
Personal History Questionnaire: Guardian of Child under 12 years

Today’s Date:         /           /           Form Completed by: 
	Please provide the names, ages and relationship of those living in child’s home.

	Name
	Age
	Relationship the child?

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Please list names and ages of any siblings not living with child: 




REASON(S) FOR VISIT
	Describe your reason for making this appointment for the child: 



	Describe any recent changes that may contribute to this issue: 



	Why do you think the child is experiencing this issue? 



	When did the child first experience this issue? 




MENTAL HEALTH/PSYCHIATRIC HISTORY
	Please mark any symptoms you believe the child experiences (C)urrently or in the (P)ast.

	C
	P
	
	C
	P
	
	C
	P
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	depressed/sad mood
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	muscle tension
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	relationship problems

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	reduced interest in activities
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	excessive worry
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	eating problems

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	appetite/weight change
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	panic symptoms
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	drug or alcohol problems

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	frequent crying/tearfulness
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	boredom
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	gambling problems

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	low self-esteem
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	impulsivity
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	sexual problems

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	low motivation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	distractibility
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	computer addiction

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	social isolation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	hyperactivity
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	problems with pornography

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	feelings of hopelessness
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	abnormally elevated mood for several uninterrupted days
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	work/school problems

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	seasonal mood changes
	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	parenting problems

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	loneliness
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	racing thoughts
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	suspiciousness/paranoia

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	feelings of guilt/shame
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	excessive energy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	hearing or seeing things

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	sleeping too much or too little
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	flashbacks
	other:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	low energy/fatigue
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	nightmares
	other:           

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	excessive thoughts of death
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Eas  easily startled
	other:     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	poor concentration 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Ang  anger outbursts
	 oth
other:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	restlessness or feeling on edge/keyed up
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	excessive fears
	Oth   other:     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	difficulty thinking or making decisions
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	excessive social discomfort
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	irritability
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	obsessions/compulsions
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	frequent anxiety
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	fear away from home
	

	Are any of the above symptoms affecting the child’s: 

 FORMCHECKBOX 
ability to engage in your normal daily activities  FORMCHECKBOX 
work  FORMCHECKBOX 
school  FORMCHECKBOX 
housing  FORMCHECKBOX 
finances  FORMCHECKBOX 
recreational activities  FORMCHECKBOX 
legal status  FORMCHECKBOX 
relationships  FORMCHECKBOX 
health  FORMCHECKBOX 
happiness  FORMCHECKBOX 
spirituality  FORMCHECKBOX 
self esteem  FORMCHECKBOX 
sexual activity


	Has the child been diagnosed with mental health/psychiatric problems in the past?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	Diagnosis
	Dates treated or age
	By whom

	
	
	

	
	
	


	Please list any other outpatient mental health treatment (e.g. therapy, medication management by PCP, medication management by psychiatric provider).

	Name/Place
	Approximate Dates
	Outcome/Experience

	
	                 _
	

	
	                 _
	

	
	                 _
	

	
	                 _
	


	Has the child been psychiatrically hospitalized?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No   When? 

 

	Has the child ever attempted suicide?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No   When? 


	How? 

	Has the child ever engaged in self-harm behavior?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No   When? 


	How? 


	Please list medications the child has previously taken for mental health reasons.

	Name of medication
	How long did he/she take?
	Dosage
	Usefulness/Side Effects/Concerns

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	Please note presence of family history of mental health problems: 

	
	Relationship to child
	Age of diagnosis? 
	Treatment?

	 FORMCHECKBOX 
 Depression
	
	
	

	 FORMCHECKBOX 
 Anxiety
	
	
	

	 FORMCHECKBOX 
 Schizophrenia
	
	
	

	 FORMCHECKBOX 
 Bipolar (manic/depression)
	
	
	

	 FORMCHECKBOX 
 Post-traumatic stress disorder
	
	
	

	 FORMCHECKBOX 
 Alcohol abuse
	
	
	

	 FORMCHECKBOX 
 Other substance abuse
	
	
	

	 FORMCHECKBOX 
 ADHD/ADD
	
	
	

	 FORMCHECKBOX 
 Suicide or attempted suicide
	
	
	

	 FORMCHECKBOX 
 Other, specify:      
	
	
	


PREGNANCY/BIRTH
Pp
	Known substance/toxin exposure during pregnancy?   FORMCHECKBOX 
 Cigarettes  FORMCHECKBOX 
Alcohol  FORMCHECKBOX 
 Drugs – List: 

Other: 

	List any complications during pregnancy: 



	Type of delivery:  FORMCHECKBOX 
 Vaginal      FORMCHECKBOX 
C-Section


	Birth Weight:                         Gestational age at birth: 

	Did mother experience “baby blues” (postpartum depression)?    FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	If yes, did mother seek treatment?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No  If yes, describe: 

 


SOCIAL DEVELOPMENT

	What was the child like as an infant? :


	Did he/she make eye contact as an infant:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Did he/she seek interaction?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Did he/she demonstrate curiosity about the environment in the first three years?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	What were the child’s favorite activities/toys in infancy and toddlerhood? : 


	Is there a history of separation anxiety?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Stranger anxiety?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	What is the child’s activity level in general?  FORMCHECKBOX 
 High   FORMCHECKBOX 
 Low   FORMCHECKBOX 
 Moderate

	How predictable is the child’s behavior?  FORMCHECKBOX 
 Very predictable   FORMCHECKBOX 
 So-So   FORMCHECKBOX 
 Unpredictable

	How does the child respond to something new?  FORMCHECKBOX 
 Approaches   FORMCHECKBOX 
 Withdraws   FORMCHECKBOX 
 Watches

	How does the child transition/adapt to novelty or change?  FORMCHECKBOX 
 Easily   FORMCHECKBOX 
 With difficulty

	How much stimulus is required before the child reacts?  FORMCHECKBOX 
 A lot   FORMCHECKBOX 
 A little

	Do you find yourself “walking on egg-shells” with him/her? (Please describe): 


	Describe the child’s persistence: (does he/she continue to work on projects despite obstacles or give up easily?): 


	Is the child easily distractible?:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
Forgetful?:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	How does the child interact with:

	       Siblings?:


	       Peers?:


	       Adults?:


	Child’s current play behaviors (check all that apply)

	 FORMCHECKBOX 
Prefers to play alone



 FORMCHECKBOX 
Controlling


 FORMCHECKBOX 
Prefers to play alongside others


 FORMCHECKBOX 
Aggressive


 FORMCHECKBOX 
Prefers to play cooperatively


 FORMCHECKBOX 
Can’t tolerate losing

 FORMCHECKBOX 
Prefers to play with older children

 FORMCHECKBOX 
Difficulty taking turns

 FORMCHECKBOX 
Cautious




 FORMCHECKBOX 
Difficulty sharing



 FORMCHECKBOX 
Accident-prone



 FORMCHECKBOX 
Reckless

	Does he/she have a favorite playmate (other than sibling)?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	If Yes, Who? 


	Describe any concerns you have about his/her social skills or behavior: 


	What are his/her current favorite play activities? 


	Please indicate how many hours a day the child spends on: TV:              Computer:           Videogames:          Other screens: 



	Where does the child live?  FORMCHECKBOX 
House   FORMCHECKBOX 
 Apartment Other:



	Describe the household:  FORMCHECKBOX 
 Messy
   FORMCHECKBOX 
 Chaotic   FORMCHECKBOX 
 Orderly
	How much variation in his/her day?  FORMCHECKBOX 
 A little   FORMCHECKBOX 
 A lot   FORMCHECKBOX 
 Varies

	How many times has he/she moved?: 


	Is the current neighborhood kid friendly?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	If no, why not? 


	Family support comes from:  FORMCHECKBOX 
 Extended family   FORMCHECKBOX 
 Neighbors   FORMCHECKBOX 
 Church   FORMCHECKBOX 
 Friends   FORMCHECKBOX 
 Counselor

	Describe any household chores/duties child is responsible for: 


	Who is the primary disciplinarian? 

	Is discipline consistent?
  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	If No why not? 

	Describe form of discipline used at home: 

	Child’s response: 


TRAUMA EXPOSURE (please describe)

	Natural disaster: 


	Loss of parent/significant other: 


	Domestic Violence: 


	Abuse/Neglect/Abandonment: 



MOTOR DEVELOPMENT

	Sat alone age:                 Crawled/Creeped age:            
Walked alone age:       
Picked up small items age:


	Undressed self age:               
           Dressed self age:


	Current motor skills:  FORMCHECKBOX 
 Agile  FORMCHECKBOX 
 Coordinated   FORMCHECKBOX 
 Clumsy   FORMCHECKBOX 
 Awkward   FORMCHECKBOX 
 Accident prone

Describe:


	Describe concerns you have about the child’s fine or gross motor skills: 


	Hand dominance:  FORMCHECKBOX 
 R
 FORMCHECKBOX 
 L
 FORMCHECKBOX 
 Neither

	Activity level:  FORMCHECKBOX 
Very High   FORMCHECKBOX 
High   FORMCHECKBOX 
Moderate   FORMCHECKBOX 
Low


SPEECH AND LANGUAGE DEVELOPMENT

	Primary language: 
Spoke first word age: 
	Does Child gesture?:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	How does the child let you know his/her wants or needs?: 


	How does let you know he/she understands what you say?: 


	What percentage of child’s speech do you understand?:  FORMCHECKBOX 
 25%
 FORMCHECKBOX 
 50%
            FORMCHECKBOX 
 75%
 FORMCHECKBOX 
 100%

	What percentage do unfamiliar listeners understand?:  FORMCHECKBOX 
 25%
                FORMCHECKBOX 
50%
            FORMCHECKBOX 
 75%
      FORMCHECKBOX 
 100%

	Past/Current speech therapy:



FEEDING DEVELOPMENT

	Describe any feeding difficulties:
Current appetite:  FORMCHECKBOX 
 Poor
 FORMCHECKBOX 
 Fair 
 FORMCHECKBOX 
 Good

	Eating behaviors:  FORMCHECKBOX 
Picky   FORMCHECKBOX 
 Overeats     FORMCHECKBOX 
 Refuses to eat   FORMCHECKBOX 
 Hoards food   FORMCHECKBOX 
 Gags/Vomits
 FORMCHECKBOX 
 Eats non-food items

	Do you have any concerns about the child’s eating or feeding?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  Describe:   



	List food preferences:


	Does your family eat together at least once a day?:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Does the child remain seated at the table throughout the meal?:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	At the present the child uses:  FORMCHECKBOX 
 Fingers   FORMCHECKBOX 
 Fork   FORMCHECKBOX 
 Spoon   FORMCHECKBOX 
 Bottle   FORMCHECKBOX 
 Sippy cup   FORMCHECKBOX 
 Open cup

	Special Diets (past/present): 


	What does the child think about his/her weight and shape? 




TOILETING/HYGIENE DEVELOPMENT
	Is the child currently toilet-trained?:  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, since what age?:

 

	 FORMCHECKBOX 
Diapers     FORMCHECKBOX 
Pullups
 FORMCHECKBOX 
 Panties  FORMCHECKBOX 
Daytime accidents?
 FORMCHECKBOX 
 Bedwetting?

	Did the child toilet train easily?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No 
Describe:


	Please check all that apply:  FORMCHECKBOX 
 Constipation
 FORMCHECKBOX 
 Frequent loose stool

	Describe any resistance to hygiene routines:



SLEEP DEVELOPMENT

	Where does the child sleep?:  FORMCHECKBOX 
 Solo (alone in own bed)   FORMCHECKBOX 
 With parent   FORMCHECKBOX 
 With sibling   FORMCHECKBOX 
 Other: 



	Does he/she sleep in a room alone or share a room with siblings/other?:  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Bedtime:                               
Average number of hours of sleep each night: 


	How does he/she wake up?:  FORMCHECKBOX 
 Slowly/Reluctantly   FORMCHECKBOX 
 Quickly/Eagerly

	Does child Nap?:  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If Yes for how long:


	Sleep Disturbances: (check all that apply)

	 FORMCHECKBOX 
Reluctance to go to bed


 FORMCHECKBOX 
Difficulty getting to sleep 

 FORMCHECKBOX 
Restless during the night 

 FORMCHECKBOX 
Talks/Cries in sleep

 FORMCHECKBOX 
Bad dreams



 FORMCHECKBOX 
Snoring/irregular breathing

 FORMCHECKBOX 
Frequent waking


 FORMCHECKBOX 
Difficulty getting up in the morning

	Describe any other concerns relating to sleep behaviors:



GENERAL HEALTH/MEDICAL HISTORY
	Primary Care Provider (PCP) Name:


	PCP Address: 

	Phone: 
	FAX: 

	Approximate Date of Last Medical Visit: 


	Reason for Visit: 



	Allergies to Medication: 


	Allergies to Other: 

 

	Please list any ongoing medical problems your child has: 

 

	Please list all current prescription medications, over the counter medications, herbal remedies, nutritional supplements: 

	Name of Medication/Supplement
	Dosage/

Frequency
	Purpose
	Prescribing/Recommending Provider’s Name

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Review of Systems:

	Below please check any of the following health problems that the child is currently experiencing or has experienced in the last three months. 

	General
	 FORMCHECKBOX 
 Sores that won’t heal
	Vascular

	 FORMCHECKBOX 
 Weight loss or gain
	Neck
	 FORMCHECKBOX 
 Pain in lower leg when walking

	 FORMCHECKBOX 
 Fatigue
	 FORMCHECKBOX 
 Lumps
	 FORMCHECKBOX 
 Leg cramping

	 FORMCHECKBOX 
 Fever or chills
	 FORMCHECKBOX 
 Swollen glands
	Musculoskeletal

	 FORMCHECKBOX 
 Weakness
	 FORMCHECKBOX 
 Pain
	 FORMCHECKBOX 
 Muscle or joint pain

	 FORMCHECKBOX 
 Trouble sleeping
	 FORMCHECKBOX 
 Stiffness
	 FORMCHECKBOX 
 Stiffness

	Skin
	Breasts 
	 FORMCHECKBOX 
 Back pain

	 FORMCHECKBOX 
 Rashes
	 FORMCHECKBOX 
 Lumps
	 FORMCHECKBOX 
 Redness of joints

	 FORMCHECKBOX 
 Lumps
	 FORMCHECKBOX 
 Pain
	 FORMCHECKBOX 
 Swelling of joints

	 FORMCHECKBOX 
 Itching
	 FORMCHECKBOX 
 Discharge
	 FORMCHECKBOX 
 Trauma

	 FORMCHECKBOX 
 Dryness
	 FORMCHECKBOX 
 Breast feeding (if applicable)
	Neurologic

	 FORMCHECKBOX 
 Color changes
	Respiratory
	 FORMCHECKBOX 
 Dizziness

	 FORMCHECKBOX 
 Hair and nail changes
	 FORMCHECKBOX 
 Cough
	 FORMCHECKBOX 
 Fainting

	Head
	 FORMCHECKBOX 
 Sputum
	 FORMCHECKBOX 
 Seizures

	 FORMCHECKBOX 
 Headache
	 FORMCHECKBOX 
 Coughing up blood
	 FORMCHECKBOX 
 Weakness

	 FORMCHECKBOX 
 Head injury
	 FORMCHECKBOX 
 Shortness of breath
	 FORMCHECKBOX 
 Numbness

	 FORMCHECKBOX 
 Neck pain
	 FORMCHECKBOX 
 Wheezing
	 FORMCHECKBOX 
 Tingling

	Ears
	 FORMCHECKBOX 
 Painful breathing
	 FORMCHECKBOX 
 Tremor

	 FORMCHECKBOX 
 Decreased hearing
	Cardiovascular
	 FORMCHECKBOX 
 Memory loss

	 FORMCHECKBOX 
 Ringing in ears
	 FORMCHECKBOX 
 Chest pain or discomfort
	 FORMCHECKBOX 
 Incoordination

	 FORMCHECKBOX 
 Earache
	 FORMCHECKBOX 
 Tightness
	 FORMCHECKBOX 
 Feeling of restlessness in legs, especially at night

	 FORMCHECKBOX 
 Drainage
	 FORMCHECKBOX 
 Palpitations
	

	Eyes
	 FORMCHECKBOX 
 Shortness of breath with activity
	 FORMCHECKBOX 
 Feelings of internal restlessness made worse by medication

	 FORMCHECKBOX 
 Vision loss/change
	 FORMCHECKBOX 
 Difficulty breathing lying down
	

	 FORMCHECKBOX 
 Glasses or contacts
	 FORMCHECKBOX 
 Swelling
	 FORMCHECKBOX 
 Involuntary movements of the tongue, lips, mouth

	 FORMCHECKBOX 
 Pain
	 FORMCHECKBOX 
 Sudden awakening from sleep with shortness of breath
	

	 FORMCHECKBOX 
 Redness
	
	 FORMCHECKBOX 
 Involuntary movements of other parts of body. Which ones?      

	 FORMCHECKBOX 
 Blurry or double vision
	Gastrointestinal
	

	 FORMCHECKBOX 
 Flashing lights
	 FORMCHECKBOX 
 Swallowing difficulties
	 FORMCHECKBOX 
 Hyper reflexes

	 FORMCHECKBOX 
 Specks
	 FORMCHECKBOX 
 Heartburn
	Hematologic

	 FORMCHECKBOX 
 Glaucoma
	 FORMCHECKBOX 
 Change in appetite
	 FORMCHECKBOX 
 Bruise easily

	 FORMCHECKBOX 
 Cataracts
	 FORMCHECKBOX 
 Nausea
	 FORMCHECKBOX 
 Bleed easily

	Nose
	 FORMCHECKBOX 
 Change in bowel habits
	Endocrine

	 FORMCHECKBOX 
 Stuffiness
	 FORMCHECKBOX 
 Rectal bleeding
	 FORMCHECKBOX 
 Heat or cold intolerance

	 FORMCHECKBOX 
 Discharge
	 FORMCHECKBOX 
 Constipation
	 FORMCHECKBOX 
 Hot flashes

	 FORMCHECKBOX 
 Itchiness
	 FORMCHECKBOX 
 Diarrhea
	 FORMCHECKBOX 
 Frequent urination

	 FORMCHECKBOX 
 Hay fever
	 FORMCHECKBOX 
 Yellow eyes or skin
	 FORMCHECKBOX 
 Excessive thirst

	 FORMCHECKBOX 
 Nosebleeds
	 FORMCHECKBOX 
 Abdominal Pain
	 FORMCHECKBOX 
 Change in appetite or weight


 FORMCHECKBOX 
 Sinus painightse visionovider). 

	ental health treatment (e.g. therapy/counseling, medication management by PCP, medication mana
	Urinary
	 FORMCHECKBOX 
 Night sweats

	Mouth/Throat
	 FORMCHECKBOX 
 Frequency
	 FORMCHECKBOX 
 Excessive sweating

	 FORMCHECKBOX 
 Bleeding
	 FORMCHECKBOX 
 Urgency
	Other 

	 FORMCHECKBOX 
 Dentures
	 FORMCHECKBOX 
 Burning or pain
	 FORMCHECKBOX 
      

	 FORMCHECKBOX 
 Sore tongue
	 FORMCHECKBOX 
 Blood in urine
	 FORMCHECKBOX 
      

	 FORMCHECKBOX 
 Dry mouth
	 FORMCHECKBOX 
 Incontinence
	 FORMCHECKBOX 
      

	 FORMCHECKBOX 
 Sore throat
	 FORMCHECKBOX 
 Change in urinary strength
	 FORMCHECKBOX 
      

	 FORMCHECKBOX 
 Hoarseness
	 FORMCHECKBOX 
 Frequent  night time waking  to urinate. How often?      
	 FORMCHECKBOX 
      

	 FORMCHECKBOX 
 Thrush
	
	 FORMCHECKBOX 
      


	Please check any of the following health problems that the child currently has, has had in the past, or that family members have had.   (Please include parents, siblings, children, aunts/uncles, grandparents)

	
	Past history?

· 
	Current?

· 
	Family History?
· 
	Relationship to your child?

	Anemia
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Asthma
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Cancer
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Chronic Pain
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Diabetes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Head Injury
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Heart Disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	High Blood Pressure
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	High Cholesterol
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	HIV+
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Kidney Disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Liver Disease (including hepatitis)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Seizures/Epilepsy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Stomach/GI Problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Thyroid Disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Other, Specify:      
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Other, Specify:      
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	


EDUCATIONAL HISTORY

	Current School:                                        Current grade:            
 If not enrolled in school please describe reason:


	Does your child have  FORMCHECKBOX 
IEP  FORMCHECKBOX 
504plan  FORMCHECKBOX 
Other  Please describe why and what is listed in IEP/504:


	Describe the child’s academic performance in school: 


	Are there problems going on at school that you are aware of? 


	Does the child engage in any extra-curricular activities? 



SUBSTANCE USE HISTORY
	Child’s substance used current or past…
	First Use?
	How Much?
	How Often?
	Last Use?
	Consequences of use? Tolerance, withdrawal, legal or relationship consequences?

	Caffeine
	
	
	
	
	

	Tobacco
	
	
	
	
	

	Alcohol
	
	
	
	
	

	Drugs 

Type:      
	
	
	
	
	

	Medications not prescribed to them?

Type:       
	
	
	
	
	


________________________________________________

_______________________________
Guardian Signature






Date

[image: image1.png]
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