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	Child’s Name: 
	         
	DOB:
	     
	DATE:
	     

	

	Present at Intake (Please list all individuals who will be present during the intake evaluation): 

	     



	Guardianship and Residence Information: 

	 Macrobutton Set_Values Living Status (Your child’s primary residence):       

	Legal Guardian 1: 

Name:      
Relationship:      
Household Composition:      

	Legal Guardian 2: 

Name:      
Relationship:      
Household Composition:      

	Habitation Schedule:      

	Restrictions to Parenting Rights and Responsibilities:  FORMCHECKBOX 
 N/A
Copy of parenting plan:  FORMCHECKBOX 
 Received       FORMCHECKBOX 
 Needed

     


	Presenting Problem(s)

	Home Functioning (Please describe the emotional and/or behavioral difficulties your child might be having at home): 

	     



	 MACROBUTTON SchFunct School Functioning: 

	Has your child attended school in the past three months:   FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No         FORMCHECKBOX 
 Unknown      FORMCHECKBOX 
 N/A

	School Attending:
	     
	Contact Name:
	     

	

	Is child Coded/Identified? 
	Type: 
	 FORMCHECKBOX 
 EH (emotionally handicapped)
	 FORMCHECKBOX 
 MR (mentally retarded)
	 FORMCHECKBOX 
 504 Plan

	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	
	 FORMCHECKBOX 
 Speech/Language Problem
	 FORMCHECKBOX 
 LD (learning disabled)
	

	
	
	 FORMCHECKBOX 
 Other:      

	

	Academics (grades, placements, coding, pertinent changes, etc.):

	     


	Behavior at School:

	     


	Attendance:

	     



	Employment:  FORMCHECKBOX 
 Yes (where, position/responsibilities, schedule)         FORMCHECKBOX 
 No           FORMCHECKBOX 
 NA


	     



	Legal Involvement (If applicable, please explain the nature of the legal system involvement in your child’s life): 

	Number of times arrested in the past 3 months:
 FORMCHECKBOX 
 NA

	     



	Interpersonal Difficulties (Please explain the interpersonal difficulties your child might be having with family members - immediate and extended -, peers - same age or older -, other adults, etc.): 


	     



	Emotional Regulation (Please assess your child’s ability to cope with emotions - easily frustrated, irritable, impulsive, aggressive, self-destructive/harming etc. - and list the strategies, (positive - hobbies, exercise, etc. - and negative - substance use, self-harm, blame shifting, etc. - he/she uses: 

	     



	Thought Content (If applicable please describe any hallucinations, delusions, paranoia, tangential thinking, etc. your child might have experienced or is still experiencing): 

	     



	Substance Use:   FORMCHECKBOX 
 None Reported


	Use / Misuse / Abuse 
of the following:
	Yes
	No
	Age of Onset
	Highest Amt. and Freq.
	Amt. used

past 5 Days 
	Most Recent Use/Amount

	Alcohol:

     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	Caffeine:

     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	Tobacco:

     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	Prescription Medication(s):

     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	Street Drugs:

     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	Over the Counter:

     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	Inhalants

     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	Other:

     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     
	     

	Effects of Use/Abuse on current functioning: 

     


	Home Environment (Please assess your home environment in terms of your family’s conflict resolution style/ability, communication style, ability to tolerate difficult emotions, etc.):

	Impact of home environment on your child’s functioning: 
     



	History of Presenting Problem (Include precipitants):

	     


	Mental Health/Psychiatric Treatment History:   FORMCHECKBOX 
 NA

	     


	Other Pertinent History (Please list any other significant events in your child’s life; traumatic incidents, abuse, loss, major health problems in the family, exposure to stressful events and conditions, etc.):

	     



	Medical Information (Pertinent medical information): 


	Primary Care Physician’s Name/Phone: 
	     

	     

	Sexual Activity: 
 FORMCHECKBOX 
 None Reported

	     



	Your Child’s Interests/Activities/Hobbies: 

	     



	Your Child’s Strengths: 

	     



	Family Beliefs: 
 FORMCHECKBOX 
 Not Applicable

	     



	Social/Interpersonal Support(s) (Please list the sources of support for your family and your child): 

	     




