CHILD’'S INFORMATION SHEET Date N

Child’s Name M__ F__ SSN AGE

First Middle Last
[Home Address City State ___ Zip .
Home Phone Place of Birth Birthdate _

Who referred you hear/how did you learn about us?

Mother or Guardian Biological __ Step ___ Adoptive ___ Foser

Address (if different) City State Zip
.Home phone Work phone Religion
Age Date of Birth Occupation Employer

Father or Guardian Biological ___ Step __ Adoptive _ Foster

Address (if different) City State Zip
Home phone Work phone : Religion
Age Date of Birth Occupation Employer
List all persons living in the home with the child:
Name , Relationship ' Age
Name Relationship Age
Name Relationship Age
Name Relationship Age
Health Insurance:
Primary Insurance: Policy Holder’s name:

SSN DOB Employer

Policy / ID number Co-pay amount Deductible

Secondary Insurance: Policy Holder’s name:

SSN DOB Employer

Policy / ID number Co-pay amount Deductible _

Is Managed Care Pre-Authorization needed? Company name

telephone case manager name




Medical / Developmental History

Birth weight Problems with birth / delivery?

Toilet Trained

Age walked Talked well

Childhood diseases / Health problems?

Allergies?
Current weight height Recent weight loss?
Medications: :
Name dose/day physician
Name dose/day physician
Cigarettes? ___ No Yes packs per day Average hours of sleep per night?

Alcohol? __ _No __ Yes age of first use typical use pattern

Drugs? __No __ Yes age of first use typical use pattern

Prior counseling / therapy / substance abuse treatment?

Prior counseling / therapy / substance abuse treatment for family members?

Educational and Social History:
Grade _ Teacher

School
Most recent grades Special Education?

Behavior Problems?

Childhood abuse or history of traumé?
Interests and hobbies?
Friendship / social problems?

Deseribe the problem or issuc that brings this child to evaluation or treatment:

Relationship to Child Date

Signed




