Child Intake Form - INSURANCE


Date _______________Person completing form _______________________Referred by ____________________

Child’s Name ___________________________________________________________________________________
		Last                                       First                                               Middle                                 Nickname

Date of birth ______________________ Sex _______     Age ___________      Grade_____________

Name of parent/s child is living with ___________________________ Email address__________________________

Address ________________________________________________________________________________________
	                                       Street                                                           City                                      State                 Zip

Best Contact #_________________________ Other phone ________________________ work / home

Name of other biological parent ________________________________ Same / Different Address

Best Contact #_________________________ Other phone ________________________ work / home

Permission to contact you at work?   Yes/No  Permission to confirm appointments?  Yes/No  

In the event I must cancel the appointment, what number should I call / text? ____________________ 

Emergency Contact _____________________________________________________________________
 (non-family member)          Name                                                          Relationship                     Best Contact #                                           
				
People living in child’s home:
Name		Relationship		Age	Occupation	Does child get along with
		To child						this person?
__________________________________________________________________________________________________                ____________________________________________________________________________________________________________________________________________________________________________________________________

Immediate family members living elsewhere (biological parent, siblings, half/step siblings)
			    Relationship					                              Does child get along with
Name		                  to child			Age       	Occupation		      this person?
____________________________________________________________________________________________________________________________________________________________________________________________________

What concerns do you have about your child? ____________________________________________________________
__________________________________________________________________________________________________

What do you think might be causing this? ________________________________________________________________
__________________________________________________________________________________________________

How long have these existed? __________________
If anyone else has expressed concerns about your child. Who? _______________________ When? ________________
Has your child ever been seen by another counselor?  Yes/No   Dates: ________________________

Any history of mental illness or addiction in family, diagnosed or undiagnosed, in child’s blood relatives (i.e., parents, grandparents, siblings, aunts, uncles, cousins)? 

_______________________________________________________________________________________________

Child’s pediatrician ________________________________________Last seen _____________________

Is child currently being treated for any medical problems?  If so, please explain: _______________________________

Is child currently taking any medications?  If so, list (include dosages) ________________________________________
What are your child’s favorite activities? _________________________________________________________________
What does your child dislike the most? __________________________________________________________________

Current school ACADEMIC performance: Above average_____ Average_____Below average_____Failing_______

Current school BEHAVIOR performance: Above average_____ Average_____Below average_____Failing_______

Please describe any academic or behavioral problems/changes your child is experiencing in school:__________________
____________________________________________________________________________________________________________________________________________________________________________________________________

When did these begin? ________________________ Repeated a grade?  Yes/No    Which one? _____________

Has your child changed schools for any reason? ___________________________________________________________

Additional comments or concerns: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Insurance Information  
 
Company:    BCBS               AETNA               Other:________________

Employer:_______________________________________

Policy/Group#:_____________________  ID#: ____________________________________________

Policyholder:_____________________________________ DOB: _______________________

Insurance Phone #: ____________________________________________________________

Co-Pay Amount: ___________________		Deductible: _________________________


My signature gives consent for Betsy O. Morris, LPC to treat _____________________________, ___________________ 
                                                                                       (name of client)			(relationship)


____________________________________________		_______________________
Signature 							Date
										 
