
	Please describe:  

	Do youth’s friends use drugs or alcohol?
	|_|  Yes
	|_|  No
	Please describe:  

	Does youth often use alcohol or drugs to cope with stress or anger?
	|_|  Yes
	|_|  No
	Please describe:  



Social Interactions and Hobbies
Please indicate how you/this child relates to other children
Has problems relating to or playing with other children?		No	Yes
If yes, describe _________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Fights frequently with playmates?	No	Yes ________________________________
Prefers playing with younger children?	No	Yes ________________________________
Has difficulty making friends? 		No	Yes ________________________________
Prefers to play alone? 			No	Yes ________________________________
Are there children in the neighborhood with whom this child could play?  No	Yes
What role does this child take in peer group games, (i.e., leader, aggressor, follower, etc.)? 
______________________________________________________________________________
  
Does your family have pets?		No		Yes 
If yes, how does the child get along with them? _______________________________________

Hobbies/Interests
What activities does this child or you enjoy?
Sports: _________________________________________________________________
  	Hobbies: ________________________________________________________________
     	Other: __________________________________________________________________
Has this child’s interest in participating in these activities declined recently?  No	Yes
If yes, describe _________________________________________________________________
______________________________________________________________________________

Will you give us consent to speak with these practitioners and exchange information?  
	No	Yes
	Parent or guardian signature  __________________________________________
	Date ________________________


Will you give us consent to exchange information with this child’s school/medical doctor?  
No      Yes
	
If yes, who do you give consent for us to speak with and/or exchange information with at the school?

		School Psychologist	________________________________

		Guidance Counselor 	________________________________

		Teacher		________________________________

		Principal		________________________________

                        Medical Doctor          _________________________________

		Other			_________________________________

Additional Comments/Concerns
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Medical Insurance Information:
Insurance Name: _________________________________ Member ID: ___________________
Telephone Number: _____________________________ Group ID # _____________________
Name of the insured __________________________________ Date of Birth ______________
Insured’s email address:_____________________________ Insured Phone # ______________

Cancellation Policy
Effective January 2019, the full fee for speech and language therapy, behavior therapy, counseling, and consultation services will be charged for missed appointments.  A $100 cancellation fee will be charged for individuals who do not show for a testing/evaluation appointment.   When an initial appointment is booked, the office manager will take credit card information and a deposit will be charged to hold the first appointment.  If the appointment is not cancelled within 24 hours prior to the scheduled appointment time, the credit card will be charged the above cancellation fee.  If the appointment is kept, that fee will be credited toward the cost of the service.   This credit card number will be held on file and will be charged per hour if the client does not show for any follow up appointments.  Insurance co-pay is 20% of the total cost. If insurance does not pay, you are responsible for 80% of the total cost

I have read the above cancellation policy and acknowledge that I, as the client, will be charged for all missed or cancelled appointments without at least 24 hours notice.    

___________________________________________		_________________________
    Client’s Name (Printed)				                                    Date

______________________________
     Clinician’s Signature


___________________________________________		_________________________
    Clinician’s Name (Printed)				                                    Date

______________________________
     Clinician’s Signature

Payment Authorization Form
I authorize Card Counseling & Testing Evaluation Services (CC&TES) to keep my signature on file and to charge my credit card for any missed appointments or recurring charges (ongoing treatment). There will be a 3% credit card or debit card processing fee in addition to the charges. 

I understand that this form is valid unless I cancel the authorization through written notice to CC&TES
_____	MasterCard	_____ Visa        _____ Credit	   _____ Debit
Account # __________________________________ Exp. Date ___________________ CVC Code _________
Card Holder Name  _________________________________________________________________________
Card Holder Address ________________________________________________________________________
Card Holder Signature _____________________________________________ Date _____________________

			


3
Rev. 2023_Marilyn Card
