NEW CLIENT INFORMATION FORM CHILD
Karen Davis, LCSW ~ Homeopath/Psychotherapist
Today's Date: _____________

Name:
________________________________     Birth Date:_______________      Age: ______   

Mailing Address:
_____________________________________________________________

Email Address:     _______________________________________________________________

Contact Phone Numbers:
_______________________________________________________

Conditions for which you are seeking assistance (please be specific):

Medications you are currently taking?

Include prescription, over the counter, or recreational drugs, also herbs and supplements please.

Please provide a brief health history.  Note all major illnesses, hospitalizations, surgeries, skin conditions, major life or health events which were turning points in your life and your age at the time these events occurred.  Please also discuss traumas, significant losses, etc.
Family health history.  Note significant illnesses or health problems in blood-related family members, along with cause of death for those who have passed away. Include Grandparents, parents, siblings, and children.

Any problems with pregnancy, delivery, or post partum for this client?
Any reactions to vaccines?

What is he/she sensitive to?  What does he/she react to?  What are his/her fears?

Does the child have any of the following characteristics?  Please explain

Absent-minded

Aggressive

Collects things

Compulsive

Poor Concentration

Conformist

Confused

Contrary

Demanding

Careless about appearance

Dominant

Eager to learn

Fear of being abandoned

Fearful in general

Forward

Helpful

Irritable

Jealous

Mean

Passive

Precise

Reserved

Strong sense of Responsibility

Restless

Great Self Confidence

Lacks Self Confidence

Overly Sensitive

Shy

Sociable

Submissive

Sympathetic

Ungrounded

Vulnerable


