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Child/Adolescent 

Comprehensive Assessment Intake Form
Please take a moment to answer the following questions. Please be aware that the information that you provide here is protected as confidential information.

Please fill out this form and bring to your first session.

Child’s Name: _____________________________________Today’s Date:___________

Child’s DOB: _________________Current Age: ___________Gender: ______________

Child’s Address: __________________________________________________________

Phone Number: ____________________________ Can I leave a message? ___________

Parent’s Name: _______________________________Child’s Education:_____________

Who does your child live with? ______________________________________________

Chief Complaint/ Referral Source: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Onset and Course of Symptoms: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Mood change, anxiety symptoms, energy level, appetite/weight change, sleep: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Psychiatric History: (prior treatment, previous hospitalizations, medications, suicide attempts) ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medical/Development History: (milestones, temperament, general health, allergies/meds, head injuries, lead poisoning, PCP) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Family History: (drugs/alcohol, abuse/violence, household members/relationships, missing members, mental health history, medical history) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
School History: (current school/grade/teacher/placement, special education/classification, previous schools, learning disabilities, academic performance/grades, behaviors, friendships, extracurricular activities, strengths/weaknesses, concentration) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Social History: (peer group, sexual behavior, drugs/alcohol, legal history, jobs/hobbies/interests) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Goals for treatment: What would you like to work on? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Anything else you would like me to know? ________________________________________________________________________________________________________________________________________________​​​​​​​​________________________________________________________________________
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