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Child/ Adolescent Questionnaire

Patient’s Name:

Date of Birth: /

/ Patient’s Birthplace:

Person completing this form:

Who Referred you to our Practice?

Sex: OM [OF

Relation to Child:

Please check all of the behaviors and symptoms that you consider problematic:

O Distractibility
LIHyperactivity
Climpulsivity
[JBoredom

[IFear away from home
[JSocial discomfort
[IPhobias
[JObsessive Thoughts
[JCompulsive behavior
[JRacing thoughts
[JWide mood swings
[ISuspicion/ paranoia
[JHearing Voices
[IPoor memory/
confusion

[CJChange in appetite
Cwithdrawal from people
ClAnxiety/worry
[JPanic attacks
[IFrequent Arguments
Uirritability/anger
OPeer/sibling conflict
[IStealing

[IDestroys property
[CJRunning away
[JSwearing

[ICurfew Violations
CLying

[CIRecurring, disturbing
memories

[Visual Hallucinations
[IDefiance
[1Aggression/fights
[JHomicidal thoughts
[CINightmares
[Toileting Problems
CFire Setting
CdWork/School Problems
[ILegal Problems
[ISexual Behavior
[JComputer addiction
[JAlcohol/drug use
[JLack of motivation
[1Other:

[IManipulative behavior
CINo/few friends
[1Eating problems
[ISleep problems
[JSadness/depression
[JHopelessness
OThoughts of Death
[ISelf-harm behaviors
[ICrying Spells
[Loneliness

[Low self-worth
CIFatigue

Please Briefly describe the problems for which you are seeking help at this time:

Approximate date of onset of problems:




Has the patient ever received outpatient mental health treatment? L] No L] Yes
If yes, please list in order, including Psychological, School, or 1Q testing:

Clinician/ Doctor Approximate Date of Type of Evaluation How Often did you visit
Evaluation/Treatment said Clinician/Doctor
Has the patient ever received inpatient mental health treatment? [ No L] Yes

If yes, please list in order:

Hospital Name Dates of Treatment Reason for hospitalization

Has the patient ever threatened or attempted suicide? ] No ] Yes
If yes, please explain:

Family Psychiatric History: Please note any history of ADHD, Learning Disorders, Depression,
Bipolar Disorder, Anxiety Disorders, Obsessive-Compulsive Disorder, Tic/ Tourette’s,
Schizophrenia, Drug or Alcohol Abuse, Suicide attempts, or other Psychiatric Problems in your
grandparents, parents, siblings, or 1%t cousins.

Affected Family Member Type of Mental lliness or SA Treatment (If Any)




Please tell us a little about the Patient’s childhood development:

Please answer the following as best as you can recall:

Pregnancy- Please check and describe any that apply to the mother’s pregnancy with the

patient:

[] Received prenatal care

[] Drank alcohol during pregnancy

[] Smoked during pregnancy

[] Used drugs during pregnancy

[ Took Medications

[ Infection(s)

[] Nausea or vomiting

[] Severe Emotional Distress

[] Elevated blood pressure

[ ] Diabetes of pregnancy

[] Pre-eclampsia

] Premature labor

[] Threatened miscarriage

Motor Development — sitting, crawling, walking, etc.
Speech and Language
Self-Help Skills- dressing, brushing, toileting, hygiene, etc.

Please tell us a little about the patient’s social history:

Current City of Residence:

CINormal [IFast [ISlow
[INormal [JFast [ISlow
LINormal [IFast [ISlow

Currently Living with: [] Both Bio parents [IBio Father
Please Explain Other:

[IBio Mother [1Other:

Other Children in Family: (] No L] Yes If yes, please list:
Name of Child Age
Is the patient adopted? L] No L] Yes

If yes, please explain the circumstances of the adoption:




Has the patient ever experienced or witnessed any physical abuse, sexual abuse, or neglect?
] No [1Yes
If yes, please describe:

Please tell us a little about the patient’s school history:

Name of School: Grade:

Current Academic Performance: JGood ClFair ClPoor CIN/A
Past Academic Performance: [JGood ClFair CIPoor

Past Behavioral Performance: [1Good CIFair [IPoor

Grades Repeated:

Has the patient ever been in any special education programs? (] No L] Yes
If yes, please explain:

Any known learning disabilities? L1 No L] Yes
If yes, please explain:

Legal Problems:
Has the patient ever been arrested or had any legal charges files against them?
[] No [ Yes
If yes, please explain:

Substance Use:
Do you suspect that the patient has ever used tobacco, alcohol, or drugs? [ ] No L] Yes
If yes, please explain:




Please tell us a little about the patient’s medical history:

Who is the patient’s Primary Care Doctor?
When was his/her last physical examination?
Does the patient have any current Medical Problems?

If yes, please explain:

1 No

] Yes

If applicable, please list any PAST psychiatric medications:
If we have not provided enough space please feel free to use the bottom or back of this page.

Medicine #1

Medicine #2

Medicine #3

Medicine #4

Medicine #5

Name of
Medicine

Strength

How many pills
do you take at a
time?

How many times
of day do you
take this
medicine?

What does this
medicine treat?

Name of
prescribing
doctor?

Please list any CURRENT Medications on the last page.




If applicable, please list any CURRENT medications:

If we have not provided enough space please feel free to use the bottom or back of this page.

Medicine #1

Medicine #2

Medicine #3

Medicine #4

Medicine #5

Name of
Medicine

Strength

How many pills
do you take at a
time?

How many times
of day do you
take this
medicine?

What does this
medicine treat?

Name of
prescribing
doctor?

Patient Signature

Relationship to patient

Date




