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CHILD INTAKE PACKET 
 

 

CHILD’S NAME: ____________________________________________________ DATE: _____________ 

 

Thank you for choosing Strength for Change as your treatment provider.  We are privileged to have the 

opportunity to serve you and your family.  To begin the treatment process for your child, please complete the 

following questionnaire.  The information you provide will help your therapist develop a comprehensive 

understanding of your child’s current difficulties and related treatment needs and will allow him/her to move 

more quickly from the assessment to the treatment phase of therapy.  Please keep in mind that this is a 

standardized questionnaire.  It is certain to ask questions that do not apply to your child.  If a question does not 

apply, please leave the answer blank.  If for any reason you have difficulty with these forms, leave them blank 

and your therapist will assist you in their completion during your first parent session.   

 

LEGAL DISCLOSURES: 

 

1. Please be aware of the laws governing the confidentiality of therapy.  Any disclosure of information that 

indicates a suspicion of child abuse must be reported to state authorities (Department of Youth and Family 

Services).   

 

2. Any disclosure of threats of harm to oneself, as in a specific suicide threat, will result in immediate referral 

to an emergency mental health unit. 

 

3. Any disclosure of specific threats to specific individuals will result in notification of those individuals 

and/or law enforcement concerning the threat. 

 

GENERAL INSTRUCTIONS FOR COMPLETING THE QUESTIONNAIRES: 

 

A. All forms in this packet should be completed by the parent (guardian) who has the primary responsibility for 

caring for this child.  Where both parents reside with the child, this is to be the parent who spends the 

greatest amount of time with the child. 

 

B. If a second parent (guardian) wishes to complete a second packet of information about this child, he/she 

may do so independently by requesting a second set of these forms.  He/she may call me at (973) 770-7600 

and the packet will be sent out promptly. 

 

C. If your child is already taking medication for assistance with his/her behavior management (such as 

Ritalin) or for any emotional difficulties (such as an antidepressant), please complete the questionnaires 

about your child’s behavior based on how your child behaves when he/she is OFF this medication.  It 

is very likely that you occasionally observe your child’s behavior during periods when he/she is off this 

medication, and I want you to use those time-periods to answer these questions about behavior.  In this way, 

I can get a clearer idea of the true nature of your child’s difficulties without the alterations produced by any 

medication treatments being used.  However, some parents whose children have been on medication for a 

long time may not be able to give me this information.  In that case, just complete the questionnaires based 

on your child’s behavior, but check the second blank line below to let me know that you based your 

judgments on your child’s behavior when he/she was on medication.  
 
 

Please check one: ______ My answers are based on my child’s behavior while he/she is OFF this medication. 

 

      ______ My answers are based on my child’s behavior while he/she if ON this medication.   
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MEDICAL (NON-PSYCHIATRIC): 
 

Date of child’s last physical examination that included comprehensive blood & urine analysis: ____________ 

 

Does your child currently have any non-psychiatric medical difficulties or concerns?  Yes    No 

 

If yes, please explain concerns and any related treatment.   ___________________________________  

__________________________________________________________________________________ 

__________________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 

__________________________________________________________________________________ 
__________________________________________________________________________________ 

____________________________________________________________ (Write on back of page if necessary) 
 

List current NON-PSYCHIATRIC medications: 
 

Medication Dose Purpose How long on this 

medicine 

    

    

    

    

(Write on back of page if necessary) 

List past NON-PSYCHIATRIC medical history of hospitalization, surgery and/or medications. 
 

Date Medical Condition Treatment 

 

 

 

  

 

 

 

  

 

 

 

  

 

 

 

  

   

  

 

 

 

(Write on back of page if necessary) 
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PSYCHIATRIC TREATMENT HISTORY: 
 

Is your child CURRENTLY taking medication for his or her behavioral/emotional difficulties?  Yes   No 

 

If yes, please list the medications (dosage and frequency) your child is currently taking. 

Date Medication Dose How long on this 

medication? 

How effective was it? Describe any side 

effects 

      

      

      

      

 

Past psychiatric medications - list each drug chronologically, starting with the first medication ever taken. 

Date Medication Dose How long on this 

medication? 

How effective was it? Describe any side 

effects 

      

      

      

      

      

 

Has your child ever been hospitalized for psychiatric difficulties?  Yes    No 

 

If yes, please list and explain reason for hospitalization in chronological order starting with the most recent. 

Date Hospital / Facility Reason for admission Length of stay 
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Has your child attempted out-patient psychiatric treatment (psychotherapy) before?  Yes    No 

If yes, please complete the following summary - list each therapist chronologically - beginning with the first 

therapist you ever consulted. 

 

Name of therapist and 

degree/license 

Date, 

duration 

and 

frequency 

Reason for seeking 

treatment 

Reason for termination of treatment 

    

 

 

 
    

 

 

 
    

    

 

 

 

 
What did you or your child find helpful in you prior treatment?  What worked?  _________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

____________________________________________________________ (Write on back of page if necessary) 

 
Did you or your child have a negative reaction to in your prior treatment?  What did not seem to work?  

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 

__________________________________________________________________________________ 
__________________________________________________________________________________ 

____________________________________________________________ (Write on back of page if necessary) 
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DEVELOPMENTAL HISTORY:  

 

Please describe any difficulties or concerns in the following areas of development. Indicate your child’s age at the onset of 

the difficulty. 
 

Pregnancy, Labor & Delivery (concerns or complications experienced): 

 

 

 

Childhood Accidents (head or other injuries that stand out in your mind or resulted in medical care): Indicate age(s). 

 

 

 

 

 

Sensory Development (abnormal reactions to sensory stimulation including touch (clothes, hugs), sound and/or 

impairment in vision, hearing, sense of touch or smell, etc.): Indicate age(s). 

 

 

 

 

 

Motor Development (coordination, gait, balance, posture, movements, gestures, tics, nervous habits or mannerism, etc.): 

Indicate age(s). 

 

 

 

 

 

Language Development (delays, comprehension problems, speech difficulties): Indicate age(s). 

 

 

 

 

 

Emotional Development (over reactions, mood swings, extreme or unpredictable moods, peculiar or odd emotions, 

unusual fears or anxieties, etc.): Indicate age(s). 

 

 

 

 

 

Intelligence/Academic Skills (delays in general mental development, problems with memory or specific delays in 

reading, math, spelling, handwriting, or other academic skill areas): Indicate age(s). 

 

 

 

 

 

Thinking (odd ideas, bizarre preoccupations or fixations, unusual fantasies, expresses incomplete or incoherent thoughts, 

delusions): Indicate age(s). 
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SCHOOL HISTORY: 
 

For each grade your child has been in, beginning with preschool, list the school attended and whether your child had any 

behavioral or learning problems that year, and if so, briefly note the nature below. 

 

Grades 

Attended 

School Name - City Disciplinary or Academic Difficulties 

   

   

   

   

 
Has your child ever been evaluated privately or by the school child study team for developmental, behavioral, or learning 

problems?  YES   -   NO 
 

If so, who provided the evaluation, what type of evaluation did the child have, and what were you told about your child 

regarding the results of any evaluations? 

 

 

 

 

 
Has your child ever received any special education services?  YES   -   NO 

If so, what types of service did he/she receive and in what grades? 

 

 

  

 

  

 

 

PARENTAL CONCERNS ABOUT CHILD – REASONS FOR SEEKING TREATMENT: 

 
What are you most concerned about regarding your child that led you to seek therapy?  You may use the following 

headings to organize your responses.   
 

Home difficulties: Please include the following: (1) the specific details of each concern, (2) when it began (your child’s age), (3) 

how often it occurs or how severe it is, and (4) what you have tried to do so far to deal with it. 
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School difficulties: Please include the following: (1) the specific details of each concern, (2) when it began (your child’s age),   

(3) how often it occurs or how severe it is, and (4) what you have tried to do so far to deal with it. 

 

 

 

 

 

 

 

Emotional Concerns: Please include the following: (1) the specific details of each concern, (2) when it began (your child’s age), 

(3) how often it occurs or how severe it is, and (4) what you have tried to do so far to deal with it. 

 

 

 

 

 

 

 

Social Concerns: Please include the following: (1) the specific details of each concern, (2) when it began (your child’s age),      

(3) how often it occurs or how severe it is, and (4) what you have tried to do so far to deal with it. 

 

 

 

 

 

 

 

Substance Abuse Concerns: Please include the following: (1) the specific details of each concern, (2) when it began (your 

child’s age), (3) how often it occurs or how severe it is, and (4) what you have tried to do so far to deal with it. 

 

 

 

 

 

 

 

Legal Concerns: Please include the following: (1) the specific details of each concern, (2) when it began (your child’s age),       

(3) how often it occurs or how severe it is, and (4) what you have tried to do so far to deal with it. 
 

 

 

 

 

 

 

Other concerns: Please include the following: (1) the specific details of each concern, (2) when it began (your child’s age),        

(3) how often it occurs or how severe it is, and (4) what you have tried to do so far to deal with it. 
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SYMPTOM CHECKLIST 

CHECK ALL AGES THAT APPLY 

SECTION 1 - ATTENTION DIFFICULTIES 0-2 3-5 6-8 9-11 12-13 14-16 17-19 

1 Pays no attention to detail        

2 Makes careless mistakes on homework        

3 Can’t keep mind on what he/she is doing        

4 Has trouble finishing things        

5 Has trouble organizing self        

6 Avoids school work        

7 Loses school supplies        

8 Is easily distracted        

9 Teachers report inattention/daydreaming        

10 Is forgetful        

11 Is often told to sit still        

12 Is constantly moving hands/feet        

13 Has trouble staying in seat        

14 Gets in trouble for getting out of chair        

15 Gets in trouble for running/climbing        

16 Is too loud when playing        

17 Has difficulty playing quietly        

18 Teacher reports is always “on the go”        

19 Talk out of turn at school        

20 Talks to much at home        

21 Blurts out answers to questions        

22 Pushes ahead in line        

23 Can’t wait for his/her turn in games        

24 Barges in on others kids’ games        

25 Pushes into groups        

26 Interrupts others        

SECTION 2 – OPPOSITIONAL BEHAVIOR 0-2 3-5 6-8 9-11 12-13 14-16 17-19 

27 Loses temper when things don’t go his/her way        

28 Has frequent temper tantrums        

29 Talks back/argues with parents        

30 Talks back/argues with teachers        

31 Breaks rules at home        

32 Breaks rules at school        

33 Refuses to follow teachers directions        

34 Disobeys director orders        

35 Purposely “bugs” other people        

36 Blames others for his/her own mistakes        

37 Is easily angered by others        

38 Is angry a lot of the time        

39 Gets even when angered        

SECTION 3 – MISCONDUCT  BEHAVIOR 0-2 3-5 6-8 9-11 12-13 14-16 17-19 

40 Has stolen        

41 Lies to get out of doing things        

42 “cons” people        

43 Has broken into a car or building to steal        

44 Has skipped school        

45 Breaks curfew regularly        

46 Has run away from home, stayed out all night        

47 Is a bully        
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MISCONDUCT BEHAVIOR CONTINUED 0-2 3-5 6-8 9-11 12-13 14-16 17-19 

49 Threatens other people        

50 Gets in trouble for fighting (home, school, or 

neighborhood) 

       

51 Has used a weapon in a fight        

52 Has hurt someone badly in a fight        

53 Has hurt someone for no reason        

54 Has taken things from people by force        

55 Has damaged property        

56 Has set things on fire        

57 Has hurt or killed an animal for fun        

58 Has forced someone into sexual behavior        

SECTION 4 – SUBSTANCE INVOLVEMENT 0-2 3-5 6-8 9-11 12-13 14-16 17-19 

59 Has smoked cigarettes        

60 Has smoked marijuana        

61 Has smoked other drugs        

62 Has used alcohol        

63 Has used prescription drugs to get high         

64 Has used other drugs ____________________        

65 Has sniffed a substance (i.e. paint, glue, cleaners)        

SECTION 5 – FEARS, WORRIES, ANXIETIES 0-2 3-5 6-8 9-11 12-13 14-16 17-19 

66 Is afraid of being around people other then his family        

67 Is afraid of (circle all that apply): animals, bugs, 

heights, needles, crossing tunnels or bridges, 

confined spaces, thunder storms, lighting or tornados, 

other _______________ 

       

68 When confronted with feared object or situation, gets 

uptight and very scared, can’t move  

       

69 When confronted with feared object or situation, 

cries, clings to parents, throws tantrums  

       

70 When confronted with feared object or situation, 

becomes nauseated when confronted by feared object 

or situation 

       

71 Avoids feared object or situation         

72 If unavoidable, feels awful        

73 Fear interferes with sleep, school or social activities        

74 Worries more then other kids (i.e., about school, 

tests, dentist or doctors appointments, things going 

wrong, someone getting hurt or ill) 

       

75 When worried, has difficulty calming down        

76 Can’t let go of the worry        

77 When worried feels edgy, tired, distractible, cranky, 

has tight muscles, poor sleep 

       

SECTION 6 – COMPULSIONS AND/OR 

OBSESSIONS 

0-2 3-5 6-8 9-11 12-13 14-16 17-19 

78 Frequent and repetitive checking behavior        

79 Frequent and repetitive hand-washing        

80 Frequent and repetitive other behavior: 

______________________________________ 

       

81 Feels behavior will improve things        

82 Thinks that if he/she can’t perform behavior, 

something “bad” will happen 

       

83 Tics or other repetitive movements or vocal noises        
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COMPULSIONS / OBSESSIONS - CONTINUED 0-2 3-5 6-8 9-11 12-13 14-16 17-19 

84 Has bothersome thoughts/ideas that keep coming into 

mind  

       

85 Performs repetitive mental acts (counting, repeating 

words silently) 

       

86 “Sees” pictures in head repeatedly        

87 Tries to make bothersome thoughts go away but can’t         

88 Tries to pretend that thoughts aren’t there         

89 Thoughts/behaviors cause child discomfort        

90 Thoughts/behaviors cause problems at home, 

school and/or play 

       

91 Thoughts/behaviors interfere with daily routines 

or responsibilities 

       

SECTION 7 – LIFE TRAUMA 0-2 3-5 6-8 9-11 12-13 14-16 17-19 

91 Child experienced a traumatic event 

_________________________________ 

       

92 Child witnessed a traumatic event happening to 

someone else 

_________________________________ 

       

93 After event, child felt helpless, shocked, 

horrified, like he/she was falling apart; was hard 

to calm down 

       

94 After event, child has had difficulties functioning at 

home, school or activities 

       

95 Child avoids thinking or talking about event        

96 Has nightmares about the event        

97 Becomes upset when reminded about the event        

98 Becomes upset when in same physical setting in 

which the event occurred 

       

99 When reminded of the event, gets anxious, achy, 

sweaty palms, breathing problems 

       

100 Avoids activities, places or people that remind 

him/her of event 

       

101 Can’t remember things about the event         

SECTION 8 – EATING / BODY IMAGE 0-2 3-5 6-8 9-11 12-13 14-16 17-19 

102 Has lost weight by dieting        

103 Tries to stay under weight        

104 Is terrified of getting “fat”        

105 Us afraid of gaining weight        

106 Feels “fat”        

107 Thinks his/her weight is a problem        

108 Eats lots of food in a short time        

109 Feels he/she can’t stop eating        

110 After eating tries to lose weight by not (circle all 

that apply) eating, vomiting, taking laxatives and/or 

over-exercising 

       

111 Self image depends on weight        

112 Is overly concerned about bodies size, shape, 

muscularity and/or weight 

       

113 Has taken supplements to change bodies, size, 

shape, muscularity and/or weight 

       

114 Is preoccupied about a particular body part (i.e., 

nose, ears, face, stomach, etc.) _______________ 
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SECTION 9 - MOOD 0-2 3-5 6-8 9-11 12-13 14-16 17-19 

115 Feels sad or depressed        

116 Feels more irritable        

117 Doesn’t seem to have fun or enjoyment of activities        

118 Wants to have fun but can’t        

119 Feels that nothing is fun anymore        

120 Has lost interest in daily activities        

121 Has lost interest in socializing with friends        

122 Has decreased appetite        

123 Has increased appetite        

124 Has trouble falling asleep        

125 Wakes up in the middle of the night and can’t go 

back to sleep 

       

126 Wakes up earlier that he/she wants to and can’t go 

back to sleep 

       

127 Excessively sleepy        

128 Takes naps a lot        

129 Has not energy        

130 Tires easily        

131 Sits around, does nothing        

132 Has bad thoughts about self        

133 Feels down on self        

134 Feels he/she is no good        

135 Hates self        

136 Feels guilty a lot        

137 Has difficulty making up mind        

138 Feels that nothing good will happen in the future        

139 Feels that things wouldn’t get any better        

140 Feels that there’s no hope for the future        

141 Thinks about death        

142 Often thinks about people or pets that have died        

143 Wishes he/she were dead        

144 Feels life isn’t worth living        

145 Has thought of suicide        

146 Has thought of suicide plan        

147 Has made suicide attempt        

148 Has periods of feeling, very good , on top of the 

world for no specific reason 

       

150 Episodes of mood being “too high”        

151 Episodes of irritability, agitation and/or explosive 

anger/aggression 

       

152 Episodes of “rages” during which time gets 

aggressive verbally (cursing, threatening) or 

physically (punching holes in wall, pushing or 

attempting to hurt others) 

       

153 Episodes of having a lot of energy, minimal need for 

sleep 

       

154 Episodes of sleeping a lot less without feeling tired        

155 Episodes of believing he/she has special abilities        

156 Episodes of believing he/she can do things better 

than anyone else 

       

157 Episodes of rapid, unstoppable speech        

158 Episodes of talking so fast that family/friends worry        



 12 

MOOD - CONTINUED 0-2 3-5 6-8 9-11 12-13 14-16 17-19 

159 Episodes of thoughts racing through mind        

160 Episodes of excessive energy        

161 Episodes getting hurt because of carelessness        

162 Episodes of inappropriate/excessive interest in 

sexual 

       

163 Episodes of cure and inappropriate expression of 

sexual thoughts and interest 

       

SECTION 10 – UNUSUAL THOUGHTS 0-2 3-5 6-8 9-11 12-13 14-16 17-19 

164 “Feels” someone out to harm him/her        

165 “Feels” someone is trying to make him/her sick        

166 “Feels”  that people seem to be against him/her        

167 “Feels”  that people are talking about him/her         

168 “Feels”  that people are spying on him/her        

169 Eyes play tricks on him/her, seeing things others 

can’t see 

       

170 Ears play tricks on him/her, hears things that 

others can’t hear 

       

SECTION 11 – OTHER SYMOPTOMS  0-2 3-5 6-8 9-11 12-13 14-16 17-19 

171 Night terrors        

172 After kindergarten, wets self during the day        

173 After kindergarten, has bowel movement outside of 

toilet 

       

174 Night terrors        

175 Excessive worry about harm befalling parents        

176 Excessive distress when separated from family        

177 Extreme clinging behavior        

178 Repeated complaints of physical symptoms        

179 Often has cravings for carbohydrates or sweets        

180 Periods of extreme sadness         

181 Has cut self with sharp instrument        

182 Has difficulty getting to sleep at night        

183 Frequently oversleeps        

184  At times has very fast speech        

185 Thoughts race/has many ideas at once        

186 Has wide swings in mood        

187 Often takes excessive physical risks        

188 Has periods of inflated self-esteem or grandiosity        

189 Has engaged in unrestrained buying sprees        

190 Is extremely sensitive to sensory stimuli        

191 Migraine headaches        

192 Speech difficulties (specify) ______________        

193 Panic symptoms-marked anxiety attacks        

194 Tics: recurrent stereotyped movements or 

vocalizations 

       

195 Other ________________________________        

196 Other ________________________________        

197 Other ________________________________        

SECTION 11 – LIFE STRESSORS 0-2 3-5 6-8 9-11 12-13 14-16 17-19 

198 Was physically abused        

199 Was sexually abused        

200 Was emotional abused        

201 Fighting among parents (excessive or dramatic)        
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LIFE STRESSORS - CONTINUED 0-2 3-5 6-8 9-11 12-13 14-16 17-19 

202 Fighting among siblings (excessive or dramatic)        

203 Fighting between parent(s) and child (children)        

204 Family financial difficulties        

205 Family member drinks a lot or uses drugs        

206 Family member has been in trouble with the police        

207 Someone close to the child has gotten sick and died        

208 Someone close to the child has been a victim of 

a serious crime  

       

209 Someone close to the child has committed suicide        

210 Someone close to the child has been killed in an 

accident 

       

211 Family has relocated        

212 Failing grades in school        

213 Disciplinary problems in school        

214 Suspended from school        

215 Expelled from school        

216 Someone close to the child is seriously ill        

217 Experienced strong criticism from family or friends        

218 Bullied at school         

219 Bullied at home (by sibling)        

220 Other _________________________________        

221 Other ________________________________        

222 Other ________________________________        

 Other ________________________________        

 
 

SECTION 12 –INDICATORS FOR RISK 

PLEASE EXCUSE THE REPETIVE NATURE OF SOME OF THE FOLLOWING QUESTIONS 

 

1. Has your child ever had thoughts or a plan of suicide ---  Yes   --   No 

2. Has your child ever cut or scratched him/herself ---  Yes   --   No 

3. Has your child ever attempted suicide ---  Yes   --   No 

4. Has your child ever had thoughts or a plan of hurting others ---  Yes   --   No 

5. Has your child physically, emotionally or sexually abused others ---  Yes   --   No 

6. Does your child have access to a gun or other weapons---  Yes   --   No 

7. Has your child used alcohol or drugs ---  Yes   --   No 

8. Has your child stolen from others ---  Yes   --   No 

9. Has your child been involved in gambling ---  Yes   --   No 

10. Has your child gone on spending/shopping spreads ---  Yes   --   No 

11. Has your child been sexually active ---  Yes   --   No 

12. Has your child been involved in criminal behavior ---  Yes   --   No 

13. Has your child been involved with the police ---  Yes   --   No 

14. Has your child been physically abused, intimidated by others ---  Yes   --   No 

15. Has your child been emotionally abused, picked on by others ---  Yes   --   No 

16. Has your child been sexually abused ---  Yes   --   No 

17. Has your child abused or hurt animals ---  Yes   --   No 

18. Has your child experienced bed wetting after the age of 7 years old ---  Yes   --   No 

19. Has your child had thoughts and/or plans of “running away” from my family ---  Yes   --   No 

20. Has your child ever experienced delusions or hallucinations ---  Yes   --   No 
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SECTION 14 - FAMILY HISTORY OF PSYCHIATRIC DISORDERS: 
 

This section is crucial to accurately evaluating your child mental health needs.  Many psychiatric conditions have been 

proven to have a genetic component.  Please be thorough in reporting any emotional, behavioral or psychiatric conditions 

experienced by an immediate or extended family member.  It is better that you over report rather then under report family 

members with possible mental health issues.   

 

Has any blood relative every experienced signs or symptoms of or diagnosed psychiatric conditions (including but not 

limited to alcoholism, depression, mania, schizophrenia, suicide, nervous breakdown, mental retardation, drug abuse, 

trouble with the police, hallucinations, psychosis, or any other emotional disturbance?  Yes    No  
 

If yes please, please explain. 

 

Relative (in relationship to your child).  

Indicate which side of the family. 

Symptoms and/or Diagnosis 

  

  

  

  

  

  

  

 

SECTION 15 - PARENT MANAGEMENT METHODS 

 
How have you tried to manage your child’s behavior, especially when it was a problem for you.  When your child is 

disruptive or misbehaves what steps are you likely to take to deal with the problem? 

 

 

 

 

 

 

 

 

 

 

 

If these methods do not work and the problem behavior continues, what are you likely to do then to cope with your child’s 

misbehavior? 
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SECTION 16 - CHILD’S PSYCHOLOGICAL AND SOCIAL STRENGTHS: 

 

You have been asked many questions about your child’s possible difficulties.  However, it is also important that your 

therapist know about your child’s psychological and social strong points.  Please describe any abilities your child seems to 

have or any activities at which he/she is good at performing. For instance, what hobbies and sports does your child enjoy 

and do well at, what are his/her best subjects in school, what sorts of games or social activities does he/she do well in?  In 

other words, tell talk about what you consider your child’s strongest or best points. 
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SECTION 17 – REASON AND OBJECTIVE FOR SEEKING THERAPY 
 

Please explain you concerns and primary reasons for seeking treatment for your child.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Please explain what you hope your child gets out of treatment.  What are the treatment goals? : 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

THANK YOU FOR TAKING THE TIME TO COMPLETE THIS LENGTHY FORM 


