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Child’s name:           
                                                              Birth date: 


 Grade:______

Today’s Date: ____________________________________________
* DIRECTIONS:  Please complete this form to the best of your ability; answer all questions, even if some do not seem to apply.  If you do not understand a question, please ask the person who gave you this form to help you.

FAMILY BACKGROUND

Mother/ Female caretaker’s name:










Relationship to child: (select one): ( natural     ( step     ( adoptive    ( foster    ( other: 




Occupation:






Father/Male caretaker’s name: 












Relationship to child: (select one): ( natural     ( step      ( adoptive    ( foster    ( other: 



Occupation: 





 
Does this child have other parent(s)/stepparent(s)? ( yes  
( no

If yes, please provide the following information.

Name: 






  Relationship to child: 







Address: 






  Phone: 





Name: 






  Relationship to child: 







Address: 






  Phone: 





With what adult(s) does this child live? 










Has this child ever experienced any parental separations, divorces, or death?  ( yes  
( no



If yes, when? 




  How old was the child at the time? 




Please describe the circumstances. 























If parents are separated or divorced, who has custody of this child? 







How often does the other parent see this child? (check one)

( Weekly or More Often 
( Once or twice a month
( Few times a year
        ( Never

Please list everyone living in the house.  List all brothers and sisters, and any other children living with the family.

	Name 
	Age 
	Relationship to Child
	Living at home?

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


How would you describe your child’s relationship with their mother? 




















How would you describe your child’s relationship with their father? 




















How does this child get along with brother(s) and/or sister(s)? 






















Check the activities that your child often participates with the family.

( Movies
( Games 
( Meals 
( Sports
( Trips 
( Church
( Television

( Conversations

( Visits with Relatives 

( Other 






What are the best things about your child- strongest points, nicest qualities, subjects enjoys or does well in? 





























What are some things that worry you about your child- troubles, weaknesses, most difficult about raising?  





























What discipline strategies do you use at home (verbal reprimands, timeout, isolation, removal of privileges, physical punishment)?  How successful have different strategies been? 


































What misbehaviors or acting out behaviors are the most frequent? 




















What nervous habits does your child have (nail biting, twitching, stuttering)? 



















What fears does your child have? 
























Is your child open about his/her thoughts and feelings?  Who can he/she confide in? 


















What makes your child angry? 


























DEVELOPMENTAL HISTORY

Pregnancy

Did mother receive prenatal care? ( yes 
( no

How was mother’s health during pregnancy? ( good 
( fair
      ( poor

Were there any complications or prenatal exposure during the pregnancy? ( yes      (no

__________________________________________________________________________________________           

Delivery

Length of pregnancy 




Birth Weight 







Were there complications during the delivery?  ( yes     ( no
__________________________________________________________________________________________

Infancy

Did this baby experience any health problems during infancy, such as high fever, significant illness, hospitalization, seizure, injury? Explain: 

























Was this baby colicky? ( no
( yes, describe length of time and treatment: 



















Was this child an easy baby? Not cry a lot, followed a schedule fairly well? 

( very easy    ( easy      ( average     ( difficult     ( very difficult

At what time did this child do the following?  Please indicate year/month of age.

Crawl 






Speak First Words






Walk Alone 





Toilet Trained Fully (day and night)



Preschool Years –age 1 to 5 

( Generally Happy

( Rapid Mood Changes
( Irrational Fears
( Overactive

( Defiant/ Argumentative
( Eating Problems

( Bed Wetting

( Temper Tantrums

( Trouble Walking/Running
( Trouble Cutting/Coloring
( Excessive Crying
( Sleeping Too Much

( Speech/Language Problems
( Trouble Relating to Others
( Trouble Sitting Still
( Sleeping Too Little

How would you rate the activity level of your child as an infant/toddler? 

( very active     ( active     ( average     ( less active      ( not active

How would you describe your child’s gross motor coordination( walking, running, skipping, balance)?

( good

( fair 

( poor

How would you describe your child’s fine motor skills (writing, coloring, and cutting skills)?  

( good     
( fair       
( poor

Was your child ever evaluated for or receive occupational therapy or physical therapy?  

( no 

( yes, describe: 










What is the primary language spoken in the home? 









Is your child’s speech clear/ easily understood?   ( no

( yes

Has your child ever received speech therapy? (no
( yes, where? How long? What reason? 
















Does your child avoid eye contact or appear to be “looking through” others when speaking?   ( no
( yes

Does your child use an unusual tone of voice (high pitched, rhythmic) or speak in an overly formal manner for age?   ( no
( yes

Does your child make any unusual vocalizations (high pitched squeals, vocal tics)?  ( no 
     ( yes

Does your child seem only to want to talk about their own interests in conversations?  ( no
( yes

MEDICAL HISTORY

How would you describe your child’s current health? ( very good     ( good     ( fair     ( poor     ( very poor

Check all that apply, and indicate age. 

( Head Injury 





 ( Headaches 





 
( Loss of Consciousness 



 ( Unusual Illness 





( Physical Complaints 




 ( Hyperactivity 





( Broken Bones 




 ( High Fever 






Has your child ever been hospitalized? ( no
( yes   If yes, when and for what reason?

















Does your child have a history of accidents (broken bones, stitches, lost teeth, head injury)?  ( no     ( yes   If yes, describe, including ages of occurrences: 









Does your child have a history of any surgeries (tonsillitis, adenoids, hernia, appendicitis)?  ( no      ( yes  If yes, describe with ages of occurrences: 











Is there any suspicion of alcohol or drug use by child?  ( no     ( yes, describe: 





Does your child have frequent headaches? ( no      ( yes, describe: 







Child’s hearing? ( good     ( fair
( poor

Ever wear hearing aids? 




Child’s vision?  ( good
     ( fair
( poor

Ever wear glasses/contacts? 




Does your child have any problems sleeping?  

( none  (difficulty falling asleep  (sleep continuity disturbance  ( early morning awakening  ( restless sleeper

Bedtime: 





What time wakes up: 





Are there any concerns about appetite?  









What is your child’s current activity level compared to other children his/her age? 

( quite overactive   ( overactive    ( average    ( a bit underactive     ( lethargic

Has your child ever been on any medications? ( no
( yes   If yes, when and what kind? ________________
__________________________________________________________________________________________

Is your child currently taking any medications?  ( no
( yes   If yes, please list medication(s) and for what reason. 



























Do any medical illnesses run in your family (seizures, thyroid problems, allergies, etc…)? 

( no     ( yes, describe:


























Medical Care

Name of Child’s Doctor 





 

How often does this child see a doctor? 




 Date of last visit 



Has this child ever been physically or sexually abuse?  (no     ( yes   

*If yes, please discuss with person who gave you this form.

Has your child ever had any of the following forms of psychological treatment?  (If yes, indicate months)

( Individual psychotherapy       

( Family therapy with child  

( Inpatient evaluation/treatment

( Group psychotherapy 

( Residential treatment


Has your child ever had a neurological exam? ( no 
(yes 


If yes, Neurologist’s name 




 Phone 






Date of Exam 



 Reason for exam 



















Has your child ever had a psychological or psychiatric exam? ( no 
( yes


If yes, Doctor’s name 





 Phone 






Date of Exam 



 Reason for Exam 



















SCHOOL HISTORY

Does or did this child attend preschool/daycare? ( no 
( yes   At what age? 







Amount of time per day? 



 Days per week? 





Any problems in preschool? ( no    ( yes  Describe 




















Does or did this child attend kindergarten? ( no 
   ( yes


Any problems in kindergarten? ( no 
( yes   Describe 



















Did your child have difficulty adjusting to school? ( no
( yes   Describe 






Has your child ever repeated a grade? ( no
( yes  If yes, when/why? 



















Has your child ever skipped a grade? ( no 
( yes  If yes, when/why? 



















Has your child ever been in any remedial programs, such as special reading or math? ( no     ( yes   If yes, when and what program? 

























Has your child’s teacher reported any behavioral or academic problems in the classroom? ( no
   ( yes  If yes, when and what problems? 

























What does your child like about school? 

























What does your child dislike about school? 























What are your child’s study habits? 
























Are there concerns regarding homework (time spent, help required)? 




















Have any additional instructional modifications been attempted? 

(Behavior modification program    ( daily/weekly report card     (summer school     ( tutoring outside of school
Past and current interventions and services your child has received in the school setting and/or outside of the school setting. 









































FRIENDSHIPS

Does your child seek friendships with peers? ( no
( yes 







Does your child have problems relating to or playing with other children?  ( no
( yes  If yes, describe. 
















Does your child frequently fight with playmates? ( no
( yes  If yes, explain 



















Are you satisfied with the choices your child makes in friends? ( yes    ( no  If no, explain. 

















Does your child prefer to play with younger children? ( no 
( yes 






Does your child have difficulty making friends? ( no
( yes 







Does your child prefer to play alone? ( no
( yes 








Are there any children in the neighborhood with whom your child could play?  ( no     ( yes 



What role does your child take in peer group games (for example, leader, follower, etc.)? 


















What responsibilities does your child have at home? 






















What activities does your child enjoy?


Sports: 














Hobbies: 













Other: 













Has your child interest in participating in these declined recently?  ( no
( yes   If yes, describe. 
















Behavior Checklist

Which of the following are considered to be a significant problem currently?

( Fidgets 




( Difficulty remaining seated

( Easily distracted



( Difficulty awaiting turn

( Difficulty following instructions

( Difficulty sustaining attention

( Difficulty playing quietly


( Often talks excessively

( Often interrupts or intrudes on others

( Often does not listen

( Often loses things



( Shifts from one activity to another without finishing the first

( Often blurts out answers to questions before they’ve been completed


( Often engages in physically dangerous activities, explain: 








At what age did these problems begin? 











Which of the following are considered to be a significant problem currently?

( Often loses temper



( Often argues with adults

( Often blames others for own mistakes

( Often actively defies or refuses adult request or rules 

( Is often touchy or easily annoyed by others
( Is often angry or resentful

( Is often spiteful or vindictive


( Often swears or uses obscene language

At what age did these problems begin? 











Which of the following are considered to be a significant problem currently?

( Stolen without confrontation


( Stolen with confrontation

( Often lies




( Run away from home overnight at least twice

( Deliberate fire setting



( Often truant from school

( Breaking and entering


( Destroyed others’ property

( Cruel to animals



( Used weapons in a fight

( Often initiates physical fights


( Physically cruel to people

At what age did these problems begin? 











Which of the following are considered to be a significant problem currently?

( Persistent school refusal


( Persistent refusal to sleep alone

( Persistent avoidance of being alone

( Repeated nightmares regarding separation

( Unrealistic and persistent worry that a calamitous event will separate the child from loved ones

( Unrealistic and persistent worry about possible harm to loved ones

( Somatic complaints (headaches/stomachaches, with no medical cause)

( Excessive distress in anticipation of separation from loved ones

( Excessive distress when separated from home or loved ones


At what age did these problems begin? 











Which of the following are considered to be a significant problem currently?

( Unrealistic worry about future events

( Unrealistic concern about competence

( Marked self consciousness


( Excessive need for reassurance

( Marked inability to relax 


( Unrealistic concern about appropriateness of past behavior

At what age did these problems begin? 











Which of the following are considered to be a significant problem currently?

( Suicidal ideation or attempt


( Depressed or irritable mood most of the day, nearly every day

( Diminished pleasure in activities

( Feelings of worthlessness or excessive inappropriate guilt


( Psychomotor agitation or retardation

( Fatigue or loss of energy

( Diminished ability to concentrate

( Insomnia or hypersomnia nearly every day

( Decrease or increase in appetite associated with weight gain/loss

At what age did these problems begin? 











Which of the following are considered to be a significant problem currently?

( Poor appetite or overeating

( Depressed or irritable mood most of the day (about once a year) 

( Insomnia or hypersomnia

( Low energy or fatigue

( Low self esteem


( Poor concentration or difficulty making decisions

( Feeling of hopelessness

( Never without symptom for more than 2 months in 1 year period

At what age did these problems begin? 











Any other additional information you feel is important for this evaluation: 




























































































































































































Parent/Guardian Signature: 





 Date: 





Client Services Agreement
Name of Client: 
  Name of Responsible Party (if different): 



TREATMENT:

I understand that I must be committed to attend sessions on a consistent basis in order to receive the greatest benefit from therapy. Although I may stop therapy at any time, I agree to inform my therapist of my decision prior to my last visit. If my therapist believes that I can receive more effective treatment elsewhere, I will be given referrals. I understand that I may not attend a session if I am under the influence of alcohol or drugs, or if I am in possession of a dangerous weapon. My signature below indicates my desire and consent to receive mental health services from _____________________________________.

PAYMENT & INSURANCE REIMBURSEMENT:

I understand that I (the client) am fully responsible for the payment of all fees for services provided regardless of any insurance coverage I may have. I understand that it is ________________’ policy that the fee for any session is payable at the beginning of the session. UBHS accepts cash, checks or credit cards as forms of payment. All sessions are 45 - 60-minutes in length. The fee for an initial intake session is $150.00. Follow up session fees for individuals, couples or families is $125. While sessions are not conducted by phone, if an emergency phone consultation is initiated by the client, the first 10-minutes are at no charge. However, $25.00 will be billed to your account for each subsequent 15-minute period. This office offers a sliding scale fee based on client income

I understand that if I have insurance, ________________________ will either file the claim on my behalf or will provide me with the necessary information so that I can file the claim. I understand that I am ultimately responsible for any therapy fee(s) not covered by my insurance carrier. Co-pays and non-covered services are payable at time of service unless other arrangements have been made. In the event that insurance is billed on my (the client) behalf, I authorize payment of mental health benefits to _______________________________.
CANCELLATIONS AND MISSED APPOINTMENT POLICY

I understand that unless a verifiable emergency exists, I must cancel or re-schedule my appointment 24 hours in advance. Same-day cancellations will incur a $50 fee applied to my account and my failure to attend a scheduled appointment without cancellation (a “no-show”) will incur a $125 fee to my account. I can expect an invoice to be mailed directly to me if I do not show up or timely cancel a scheduled appointment.  The voicemail system at ___________________ records the day and time of all messages left. If I cancel appointments on a consistent basis or miss appointments twice in a row without reasonable cause, ______________ reserves the right to refer me elsewhere for services. I understand that this policy is not meant to be punitive, but instead is to request consideration for the professionals who are providing me a valuable service. My appointment time is reserved for me at the exclusion of others who may be waiting to see the therapist. Since ____________’ practice is fee for service, my late cancellation or failure to show for an appointment may result in a loss of income for the therapist.

My signature below indicates that I have read, understand, and agree to the statements made above regarding Treatment, Payment & Insurance Reimbursement, and Cancellations and Missed Appointment Policy.

Client (or responsible party’s) signature: 



Date: 





Consent for Treatment

Client Name: 








I, ____________________________, understand that I have the right to agree to, or to refuse mental health services provided by____________________________. By signing below, I am indicating my desire to receive Mental Health services from________________________________. 

Limits of Confidentiality

I understand that the contents of a counseling, intake, or assessment session are protected under the confidentiality laws of the State of Michigan. Both verbal information and written records about a client cannot be shared with another party without the written consent of the client or the client’s legal guardian. It is the policy of this office not to release any information about a client without a signed release of information. Noted exceptions are as follows:

· Signed authorization to release information to a specific individual or organization.

· Therapist determination that you may harm yourself or someone else

· Disclosure of abuse, neglect, or exploitation of a child, the elderly, or disabled

· Disclosure of professional misconduct of another mental health professional

· Court order or requirement by law to disclose information

· Prenatal exposure to controlled substances
· In the event of a client’s death (the spouse or parents of a deceased client have a right to access their child’s or spouse’s records)

· Minors/Guardianship (parents or legal guardians of non-emancipated minor clients have the right to access the client’s records)

· Insurance Companies (only information required for billing purposes)

By signing my initials next to the statements below and signing this document, I agree to the following statements:

________ I am consenting to receive mental health services from ___________________________
________ I understand my right to confidentiality and the above noted exceptions.

Client 1 Name (please print): 









___
Client 1 signature: ______________________________________
Date: _____/_____/______

Consent to Use and Disclose Your Health Information (HIPPA)
This form is an agreement between you, and _________________________________________ When we use the words “you” and “your” below, this can mean you, your child, a relative, or some other person if you have written his or her name here:

 



.

When we consult, evaluate, diagnose, treat, and/or refer you, we will be collecting what the law calls “protected health information” (PHI) about you. We need to use this information in our office to decide on what treatment is best for you and to provide treatment to you. We may also share this information with others to arrange payment for your treatment, to help carry out certain business or government functions, or to help provide other treatment to you. By signing this form, you are also agreeing to let us use your PHI and to send it to others for the purposes described above. Your signature below acknowledges that you have read this notice and are aware our notice of privacy practices, which explains in more detail what your rights are and how we can use and share your information is available to you upon request.

If you do not sign this form agreeing to our privacy practices, we cannot treat you. In the future, we may change how we use and share your information, and so we may change our notice of privacy practices. If we do change it, the new information will be available In our office or you can request a copy by calling us at 1(888) 974-6638. 

If you are concerned about your PHI, you have the right to ask us not to use or share some of it for treatment, payment, or administrative purposes. You will need to submit any limitation requests in writing. Although we will try to respect your wishes, we are not required to accept these limitations. However, if we do accept them, we commit to abide by the limitations that you have requested. After you have signed this consent, you have the right to revoke it by submitting a written request to our Records Department. Upon receipt of your request, we will discontinue using or sharing your PHI. However, please be advised that we may have already used or shared some of it, and that information cannot be retracted.

____________________________________________
_____________________ 
Signature of client or personal representative 

                Date
____________________________________________

__________________________________________
Printed name of client or personal representative 




Relationship to the client










Revised 09/13
Revised 03/2014
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