HEALING GRACE CHILD INITIAL EVALUATION

Parents/Guardians, please complete this form for children under 16 years old and give it to your child’s therapist at the time of your first appointment.  This information will help your child’s therapist identify problem areas and provide the best treatment possible.
CHILD'S NAME 








DATE 




A.  PARENT QUESTIONS: 
1.  Are the parents of this child divorced/separated/never married?
   ( Yes
      ( No

     If yes, what are the custody arrangements? (circle)
Joint   Sole   Other 





     If joint custody exists, are both parents aware of the child’s involvement in counseling?  ( Yes  ( No   

2.  Was this child adopted?
( Yes
( No

3.  Feelings related to parenting (circle one for each statement): 1=Never  2=Somewhat  3=Often  4=Always

     I am worried about my child.





1
2
3
4

     I am confident in childrearing.




1
2
3
4

     I have conflict with others related to how I discipline my child.
1
2
3
4

C.   FAMILY HISTORY:  Specify whom (parent, sibling, aunt/uncle, grandparent, etc.)
1.   Psychiatric problems  











2.   Depression or Anxiety 











3.   Abuse of alcohol or drugs 











4.   Suicidal behavior 












5.   Physical violence 












6.   Health conditions (or deceased) 










D.  DEVELOPMENT HISTORY:
1.  Did this child’s biological mother use alcohol or drugs during her pregnancy?     (  Yes     (  No

     If yes, what substances? 











2.  Did the biological mother experience unusual stress or health complications during this child’s pregnancy?

     (  Yes    (  No      If yes, describe: 










3.  Did the child experience any trauma at birth (anoxia, etc.)?      (  Yes     (  No
     If yes, explain: 












4.  Were the child’s developmental milestones (walk, talk, toilet training, etc.) within normal limits?

     (  Yes     (  No
If no, explain: 









 
E.  EMOTIONAL & BEHAVIORAL HISTORY:  Child and Family
1.  Has your child ever seen a counselor/therapist before?      (  Yes     (  No


2.  Has your child ever been hospitalized for emotional/behavioral reasons?     (  Yes     (  No


3.  Has your child taken medications for emotional or behavior problems?    (  Yes     (  No   

     If yes, specify drug name: 











4.  Has your child ever received psychological testing (WISC-III, etc.)?     (  Yes     (  No
     If yes, describe: 












5.  Has your child ever witnessed violence (domestic, homicide)?     (  Yes     (  No     (  Unsure
OVER PLEASE

6.  Has your child ever suffered from physical abuse or neglect?     (  Yes     (  No     (  Unsure

7.  Has your child ever been a victim of sexual abuse?     (  Yes     (  No     (  Unsure
F.  MEDICAL:

1.  Please list all prescription and over the counter medications/supplements your child is currently taking          
     (include doctor's name):

























2.  Identify health problems your child has had (P) or has now (C).

     ___Allergies



___Asthma



___Headaches

     ___Seizures



___Head Injury



___Encephalitis

     ___Meningitis


___Unconsciousness


___Concussions

     ___Cancer



___Heart Problems


___Sinus Problems

     ___Hearing Problems

___Vision Problems


___Other serious illnesses
G.  SCHOOL FUNCTIONING:
1.   If your child is school age, please state the grade and school your child attends: 




2.  Does your child appear motivated for school?  
(  Yes     (  No     (  Unsure
3.  Has your child ever been suspended or expelled from school?            (  Yes     (  No     

4.  Has your child ever been diagnosed with a learning disability or attention deficit?      (  Yes     (  No
     If yes, describe: 












5.  Does your child have difficulty making friends or getting along with peers?     (  Yes     (  No     (  Unsure
H.  CURRENT SYMPTOMS:

    Please circle all words or phrases below that describe what your child is experiencing.  Also, identify the
    frequency of each symptom by placing a number from the following scale in the blank.                                                                                                   
1=Sometimes (1-2 days/week)2=Often (3-4 days/week)3-Most days (5-6 days/week)4=Always (7 days/week)
	Very Unhappy
	
	Irritable
	
	Temper Tantrums      
	
	Withdrawn
	
	Daydreaming
	

	Fearful
	
	Phobic
	
	Sluggish
	
	Distractible
	
	Impulsive
	

	Peer Conflict
	
	Disobedient
	
	Argumentative
	
	Regressed
	
	Destructive
	

	Animal Cruelty
	
	Cutting Self
	
	Sibling Violence
	
	Overactive
	
	Legal Trouble
	

	Running Away
	
	Stomachaches
	
	Head Banging
	
	Rocking Self
	
	Bed Wetting
	

	Soiled Pants
	
	Fire Setting
	
	Hallucinations
	
	Mute
	
	Stealing
	

	Suicide Talk
	
	Failing Grades
	
	School Refusal
	
	Drug Use
	
	Alcohol Use
	

	Insomnia
	
	Overeating
	
	Poor Appetite
	
	Bullying
	
	
	


I verify that I have completed this form to the best of my knowledge.

Signature








Date
CHILD INITIAL EVALUATION CONTINUED
PRESENTING PROBLEM: 

1.  Please describe the problem(s) that prompted you to seek help for your child/family:



















2.  When did these symptoms/problems begin? (Approximate date): 






3.  Please describe any changes that might have contributed to development of the problem: 


























 





PARENT QUESTIONS:

If your child is adopted, please describe when and why: 




































EMOTIONAL & BEHAVIORAL HISTORY: (Child and Family)

1.  If your child has seen a counselor/therapist before, please describe and list the provider's name: 






























2.  If your child has ever been hospitalized for emotional/behavioral reasons, please describe: 































3.  If you child ever witnessed violence (domestic, homicide), please describe:

































4.  If your child ever suffered from physical abuse or neglect, please describe: 

































5.  If your child has ever been a victim of sexual abuse, please describe: 


































SCHOOL FUNCTIONING:

If your child has ever been suspended or expelled from school, please describe: 

































THERAPY GOALS: 

 What would you like to accomplish in child/family therapy?
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