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CHILD/ADOLESCENT HISTORY FORM

Patient’s Name: ____________________________________________   Age: _______    Date of birth: __________________
Printed name of the person completing this form and his/her relationship to the patient: 
____________________________________________________________________________________________________________ 
Briefly describe the nature of the patient’s problem ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please check any issues with which the patient is having difficulty (18 and under only):
SYMPTOMS:  □ sleeping difficulty □ appetite problems □ Suicidal thoughts/plans □ Self-injurious behavior 
□ violent fantasies/urges □ runaway risk □ hallucinations 
RELATIONSHIPS:  □ discord with family □ social isolation □ difficulty with friends □ difficulty with teachers

ATTENTION/SELF-CONTROL:  □ fidgety/hyperactive □ impulsivity □ underachievement □ Distractibility 
□ Disorganized □ Procrastinates □ Fails to finish things
ABUSE:  □ physical □ sexual □ emotional □ rape or assault
Please describe circumstances (if applicable): ____________________________________________________________________________________________________________
MOOD:  □ sad or blue □ negative thinking □ guilt/discouraged □ hopeless/worthless □ crying spells 
□ guilt/low self-esteem  □ euphoric  □ mood swings  □ irritability
SUBSTANCE ABUSE:  □ alcohol □ drugs □ eating disorder □ excessive Internet use
ANGER:  □ short-fuse/irritable □ temper tantrums □ oppositional □ fighting □ violent/assaultive 
□ bullies/teases □ conflictual
ANXIETY:  □ excessive worry □ panic attacks □ irrational fear □ obsessions  □ social isolation □ phobias 
□ compulsive behavior
OTHER:  □ cutting/self-mutilatory behavior □ tics/Tourettes □ lies/steals □ problem with authority
Psychiatric Treatment 
PATIENT’S CURRENT TREATMENT: Is the patient currently under the care of a therapist and/or psychiatrist?     □ yes □ no   
If yes, for what reason(s)?  

____________________________________________________________________________________________________________

Provider' name/s: ___________________________________________ □ Counselor □ psychiatrist □ psychologist □ other _______________________________
Psychiatric medications currently taking, dose and effectiveness: 

_________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________

PATIENT’S PAST TREATMENT: Has the patient ever been treated in the past for psychiatric, substance abuse, emotional, and/or behavioral problems? □ yes   □ no   If yes, for what reason(s)?  

___________________________________________________________________________________________________________

Provider name/s: ___________________________________________ □ Counselor □ psychiatrist □ psychologist □ other __________________
Psychiatric medications given in the past, dose and results: 
Did you find the patient’s past treatment(s) helpful? □ yes □ no  

Please explain: 
____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

FAMILY’S TREATMENT: Are any of the patient’s immediate family members currently under the care of a therapist and/or psychiatrist? □ yes   □ no   If yes, for what reason(s)?  

____________________________________________________________________________________________________________
Provider name/s: ___________________________________________ □ Counselor □ psychiatrist □ psychologist 
□ other

Psychiatric medications prescribed in the past, dose and effectiveness: 

____________________________________________________________________________________________________________
Medical History

Does the patient have any current medical problems or health issues?  If yes, please specify: 
Name, address and phone number of patient’s primary care physician:

____________________________________________________________________________________________________________

When was the last time the patient was seen by his or her doctor and for what reason(s)? 
Are the patient’s immunizations up to date?  □ yes   □ no

If not, please explain: ____________________________________________________________________________________________________________
Is the patient currently taking and prescription and/or over the counter medication/vitamins/supplements?  □ yes   □ no
 

If yes, please list the name of each medication, the dosage, and its purpose: 
____________________________________________________________________________________________________________
Does the patient have any allergies? □ yes □ no 

If yes, please specify: ____________________________________________________________________________________________________________
Does the patient have a history of head injury, seizures, loss of consciousness, and/or extended high fevers?  □ yes  □ no 

If yes, please specify: ____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
For females only:

Has the patient begun to menstruate? □ yes □ no
If yes, date of first period: _______________________________________________________________

Is the patient sexually active? □ yes □ no
Has the patient ever been pregnant? □ yes □ no
If yes, please provide details and the outcome: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Developmental History

Were there problems with patient’s mother’s pregnancy or delivery?  □ yes   □ no

If yes, please describe: 

____________________________________________________________________________________________________________

Was there any exposure to alcohol, tobacco, or other drugs during pregnancy?   □ yes   □ no 

If yes, please specify:_______________________________________________________________________________________
Did the patient reach all developmental milestones (e.g., walking, talking, potty training, etc.) in a timely manner?  □ yes   □ no 

If no, please explain: _______________________________________________________________________________________
Substance Abuse/Legal History
Does patient have (or had) any problems with or treatment for drugs, alcohol, or other addictions?  □ yes  □ no
If yes, please specify:_______________________________________________________________________________________
Does the patient currently attend any support groups? □ yes   □ no
If yes, please specify:_______________________________________________________________________________________

Does anyone in the patient’s household have/had a problem with drugs, alcohol, or other addictions? 
□ yes   □ no

If yes, please specify:_______________________________________________________________________________________
Does anyone in the patient’s extended family have/had a problem with substance, alcohol, or other addictions? □ yes   □ no
If yes, please specify:_______________________________________________________________________________________
Please circle each of the following that the patient has used in the past 30 days:  Tobacco, Alcohol, Marijuana, Tranquilizers, Sleeping pills, Pain killers, Heroin, Cocaine/crack, Amphetamines/speed, Methadone, LSD, PCP, Ecstasy, Inhalants, Other ________________
Have there been any problems/trouble related to substance or alcohol abuse (school/legal/DUI)?  □ yes   □ no
If yes, please specify:_______________________________________________________________________________________
Is the patient currently on probation/parole?
□ yes   □ no
If yes, please specify:_______________________________________________________________________________________
Are there any current legal issues such as: □ divorce in process □ possible custody battle □ going to court □ other ________________ 
If yes, please specify:_______________________________________________________________________________________
Has the Department of Children and Family Services (DCF) ever been involved?  □ yes   □ no
If yes, please specify:_______________________________________________________________________________________
Educational/Work Concerns

Are the patient’s academic grades: □ average, □ above average, or □ below average? 
Has there been a significant drop in the patient’s grades recently?  □ yes   □ no

Please check any that may apply: □ learning disabilities □ developmental disabilities □ special education □ alternative school □ home school
Name of school and current grade level: ____________________________________________________________________________________________________________
Circle current employment status: full time, part-time, unemployed, homemaker, student, disabled
Circle educational background: current student, did not complete high school, graduated high school, GED, some college, graduated college, advanced degree
Is the patient experiencing any difficulties in school? □ yes   □ no

If yes, please specify:  ______________________________________________________________________________________
Please list any problems related to language/speech/hearing/vision: 
____________________________________________________________________________________________________________

Does the patient have an Individualized Education Program (IEP) in effect? □ yes   □ no

Has your child ever had a psycho-educational evaluation? □ yes   □ no

Please specify any special limitations/restrictions/disabilities that impact education:  ___________________________________________________________________________________________________________
Family/Relationships
Please list anyone who lives in the home, his/her age, and relationship to the patient. 

Please list other extended family members who are involved with the patient.

Are both biological parents living in the home? □ yes   □ no

If not, please explain current circumstances: □ divorced  □separated □ single parent family □ stepfamily  □other __________________
Does the patient have any contact with a non-custodial parent?  □ yes   □ no

If so, please describe: ____________________________________________________________________________________________________________
Does anyone in the immediate family have any psychiatric, emotional, substance abuse, or behavioral problems?  □ yes   □ no

If yes, please specify who and nature of the problem: 
____________________________________________________________________________________________________________
Does anyone in the patient’s extended family have any psychiatric, emotional, substance abuse, or behavioral problems? □ yes   □ no

If yes, please specify who and nature of the problem: 
____________________________________________________________________________________________________________
Is there any history of sexual and/or physical abuse? □ yes   □ no

If yes, please describe: ____________________________________________________________________________________________________________
Has the patient ever been exposed to any domestic violence incidents? □ yes   □ no
If yes, please describe: ____________________________________________________________________________________________________________
Please rate patient’s support network (i.e. friends, family, neighbors, religious organizations, etc.): 
□ fair  □ good  □ poor

Please explain: ___________________________________________________________________________________________________________
Please specify any spiritual/cultural/ethnic considerations that could impact treatment:

 ___________________________________________________________________________________________________________
Please comment on the patient’s strengths/resources and hobbies/interests: 
____________________________________________________________________________________________________________
Are there difficulties or concerns about how the patient gets along with others?
□ yes   □ no

If yes, please specify:  
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________

Does the patient have any sexual orientation/gender issues or concerns?  □ yes   □ no
If yes, please specify:  
____________________________________________________________________________________________________________
Please provide any comments or concerns that you may have or any additional information you would like your treatment provider to know about the patient:
_____________________________________________________________________             ______________________________

Parent/Legal Guardian’s Signature
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