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Client Intake Questionnaire

Please fill in the information below and bring it with you to your first session.
Please note: information provided on this form is protected as confidential information.

Personal Information
Name:_____________________________________Date:__________________

Parent/Legal Guardian (if under 18):_______________________________________
Address:____________________________________________________________
Home Phone: ___ _________________________May we leave a message? □ Yes □ No
Cell/Work/Other Phone: ______________________May we leave a message? □ Yes □ No
Email: __________________________________ May we leave a message? □ Yes □ No
*Please note: Email correspondence is not considered to be a confidential medium of communication.

DOB: _________  Age: _______  Gender:____  Ethnicity:_______________________

Martial Status:
□ Never Married □ Domestic Partnership □ Married □ Separated □ Divorced □ Widowed

Referred By (if any): ________________________________________________________________

History 

Has your child previously received any type of mental health services (psychotherapy, psychiatric services, etc.)? □ No □ Yes, previous therapist/practitioner and dates of service: 
__________________________________________________________________
Is your child currently taking any prescription medication? □ Yes □ No
If yes, please list:
__________________________________________________________________
__________________________________________________________________
Has your child ever been prescribed psychiatric medication? □ Yes □ No
If yes, please list and provide dates:
__________________________________________________________________
__________________________________________________________________

General and Mental Health Information

1. How would your child’s current physical health? (Please circle one)
Poor              Unsatisfactory              Satisfactory                Good              Very good

Please list any specific health problems your child is currently experiencing: 
__________________________________________________________________
__________________________________________________________________


2. How would you rate your child’s current sleeping habits? (Please circle one)
Poor              Unsatisfactory              Satisfactory                Good              Very good

Please list any specific sleep problems your child is currently experiencing:
__________________________________________________________________
__________________________________________________________________

3. How would you rate your child’s current eating habits? 
Poor              Unsatisfactory              Satisfactory                Good              Very good

Please list any specific eating problems your child is currently experiencing:
__________________________________________________________________
__________________________________________________________________

4.  Is your child involved in any extra-curricular activities? □ No □ Yes

What types of extra-curricular activities do they participate in? __________________________________________________________________
__________________________________________________________________

5. Do you notice your child being overly irritable, withdrawn, or crying easily? □ No □ Yes

If yes, for approximately how long has this been occurring? _________________________


6. Has your child experienced grief or trauma (either recent or in the past)? □ No □ Yes

If yes, what happened and when?  __________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________


7.  Is your child currently experiencing anxiety, panics attacks or have any phobias? □ No □ Yes

If yes, please describe symptoms and when you first noticed your child was experiencing this? __________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________


8. What significant life changes or stressful events has your child experienced recently? __________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________

 
9. Does your child have temper tantrums? □ No □ Yes  If yes, please describe: 
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________


10. Is your child defiant to rules and requests? □ No □ Yes  If yes, please describe:
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________

11. Has your child ever engaged in any kind of self-harming? □ No □ Yes  If yes, please describe:
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________

12. Has your child ever done something that made you afraid for another child, family member, or yourself? □ No □ Yes  If yes, please describe:
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________

13. Has your child ever shown violence or harm to animals or property? □ No □ Yes  
If yes, please describe: 
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________

14. Has your child suffered any kind of abuse (physical, sexual, emotional, neglect)? □ No □ Yes  
If yes, please describe: 
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________

15. Does your child have an open Child and Family Services (CFS) Case currently? □ No □ Yes  
If yes, please describe reason for open case:
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________

Social Worker Name: _______________________ SW Phone Number: _____________

Developmental History 

In the section below, please note any concerns with client’s birth and development. 

									Comments
Pregnancy Planned                                      □ Yes □ No       __________________________
Prenatal Care                                                 □ Yes □ No       __________________________
Prenatal Drug/Alcohol Exposure             □ Yes □ No        __________________________
Complications with Pregnancy or Birth  □ Yes □ No       ___________________________

Age when first crawled? _______
Age when first walked? _______
Age when first spoke single words? _______
Age when first spoke 2-3 word sentences? _______
Age when toilet trained? _______
Current Developmental Delays or Problems: __________________________________________________________________
__________________________________________________________________



Family History

Child’s Birth Order:  ____ of _____  

Child Currently Resides with: _____________________________________________          

Has your child ever been placed in out of home care? □ Yes □ No       If yes, please describe: 
__________________________________________________________________
__________________________________________________________________

How does your child get along with you? ______________________________________
__________________________________________________________________

How does your child get along with their siblings? _______________________________
__________________________________________________________________


In the section below, identify if there is a family history of any of the following. If yes, please indicate the family member’s relationship to you in the space provided (e.g. father, grandmother, uncle, etc.) 
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Family Mental Health History      Please Circle                                         List Family Member

Alcohol/Substance Abuse                  yes / no                                   _______________________
Anxiety                                                   yes / no                                   _______________________
Depression                                            yes / no                                   _______________________
Domestic Violence                              yes / no                                    _______________________
Eating Disorders                                 yes / no                                    _______________________
Obsessive Compulsive Behavior      yes / no                                    _______________________
Schizophrenia                                      yes / no                                    _______________________
Suicide Attempts                                 yes / no                                    _______________________





Additional Information


1. Is your child currently in school? □ No □ Yes 

If yes, how is your child’s behavior at school? Do they appear to enjoy school? Please describe
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________


How are their grades and schoolwork? Please describe
__________________________________________________________________
__________________________________________________________________


Have they ever been suspended or expelled?  □ No □ Yes If Yes, please describe __________________________________________________________________
__________________________________________________________________

2. Does your child get along with peers? □ No □ Yes  Please describe
__________________________________________________________________
__________________________________________________________________


3. Is your child spiritual or religious? □ No □ Yes If yes, describe your child’s faith or belief: __________________________________________________________________
__________________________________________________________________

4. What do you consider to be some of your child’s strengths? __________________________________________________________________
__________________________________________________________________

4. What are some concerns you have about your child’s behavior? __________________________________________________________________
__________________________________________________________________

5. What would you like your child to accomplish out of their time in therapy? __________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________

5

image1.jpeg
DETECTIVE
FOR THE




