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Creative Family Counseling, LLC 
Child-Adolescent Intake 

The following form will become part of your child’s confidential record. Please answer each question as 
completely and carefully as you can. 
 
Name: _____________________________________________  Date of Birth: ___________ Age:_____  

Address:  ___________________________________________________________________________ 

School/Childcare Facility: _______________________________ Grade: _______ County: __________ 

Mother’s Name/Personal and Work Phone: _________________________________________________ 

Father’s Name/Personal and Work Phone: __________________________________________________ 

Emergency Contact Name & Phone: ______________________________________________________ 

Names and Ages of siblings: ____________________________________________________________ 

Names/Relationships of Others living in the household _______________________________________ 

May we contact you and leave messages by:  Text? _______   Email? ___________ 

Email Address: _____________________@ _______________________________________________ 

Who referred you to our office? __________________________________________________________ 

Parents’ Employment Background        

Is Mother currently employed?     Yes q     No q 

Employer’s Name: ____________________________________________________________________ 

Type of Work / Position: _________________________________________ Length of time:__________ 

Is Father currently employed?     Yes q     No q 

Employer’s Name: ____________________________________________________________________ 

Type of Work / Position: _________________________________________ Length of time:__________ 

Spiritual Background 

Are you a part of a local faith community? Yes q No q              Is your child? Yes q No q  

If so, which one(s)? _______________________________________________________ 

How would you rate (1-10) your child’s current interest in spiritual growth?_______________________ 

Would you like Faith-based or Christian Counseling to be part of your child’s counseling?  

__________________________________________________________________________________ 

Medical Information 

Describe any physical problems your child has that requires medication or physical care: _____________ 

____________________________________________________________________________________ 
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Who is his/her Primary Care Physician? __________________________________________________ 

Address & Phone: ____________________________________________________________________ 

How long ago was his/her last physical? ___________________________________________________ 

Is he/she currently taking any prescription medication?     Yes q     No q 

If yes, please list: ______________________________________________________________________ 

Prescribing Physician: _________________________________________________________________ 

Please describe in your own words why you are here today__________________________________ 
____________________________________________________________________________________
____________________________________________________________________________________ 
 
Child’s Presenting Problems:  (Check all that apply) 
__Very unhappy  __Impulsive   __Fire Setting 
__ Irritable   __Stubborn   __Stealing 
__ Temper outbursts  __Disobedient   __Lying 
__Withdrawn   __Mean to others  __Sexual trouble 
__Daydreaming  __Destructive   __School performance 
__Fearful   __Trouble with the law __Bed wetting 
__Overactive   __Running away  __Soiled pants 
__Short attention span  __Sleeping problems  __Suicidal thoughts 
__Distractible   __Self-mutilating  __Homicidal thoughts  
__Lacks initiative  __Shy    __Truancy   
__Undependable  __Strange behavior  __Strange thoughts 
__Peer conflict  __Phobic   __Eating problems 
__Alcohol/Drug use  __Smoking 
Explain: 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
 
How long have these problems occurred? (number of weeks, months, years) 
____________________________________________________________________________________ 
 
Does child have any particular allergies or medical problems (please list)?  
____________________________________________________________________________________ 
 
Has the child ever been hospitalized?  ___Yes  ___No    If yes, please explain ____________________ 
____________________________________________________________________________________ 
 
Has child ever taken, or is he/she currently taking any prescribed medications (please list)?  
____________________________________________________________________________________ 
 
Describe child’s birth (i.e. complications, premature, overdue) ________________________________ 
____________________________________________________________________________________ 
 
Did mother use alcohol/drugs during pregnancy?   ___Yes   ___No 
 
Describe child’s developmental milestones: ______________________________________________ 
____________________________________________________________________________________ 
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Describe child’s relationship to siblings and peers:  
___ plays alone    ___ plays with group 
___ competitive    ___ cooperative 
___ leadership role     ___ follower 
 
Describe special habits, fears, or idiosyncrasies of the child: _________________________________ 
____________________________________________________________________________________ 
___________________________________________________________________________________ 
 
Does child have any specific learning difficulties?  ______ Yes _____ No 
 
Did child skip a grade? ___ Yes ___ No     Repeat a grade?   ___ Yes   ___ No 
 
Does child appear motivated for school?  ___ Yes  __ No  
 
Has child ever been suspended or expelled? __ Yes  __ No 
 
What is child’s favorite subject? ____________________  Least favorite? _______________________ 
 
Does child participate in extracurricular activities?  __ Yes  __ No (Explain) ______________________ 
____________________________________________________________________________________ 
 
In school, how many friends does child have?  __ a lot  ___ a few   ____ none   
 
What are child’s special interests, hobbies, and/or skills?______________________________________ 
____________________________________________________________________________________ 
 
Please check any significant changes in your family over the last three years: 

_________ Deaths __________ Job Loss   __________ Relocation 
_________ Births  __________ Illnesses   __________ Other 
_________ Injuries __________ Marital Status    

Please explain any of the above: 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
 
Is there any history of physical, sexual or emotional abuse in child’s life, and/or in child’s family?   

_____ yes _____ no 
Please describe: 
_______________________________________________________________________ 
____________________________________________________________________________________ 
 
Is there any history of alcohol/drug abuse in child’s life and/or in child’s family? _____ yes _____ no 
Please describe:  
_______________________________________________________________________ 
 
 
For clients 18 and under, the signature of his / her guardian or custodial parent is required. 
 
Signature: ________________________________________________________    Date:________________
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CHILD/TEEN QUESTIONAIRE (Child Completes): 
 
Stuff I’d like to change or work on with my counselor (circle any that apply) 
 

1. Not being afraid 
2.  Having more fun 
3. Getting along better with my family 
4. Getting along better with other kids 
5. Being able to calm down 
6. Not getting upset when I make a mistake 
7. Not feeling so sad 
8. Not feeling guilty 
9. Being better able to talk to people  
10. Eating too much 
11. Eating too little 
12. Having more friends 
13. Not struggling with homework so much 
14. Feeling better about myself 
15. Not getting mad so much 
16.  Not wanting to hurt myself 
17. Not having thoughts or memories about bad things which happened 
18. Worrying less 
19. Being able to talk to my parents  
20. Sleeping better 
21. Quit picking my skin or pulling out my hair 
22.  Not thinking bad thoughts 
23. Not having bad feelings 
24. Solving the problem of being bullied  
25.  Not having nightmares 
26. Not feeling I have to be perfect 
27. Not feeling sick at my stomach a lot 
28. Other kids liking me better 
29. Fighting less with other kids  
30. Not being in trouble at home or in school  

 
Any other things I’d like to change    ___________________________________________________        
_________________________________________________________________________________ 
_________________________________________________________________________________ 
_________________________________________________________________________________  

 
     Client Signature: ___________________________________________   Date: _____________________ 
 
 


