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FullCircleT herapy Center,PLLC

N icoleSiegel,LCSW ,LCDC

ChildIntakeForm andIdentifiableInform ation

Child’sN am e:_____________________________________________ Date:________________________

Child’sAddress:__________________________________________________________ Apt__________

City:__________________________________ S tate:_____________________ ZipCode:___________

Child’srace:__________ DateofBirth_____/_____/_____ Age:________Gender:________M ________F

Father’sN am e:_________________________________DateofBirth_____/_____/_____ Age:________

Father’sEm ployer:___________________________________O ccupation:_________________________

M other’sN am e:_________________________________DateofBirth_____/_____/_____ Age:________

M other’sEm ployer:___________________________________O ccupation:________________________

L egalGuardian’sN am e/relationship(ifdifferentfrom m other& father):__________________________

E-m ail:________________________________________________O k tocontact_______Yes_______ N o

Hom eP hone:__________________________________________O k tocontact_______Yes_______ N o

CellP hone:____________________________________________O k tocontact_______Yes_______ N o

Doeschildlivew ithbothbiologicalparents? ___Yes___N oIfno,areparentsm arried,separated,

divorced,orw idow ed,how long:________________________________________

Areparentsrem arried? Ifso,listpartner’snam es:_______________________________________

Child’sS chool:_________________________ Grade:_____________________

Child’sS ocialS ecurity N um ber:_______-_____-_______

W aschildreferredtocounseling? ___Yes___N oIfYes,by w hom ?_______________________________

N am esandagesofotherslivinginyourhom e:

N am e: R elationship: Age:

__________________________________ __________ __________

__________________________________ __________ __________

__________________________________ __________ __________
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__________________________________ __________ __________

__________________________________ __________ __________

___Yes___N oHaschildeverbeentreatedby aphysician?

___Yes___N oHaschildeverbeentreatedby acounselor/therapist?

Ifyes,w hodidyou see? _________________________________________________________________

Child’sP hysician:_______________________________________________________________________

L asttim eseeby physician:_______________________________________________________________

R easonforvisit:_______________________________________________________________________

Ischildonm edication? ___Yes___N oIfyes,w hatm edication(s)________________________________

_____________________________________________________________________________________

___Yes___N oHaschildbeendiagnosedw ithdevelopm entalproblem s?

___Yes___N oAny speechim pairm entproblem s?

___Yes___N oHaschildbeenexposedtotraum a?

___Yes___N oAny m entalhealthproblem sonfathers/m othersfam ily? Ifyes,pleaseindicatew hoand

w hatdiagnosis? _______________________________________________________________________

___Yes___N oAny com plicationsduringpregnancy?

___Yes___N oAny com plicationsatbirth?

Briefly describeyourreasonsforseekingcounselingservices:___________________________________

_____________________________________________________________________________________

W hatkindofthingshaveyou triedsofartohandlethissituation?:_______________________________

_____________________________________________________________________________________

How didyou hearaboutus? (circleoption) Friend/Fam ily O urW ebsite P sychology T oday

O ther___________
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P leaseplaceanum berthatbestcorrespondstotheissuelistedbelow :(ratethosethatapply)

N EVER R AR EL Y S O M ET IM ES O FT EN AL W AYS

1 2 3 4 5 6 7 8 9 10

___ Abuse-physical

___ Abuse-neglect

___ Anger,hostility,irritable

___ Com pulsions

___ Depression

___ DrugU se

___ Guilt

___ Judgm ent

___ O bsession/com pulsion

___ P T S D

___S uicidalthoughts

___T houghtdisorganization

___Abuse-sexual

___Aggression,violence

___Anxiety,nervousness

___Cruelty toanim als

___Decision-m aking,

indecision

___Divorce,separation

___Eatingproblem s

___Grieving

___Headaches

___L ossofcontrol

___P anic/anxiety attacks

___S choolproblem s

___S leepproblem s

___T obaccouse

___Abuse-em otional

___Alcoholuse

___Attention,distraction

___Confusion

___Crying,sadness

___Delusions(falseideas)

___Im pulsiveness

___M oodsw ings

___S elf-esteem

___S tress

___T em per/low tolerance

O ther:________________________________________________________________________________

Inthepast36 m onthshastherebeenadeathofafam ily m em ber? O rsom eoneclosetothechild?

___Yes___N oIfyes,w ho?:_____________________________________________ W hen:____________

P riortothe36 m onths,hastherebeenadeathofsom eonethatw asclosetothechild?

___Yes___N oIfyes,w ho?:_____________________________________________ W hen:____________

P leaseratebelow onascaleof1 through10,1=notatall,anda10=very m uchso:

___Childisvery closeandhadagoodrelationshipw ithsiblings.

___Childhasseveralclosefriends.
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___Childoftenhasnightm ares.

___Childpreferstospendtim ealone.

___Childlikesself.

___Childisconfusedw ithidentity.

___ Childdoesnotm akeeyecontactw henspokento.

___ Childdoesnotlikebeingaroundotherpeople.


