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Child Intake Form

(please print)

Full name of child:

Date of Birth: Age:
Height: Weight:
What size clothes does your child wear? shoes?

What is the racial/ethnic background of the child? (circle one)

White Hispanic Hispanic/White
Hispanic/Black Multicultural (please Black
specify)
Asian/Pacific American Indian Unknown
Are your child’s immunizations up-to-date? Date last seen by doctor:

Reason for visit:

Were there any problems during pregnancy or birth (ie. drug or alcohol addiction, severe
stress, premature birth?

Does your child have any life threatening allergies?
Type of allergy:
Symptoms:

Is there a health plan in place?

Please list any current or past significant accidents, injuries, and/or ilinesses:

Does your child have any other medical problems or special needs?

Child’s physician: Telephone #
May we contact the physician for more information? (yes or no)

Does the child have any behavioral problems that you are concerned about?
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Infants and Toddlers

Does your child wear diapers or pull-ups? During the day At night
Diaper brand and size:

Does your child nap? Morning Afternoon
What time does your child usually go to bed for the night?

What does your child usually sleep in? Crib Toddler bed Car Seat

Please describe your child’s bedtime routine:

Feeding Preferences (check all that apply)

Sits in a highchair Sits in a regular chair Feeds self

Uses a spoon Feeds self with help Uses a fork

Uses a pacifier at Uses a pacifier during Eats table food
night/naptime the day

Eats stage 1 baby Eats stage 2 baby food Eats stage 3 baby food
food

Drinks from a bottle at Drinks from a bottle Uses a cup

night during the day

Food allergies:

Food preferences:

Food dislikes:

Formula: Breast fed:

Type of discipline used with child:

Preschool and School Age Children

Does the child have a nighttime routine?

What time does the child normally go to bed?

Does the child ever wet the bed at night?

What food preferences does the child have?

What foods does the child dislike?

What types of activities soothe the child?

Does the child have a special toy or blanket that he uses for comfort?

Is there anything else that we need to know about your child?
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Behavioral Checklist For Young Children

Child’s Name: | Age: | Gender:

Please answer only the age appropriate sections

Behavior Very Somewhat Not
Concerned Concerned exhibited

Birth — 1 year

Excessive Crying

Digestive Problems

Sleep Disruption

Withdrawal

Sadness

Feeding Problems

1 year — 3 years

Tantrums

Biting

Clinging

Eating Problems

Relapses to younger behavior

Fear of separation

Nightmares

Anger

Hitting

Spitting

Wakefulness

Anxious

Fear of the dark

Fear of sleeping alone

3 years — 6 years

Bedwetting

Eating Problems

Soiling (if potty trained)

Spitting

Fire Setting

Sexual Issues

Tries to be perfect at all times

Tests Safety Limits

Problems Sharing

Hoarding Food

Fear of Harm

Swearing

Won’t Mind

Hurts Self

Confuses fantasy for reality

Is aggressive toward others
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Behavioral Checklist For Children

Child’s Name: | Age: | Gender:

Please answer only the age appropriate sections

Behavior Very Somewhat Not
Concerned Concerned exhibited

6 years — 11 years

Runs Away

Hurts Animals

Inappropriate Sexual Behaviors

Excessive Guilt

Stomach Aches

Suicidal

Unusual Hygiene Problems

Gang Activity

Aggressive or Defiant

Smokes

Uses Weapons

Has School Problems

Steals

Blames self

Has Headaches

Is Depressed

Is Often Confused

Lies

Damages Property

Assaults Others

Alcohol or Drug Use

Engages in Criminal Activity

Eating Disorders

Injures Self

Confuses fantasy for reality

Tests Safety Limits

Is Excessively Withdrawn

Doesn’'t Make Friends




