CROSSWAY COUNSELING
CHILD CLIENT INTAKE 

Name ___________________________________________ Date _________________
	First		  Middle		       Last

DOB ___________ Age_____ Grade _____ School attending_____________________

Lives with __________________________   Main Phone # _______________________

Address____________________________City:______________State:____Zip:______

Child is:     Biological       Adopted               Parents are:  Married    Separated    Divorced

Legal Guardian__________________________________________________________

Father ______________________________   DOB _____________________________
Father’s Address __________________ City_______________State____Zip_________
Father’s Employer ___________________ Father’s Occupation___________________
Father’s Main Phone# ____________________________________________________
StepParent’s Name ____________________Employer & Occupation_______________

Mother ____________________________ DOB  _______________________________
Mother’s Address ____________________City______________State____Zip________
Mother’s Main Phone # ___________________________________________________
Mother’s Employer____________________ Mother’s Occupation__________________
StepParent’s Name___________________ Employer & Occupation________________

Primary Insured’s Full Name _______________________________ DOB ___________
Relationship to client ____________________Employer_________________________ 
Insurance Company ___________________ Group# ___________________________
Contract/Policy # ________________________________________________________

Secondary Insurance Company______________________Secondary Group#________
Secondary Ins. Contract/Policy#_____________________________________________
Secondary Insured’s Full Name_____________________________ DOB____________
Employer___________________ Relationship to client__________________________
[bookmark: _GoBack]
Person to contact in case of emergency ______________________________________
Phone # ___________________  Relationship to client __________________________


List all members of your family and all others living in the home:

Name			             Age			              Relationship




Have major changes of any kind occurred in your family during the past five years (moves, changes in family composition, changes in schools, illness/disability, etc.): 




Has there been any counseling for the client and/or anyone else in the family in the past?  Yes   No   If yes, who? ______________________________________________
When? _______________________ Where? __________________________________

List any significant health problems for which the client is currently receiving treatment:
____________________________________________________________________________________________________________________________________________

Is the child on medication?   Yes   No     If yes, please name the medication, dosage and prescriber____________________________________________________________________________________________________________________________________

Child’s Primary Physician _________________________________________________

Who referred you to Crossway Counseling today _______________________________

Church attendance:  Yes   No    Where?______________________________________

Briefly describe your reason(s) for seeking help today and what you hope to gain or to change by coming: 



Pease circle any of the following problems that pertain to the client. What Date did these problems start? : ________________________________________________________
Anxiety		Depression		Fear		         Shyness
Health problems	Sexual issues 		Self-Harm                Loneliness
Grades		Divorce		Anger/Temper         Friendships
Self-Control		Relaxation		Stress		         Lack of Ambition
Making decisions  	Insomnia		Attention/Focus        Behavioral Issues
Inferiority feelings	Eating Disorder          Traumatic Event       Social Skills
Alcohol Use		Homicidal thoughts	Appetite                    Headaches/Migraines
Drug Use		Suicidal thoughts	Fatigue	         Stomach Troubles
School  	            Nightmares                 Separation               Intrusive Thoughts Grief                            Unhappiness              Other__________________________________________________________________
