
ChitdlAdolescent Intake

2M East futsin Street
Eat{atpe, I[fffisis, 61450

Date of Birth

Phorc#

Age_ lVlarital Status

Phceof employment

Age _ lt{arital Status

Plrce of employment

Drd Joint O0rer (rpoctry)

Pm,soNAL TNFTOBMATION

Child/Adolescent' I Name

Addrccs

FAMILY INFORMATION

Molterts name

Education Phme#

Fathrts name

Educrtion Phone #

Who has tegatcurtody? Mom-

Sibtfrtg! - Nsmes end ager

Who livec in home wtth chtld?

INSURANCE (the ofice will need a copy of both sides of yanr insururce cmd)

Name ofinsurance provider

krsuedName

Polioy # Group #

FAMILY HISTORY (Mother/Father)

Physioal or Psychiahic Illness

Phone #

ID#

SSN #

Leaming Problerns

CHILD'S,IIEALTII HISTORY

Physician qr Pediatician

Illnesses other than usual ohildhood illnesses? If so, what and when?

Any signifi6aal losses the child has experienoed

Phone #

Any hospitalizations or surgeries

Curre,nt medioations

Any previous squnseling? With whcm?

Any suicidal ideation?

Any infectious deseases? Yes -No

Any sleep or appetite problenns?

When?

Ifyes, explain

No Ifyes, explainAny histcry of physical or se,ilal ahrse? Yes

scIIooI, rMoRry.I+TroN
Name of sohool

Anyproblems at school?

RNASON FOR SEEKING IIEI,P

I give my permforion for lhe mfoor named above to participete in th connseling sGwices of New Hopc Comseling

Perents/Guardians Signature Date-


