Child-Adolescent Questionnaire

10109 K rause Rd., Suite 100 The Meridian Group of Chesterfield Office: (804) 751-8644
Chesterfield, VA 23832-6501 www.M eridianHelp.com Fax: (804) 751-0648
Clinician:
Time and Date of Hirst Appointment ___Marci C. Andrews, LCSW __ JessicaL.McLeod, LCSW
. . Lo ____John P. Dwyer, PhD ___SandraK. Jenkins, LCSW
In order'to determl ne the best apprqach for helpi ng y?ur child, it would help " MonicaK. Shaw, PhD "~ Howard L ebavitz, LCSW
to have information about your family and your child's problems. Therefore,  — Robert D. Wadsworth, PhD __ Patricia Vaughan, LCSW
it is requested that the parent(s) or guardian(s) complete this questionnaire __LloydC.Chaser, LCSW ~ __ David L. Epstein, PsyD
as completely as possible at or before the first appointment. Don’t worry if ~ — Elizabeth A.Novak, LCSW ~___ Nina E. Marino, LCSW

you are unable to recall all information requested. Good guesses or general — Emily D. Clark, LCSW

answers are acceptable.

Name of Child: Gender: M F
first middleinitial [ast
Date of Birth: Age: Grade: School:
Mother: Age: Education: Occupation:
Address:
Street city state zip
Home Phone: Cdll Phone:
Please list only phone numbers your clinician may call.
Work Phone: Place of Employment:
Father: Age: Education: Occupation:
Address:
street city state zip
Home Phone: Cdll Phone:
Pleas list only phone numbers your clinician may call.
Work Phone: Place of Employment:
With whom does the child live?. If not living with a parent, caregiver information:
Name: Address:
street city state zip
Relationship Home Phone: Cdll Phone:
e.g. grandparent, foster parent, etc. Please list only phone numbers your clinician may call.

Who referred you to our office:?.

Primary Care Physician: Practice Name:

I nsurance Company:
Pleasease make sure that you have called your insurance company prior to the first visit to confirm your mental health
coverage and to obtain authorization of services, if needed. The telephone number is usually listed on your insurance card.



http://www.MeridianHelp.com

Current Medications:

Previous Mental Health Treatment, Including Medications (When and by whom):

Date of Last Physical Exam:

\ame(s) of Stepfather and/or Stepmother:

Brothers & Sisters (Please note if half and step-sibling, and who is the parent):

Name

Age

Problems (If any)

Information on the Child to be Treated:
1. Ascompletely as possible, please describe the problems you feel your child is experiencing, or the reason you are
bringing your child for services:

2. Doesyour child have the following problems (please check all that apply)? Has he/she had them in the past (mark
past behaviors not currently a problem withaP)?

_ Depression

_____ Crying spdls

___ Londiness

_ Lowsdf esteem

__lrritable mood

__ Feding hopedless

__ Feding worthless

_ Excessivequilt

_____ Overly sdf-conscious

_ Lossof interest in
pleasurable activities

___Indecisive

____ Cannot relax

__ Fear of physical harm

_ Fearof dying

_____ Other fearg/phobias

____ Overly dependent for age

__ Panicattacks

____ Problems making or
keeping friends

_____Hallucinations

_____Harmor injury to sdf

or suicide
_____ Suicide attempt(s)
_ Excessiveworry
___ Shy/timid
___ Picked on by peers

__ Bad Temper ___ Poor Attention or
___ Défiance of Rules concentration
_____Annoying Behavior ___Impulsive

_ Frequent Swearing ____ Overactive

_____ Spiteful or vindictive ____ Distractible

_ Frequent fights _ Low academic

____ Difficult to control motivation

___ Lying ____ Homework problems
____ Argumentative ____Achieving bdow
_____ Conflict with parent(s) potential

____ Distant from parent(s) __ Refusesto go to school
___ Stedling ___ Frequent detentions
__ Problemswith authority ~_ School suspensions
___ Destructive

___ Firessetting _____ Speech/Language
___ Poor judgment problems
_____Harming other children _ Problems with reading
_____ Harming animals ____ Problems with math
__ Veabal aggressiontoward _ Problems with writing

peers

Verbal aggression toward

siblings

Thinking/Talking of death Physical aggression toward

peers

Physical aggression toward

siblings

_____ Problems understanding
written instructions
____ Problems understanding
verbal instructions

Other problems or unusual behaviors:

____Smoking
___Alcohol Use

__ Legal charges

__ Drug Use (Specify):

___ Physical abuse/
neglect

_____ History of sex abuse

_____Bad home conditions

_____Inappropriate sexua
behavior or interests

___ Eating Problems

_____Underweight

____ Overweight

_____ Thumb sucking after
age3

____ Problems getting to
sleep

____ Bedwetting after

age4
__ Sailing pants
____ Frequent nightmares




10.

11.

12.

13.
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What do you think may be causing your child's problem(s)?:

Describe the course of pregnancy (complications, etc.):

Describe the delivery (anesthesia, cesarean, complications):

Describe the infant's condition at birth:

What was your family's situation surrounding the time of your child's birth?:

Have there been any medical problems or procedures beyond normal childhood illnesses or accidents? If
S0, please describe (e.g., hospitalizations, broken bones, tubesin ears, etc.):

Does your child have allergies or asthma? If so, please describe:

At approximately what age did your child do the following? (These may be difficult to remember;
estimates are acceptable.)

Sit up Walk alone Started preschool
Spoke first Spoke in sentences Began puberty
Words Toilet trained day Toilet trained night

Has your child ever received or been considered for or evaluated for specia education services? If yes,
what type of services and for what grades?.

How does your child currently do in school? (academic & behavior):
Briefly describe your child's school history including academic work & behavior (summarize across grades
if academics and behavior did not change):

Kindergarten: 1% Grade: 2™ Grade:

3 Grade: 4" Grade: 5" Grade:

Middle School: High School:



14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

26.
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How does your child get along with peers and siblings?.

How would you describe your child's personality?

What are your child's strengths and interests?.

Has either parent lived apart from the child for any extended period of time? If so, when and for how
long? If parents are separated or divorced, what is the typical visitation situation:

Describe any past stressful psychological events experienced by your child such as abuse, traumatic
experience, death of close friend or family member, death of pet, etc.:

Has any member of the extended family (parents, grandparents, uncles, aunts, cousins) experienced any
emotional or behavioral problems? Did they receive any treatment for these problems?

Alcohol use by mother: father: step-parent:

Alcohol or substance abuse by child: No  Yes (if yes, please describe):

List family moves and their dates since birth of this child:

Previous marriages (specify father/mother):

How would you describe your marriage or relationship with spouse, partner, boyfriend or girlfriend ? On

what issues do you disagree?.

What type of discipline do you use for your child and how does it work?.

How have you explained to your child that you are bringing hinv her to see atherapist?.

Additional comments or remarks:

Signature(s) of respondent(s) Date



