Child Demographics:
Name: ________________________________________   Date: _____________________       
Address: _______________________________________________    County: __________________________
City: __________________________________ State: ___________	Zip Code: ________________________
Date of Birth: _____/_____/_____ Age: ______ Gender:_________________ Preferred Pronoun:________________
School Attending: _______________________________________ Grade in School: ____________
Is it OK to send information to this address:  YES_____  NO______.  * Please note if you indicate “yes” you are responsible for informing this agency if it no longer becomes acceptable to mail to this address.  

Referral Source:				Family Income:  		Ethnicity:_______________________
 Parent					 0-$14,999	
 Law Enforcement			 $15,000-$29,999		Race:___________________________
 Other agencies/professionals		 $30,000-$44,999
    Please specify ___________		 $45,000-$59,999
 Friends/Neighbors/Relatives		 $60,000-$74,999
 Media					 $75,000 +
 Other: __________________	

Parent’s Information (specify if relationship to child is different than parent):
Mother: _________________________________________ 	Date of Birth:_____/_____/_______   Age: _______
Address: ____________________________________________________  	County: __________________
City: __________________________________________ 	State: _______	Zip Code: _________________  
Home phone #: ____________________________    	safe to leave message/call from unblocked #?  Yes     No
Cell phone #:    ____________________________    	safe to leave message/call from unblocked #?  Yes     No
Work phone #:  ____________________________    	safe to leave message/call from unblocked #?  Yes     No
Occupation:     ____________________________    	Employer:______________________________
What is mother’s current marital status?
 Single      Co-Habiting      Married      Separated      Divorced      Widowed 
	
Father: _________________________________________ 	Date of Birth: : _____/_____/_______   Age: _______
Address: ____________________________________________________  	County: __________________
City: __________________________________________ 	State: _______	Zip Code: _________________  
Home phone #: ____________________________    	safe to leave message/call from unblocked #?  Yes     No
Cell phone #:    ____________________________    	safe to leave message/call from unblocked #?  Yes     No
Work phone #:  ____________________________    	safe to leave message/call from unblocked #?  Yes     No
Occupation:     ____________________________    	Employer:______________________________
What is father’s current marital status?
 Single      Co-Habiting      Married      Separated      Divorced      Widowed 


Are you divorced from the child’s biological parent? __________________________  If so, who has “allocation of parental responsibility” (medical decision making authority)? _______________________________________________
**Please provide the clinician with a copy of the divorce decree stating parental medical decision making


Child Client Medical History

Doctor: ___________________________________________             Phone: ______________________________________

When was your child’s last physical exam or check up? ___________________________________________________

Is the child currently being treated for any medical conditions?  If yes, please describe:


Is the child currently taking any medications?  If yes, please indicate name, dosage, and for what condition.


Has the child had any serious illnesses, hospitalizations, or surgeries? Please explain.


Is your child accident prone?   Has a doctor been consulted about this?


Has your child been tested for vision and hearing? If so please indicate when.


Has your child ever used drugs or alcohol?


Have you noticed any changes in your child’s eating or sleeping patterns? 


Has your child experienced any of the following?
	  Unconscious			Describe: _______________________________________________________
	  Seizure			Describe: _______________________________________________________
	  Head Injuries			Describe: _______________________________________________________
	  High or prolonged fever	Describe: _______________________________________________________
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Current Situation:
Please list the people living in your child’s household:
	Last Name
	First Name
	M/F
	Age
	Date of Birth
	Relationship to you

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	





Name of person who committed the domestic violence (“Abuser”): _____________________________________________
[bookmark: _GoBack]Abuser’s relation to child: _______________________________________________________________________
Abuser’s relation to you: ________________________________ Length of relationship? _________________
Is the Abuser currently living with your child?  	 Yes     No
If no, child’s current living situation? ________________________________________________________________
Is there a restraining order against the Abuser?   Yes     No     Not sure
If yes, does it include your child?   Yes     No     Not sure
Does the Abuser have contact/visitation with the child?   Yes     No    
If yes, describe: ________________________________________________________________________________
What is your child’s reaction to visitation?_________________________________________________________________
What kind of contact do you currently have with the Abuser? 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Below are listed some behaviors which may occur in an abusive relationship and which may upset or traumatize a child. Please note those behaviors which have occurred in your family and which your child may have heard or seen. Please give any helpful information about the behavior your child witnessed (by whom, toward whom, frequency, child’s reaction, etc.).

  Name calling			  Threats to take children			  Verbal threats to harm or kill

  Asking/forcing child to take 		  Criticizing, demeaning parent			  Threats with a gun,
sides in an argument			in Front of child					knife, or other weapon

  Harming or threatening to 		  Physical fights (choking, restraining		  Control of partner’s behavior 
harm a pet				hitting, pushing, slapping, etc.)			through intimidation

  Driving recklessly			  Suicide threats or attempts			  Sexual behavior/relations

  Pornographic movies, literature	  Injuries from a fight				  Fights resulting in police 
being called
  Other ( please describe):
	
Please briefly describe specific domestic violence incidents your child may have witnessed/experienced including your current interaction with the Abuser:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How did the child witness the domestic violence in the family?    	 Heard     Saw     Not sure    
How recently did the child witness/experience the domestic violence? __________________________________________

Were the police called?    				 Yes     No     Not sure
Was anyone arrested?    				 Yes     No     Not sure
Has the domestic violence/abuse been ongoing?   Yes  No  Not sure; If yes, how long? ________________________

Have alcohol abuse or drug abuse been factors in any of the above incidents?  ?     Yes    No
Who abuses alcohol or drugs? ___________________________   
Is it a chronic substance abuse problem?     Yes    No
Any past treatment for alcoholism/addictions?      Yes     No

Is the Abuser in possession of or have immediate access to a weapon/firearm? 
 Yes     No     Not sure

How does/has your child generally reacted during an upsetting incident between parents (hide, watch, try to ignore, try to intervene, call 911…)? How do you think your child might have been affected by witnessing these incidents?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you suspect that the child has ever been   physically   sexually   emotionally abused by the Abuser or anyone else?     Yes     No     Not sure.  Please explain any suspicions. 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Has any abuse been reported to social services or the police?   Yes     No     Not sure
If so, what, when, and to which agency?__________________________________________________________

Do you have a safety plan?     Yes     No     Not applicable  
If yes, please describe: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________











Please check and describe the concerns that apply to your child:
	Behavioral Concerns:
· Hyperactive
· Disruptive
· Uncooperative
· Aggressive bullying
· Fighting
· Stealing
· Lying, denying misbehavior
· Setting fires
· Destruction of property
· Harms pets, cruel to animals
· Wandering off
· Yelling
· Injures self purposely
· Extreme risk taking
· Eneuretic (urinates inappropriately)
· Encopretic (defecates inappropriately)
· Over-sophisticated sexual knowledge
· Open Masturbation
· Public display of genitals
· Age-inappropriate sexual play
· Promiscuity
· Over-mature for age
· Immature for age
· School learning problems
· Truancy, suspension or expulsion
· Poor peer relations
· Poor hygiene
· Insomnia (difficulty sleeping)
· Hypersomnia (too much sleep)
· Appetite problems (too big or small) 
· Frequent body aches, illness, complaints
· Headaches
	Emotional Concerns:
· Irritable
· Explosive temper, angry outbursts
· Nightmares
· Withdrawn
· Depressed
· Self-blaming
· Low self-esteem
· Concentration problems
· Crying, whining
· Agitated, upset
· Fearful
· Picked on by peers
· Thinks, talks about suicide
· Has attempted suicide
· Frequent mood changes
· Obsessions (repetitive thoughts)
· Phobias (fears)
· Anxiety
· Fearful separating from someone (e.g. mother)
· Excessive startle reaction
· Flashbacks

Sensory Concerns:
· Sensitive to noise
· Sensitive to being touched, tags in clothing, etc.
· Sensitive to bright lights
· Easily over-stimulated
· Compulsions (repetitive behaviors)
· Tics (unusual body movements or sounds)
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