CONFIDENTIAL INFORMATION



KIRK L. THORESON, PSY.D.

Licensed Clinical Psychologist


PARENT CAREGIVER INFORMATION FORM

To help me determine how best to help you and your child, please completely provide the following information.  Please ask if you need assistance in completing this form.  Thank you.

Your name:_______________________
Your relationship to child_____________________


Today’s date:_____________________


Child’s name:_____________________
Date of birth:_____________________________

Child’s ethnicity:__________________
Child’s gender:  Male_____
Female_____ Other _____
Who suggested psychotherapy for this child?_____________________________________________________

For what reason?___________________________________________________________________________

__________________________________________________________________________________________

Does this child have any of the following problems?  (please check)

___Stealing


___Depression  
___Fears/worries
___Hitting/kicking

___Sleeping problems

___Fire setting
___Sexual behavior
___Hyperactive

___Destroying property
___Running away
___Excessive anger
___Defiance

___Poor attention

___Peer conflict
___Low self-esteem
___Lying

___Toileting difficulty
___No friends

___Swearing

___Anxiety

___Gang involvement

___Drugs/Alcohol
___Eating Problems
___Arguing

___Withdrawal

___Self critical
___Suicide threats
___Tiredness/fatigue

How long have these problems occurred? ________________________________________ __________________________________________________________________________

Has this child ever made statements of wanting to hurt him/herself or seriously hurt someone else? 
___Yes ___No   If YES, please describe the situation:  _____________________________________________ _________________________________________________________________________________________
Do you have other concerns about this child or his/her family? _______________________________________ ____________________________________________________________________________________________________________________________________________________________________________________
Please describe the child’s strengths, skills, interests, and talents:  _____________________________________
What would you like me to know about spiritual, religious, cultural, ethnic, or other values or traditions in this child’s/family’s life?  _____________________________________________

FAMILY INFORMATION

Birth Parent A:  _____________________

Birth Parent B:  _____________________

Who has legal custody (guardianship) of this child?  _______________________________________________

List places the child has lived and when:  ________________________________________________________

With who does the child currently live?  (please indicate below)

Name



Age

Relationship to child

School grade or Job status

______________________
______
_____________________
______________________________

______________________
______
_____________________
______________________________

______________________
______
_____________________
______________________________

______________________
______
_____________________
______________________________

______________________
______
_____________________
______________________________

______________________
______
_____________________
______________________________

Please also list names of people NOT living with the child who may be important to him/her:

Name



Relationship to child

Allowed contact with child?

How often?

___________________
___________________
    ____Yes ____No


__________

___________________
___________________
    ____Yes ____No


__________


___________________          ___________________
    ____Yes ____No


__________

Are the child’s parents married?  ___Yes ___No
If yes, how long? ___________

Have there been marital difficulties? ___________________________________________________________
__________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________
Who disciplines the child? ____________________________________________________________________
Is there anything happening NOW in this child’s family or where he/she lives which might affect him/her emotionally? _____________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
FAMILY MENTAL HEALTH HISTORY

Describe any history of mental or emotional problems in the CHILD’S FAMILY:  (include use of any mental health medication)___________________________________________________________________________
Does anyone in the child’s family use (currently or in the past) any type of drug, tobacco, or alcohol? 

___Yes ___No
If yes, please explain: ______________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________
Has any family member (not including this child) received mental health or drug/alcohol treatment?

___Yes ___No 
If yes, please provide the following information:

	Family Member’s Name
	Hospital/Agency Name
	Type of Treatment
	Reason for Treatment

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


CHILD’S MENTAL HEALTH INFORMATION

Has this child ever been hospitalized or placed out of the home for a mental health problem? ___Yes ___No

If YES, please provide the following information:

	Hospital/Placement Name
	Date Entered
	Day in Care
	Reason for admission

	
	
	
	

	
	
	
	

	
	
	
	


Has this child ever received medication in the for a mental health problem? ___Yes ___No

If YES, please provide the following information:

	Name of Medication
	Doctor’s Name
	Beginning/Ending Dates
	Reason for Medication

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Is child currently on any medication? ___Yes ___No

If Yes, please provide the following information:

	Medication
	Dosage
	Frequency
	Prescribing Doctor

	
	
	
	

	
	
	
	

	
	
	
	


Has this child ever received counseling/psychotherapy before? ___Yes ___No

If YES, please provide the following information:

	Agency Name
	Counselor’s Name
	Beginning/ending Date
	Reason for Counseling

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


DEVELOPMENTAL INFORMATION

Did the child biological mother use any tobacco, medication, street drugs, or alcohol during the pregnancy of this child? ___Yes ___No 
If YES, please describe what substances were used, as well as how much and how often the use occurred:_______________________________________________________________________
_________________________________________________________________________________________
Describe any medical problems that occurred during the pregnancy and/or birth of this child:

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________

As a baby, the child was (please check those that apply):

___Cranky

___Shy
___Lazy or slow
___Happy
___Rocked self
___Irritable

___Calm

___Easy
___Hard to please
___Social
___Over-active
___Difficult

___Constantly crying
___Avoiding touch

___Slow to develop    ___Liking to be held

If any, please check the areas where your child had difficulties in early childhood:

___Feeding


___Sleeping


___Dressing self

___Talking


___Riding tricycle

___Toilet training

___Crawling/walking

___Riding bicycle

___Tying shoes

Please describe difficulties checked: ____________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________

Please check if this child suffered any of the following types of trauma/stressors:

___Neglect


___Emotional Abuse


___Physical abuse


___Sexual abuse

___Loss of loved one


___Natural disaster

___Teenage pregnancy
___Parent substance abuse

___Crime victim

___Violence in the home
___Parents separated or divorced
___Financial problems

___Parental illness

___Homelessness


___Lived in foster home

___Multiple family moves
___other __________________________________________________________

Please comment on any of above checked items (including age of child at time of event or trauma and the details of the trauma/event): ___________________________________________________________________

SCHOOL INFORMATION

Current school: ____________________________
Teacher’s name: ______________________

Current grade/placement: ____________________ How long at this school: _______________

Main contact person(s) at school: ______________

Does child have an after-school care-provider? ___Yes ___No
If YES, who?_________________________

__________________________________________________________________________________________

What does this child’s teacher or after-school care-provider say about him/her? _______________________________________________________

_________________________________________________________________________________________

Other schools attended:

1)  Head-start/preschool: _______________________________________

2)  Elementary: ______________________________________________

3)  Middle School: ____________________________________________

4)  High School: ______________________________________________

Has this child ever repeated a grade? ___Yes ___No

If YES, which one(s)? _______________________

Has this child ever received Special Education Services?  ___Yes ___No 
If YES, please describe the services received and reason for services: _______________________________________________________________
Has this child exhibited any of the following difficulties at school?

___Fighting



___Suspension


___Poor grades

___Lack of friends


___Learning problems

___Detention

___Incomplete homework

___Drugs/alcohol


___Gang influence

___Poor attendance


___Behavior problems

___Teased by peers

Please comment on any of above checked items: __________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________

Child’s grades (circle one):
Excellent

Good

Fair

Poor

Child’s school behavior:
Excellent

Good

Fair

Poor

MEDICAL INFORMATION

Doctor’s name: _____________________________

Clinic’s name: _____________________________

Clinic’s phone #: ____________________________
Clinic’s address:  ___________________________









_________________________________________

Up-to-date immunizations? ___Yes ___No

Has this child had any of the following medical conditions?

___A serious accident



___Surgery


___Convulsions/seizures

___A head injury



___Meningitis


___Hospitalizations

___High fevers



___Hearing problems

___Allergies

___Vision problems



___Asthma


___Loss of consciousness

___Ear infections



___Eating problems

___Headaches

___Stomach aches



___Toileting problems
___Speech/language problem

___Pregnancy




___Miscarriage

___A sexually transmitted disease

___Diabetes




___Smoking


___Other: _____________________











______________________________

Please comment on any of above checked items: __________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Please list any CURRENT medical problems or physical handicaps: ___________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

LEGAL INFORMATION

Has this child even been a ward of the court with the Department of Human Services as guardian?

___Yes ___No

Is this child currently the subject of a custody case? ___Yes ___No

Does this child have any legal offenses on record or pending in the courts? ___Yes ___No

If YES to any of the above, please describe the situation and the name of the caseworker and/or child attorney’s name? ____________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

GOALS FOR PSYCHOTHERAPY

What do you hope will change by seeking mental health services for this child? __________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

What else would you like me to know about your child and/or family? _________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

THANK YOU FOR YOUR TIME AND EFFORT IN PROVIDING ME WITH THIS VERY IMPORTANT INFORMATION

Information provider signature: _____________________________________  Date: _____________________

