
Julie Sullivan, MA, LMHC

New client information - child

The information you provide here is protected as confidential information.

Child’s Name:_______________________________  

Parents’ Names:__________________________    ___________________________  

Child’s Date of Birth: ______________    Gender:  M / F   
Today’s date:__________

Your address:__________________________________________________________________

Phone belonging to_______________:(     )                        OK to leave a message? □ Yes □ No

Phone belonging to_______________:(     )                        OK to leave a message? □ Yes □ No

E-mail: ______________________________        

May I email you? □ Yes □ No  

*Please note: Email correspondence is not considered to be a confidential medium of communication.

If filing insurance: Insurance Co. name:_______________________  Ins. Phone no.______________

ID No.________________________ Group No.__________________  

Subscriber’s Name:_________________      
Subscriber’s DOB:______________
Employer________________________________

What has brought you here today?: 














































______ 

Areas of concern regarding your child:

· Depression

· Anxiety

· Obsessive-Compulsive behavior

· Disturbing thoughts

· Lack of energy

· Low self esteem

· Excessive fears

· Trauma

· Grief and Loss

· Dramatic mood swings

· Mania

· School problems

· Reduced activity level

· Attention Deficit

· Hyperactivity

· Impulsive/poor judgment

· Overly dependent

· Disruptive behavior

· Social skills deficits

· Sensory dysfunction

· Peer/Sibling conflict

· Psychotic thoughts

· Dissociation

· Fire setting

· Eating disorder

· Pulling out hair or skin picking
· Gender identity issues
· Alcohol/drug use
· Self harm behaviors
· Other:
Comments related to any of the above:
Child’s Strengths:
History of Mental Health Treatment: 
Current/Past Psychotropic Medications: 
School Information (underline all that apply):

Grade:

     

Name of School: 



                      District:___________________ 

Quality of Relationships with School Staff: developmentally appropriate / cooperative / withdrawn / isolated / controlling behaviors / negative attention seeking behaviors / defiance / verbally aggressive / physically aggressive/ other Comments
Quality of Relationships with Peers at School: developmentally appropriate / cooperative / friendly / withdrawn / isolated / controlling / negative attention seeking / victimized / bullies / verbally aggressive / physically aggressive / other

Comments
Attendance problems?: No / Yes
Identified Learning Problems:  behavioral / emotional / math / speech-language / reading / fine motor skills / gross motor skills / cognitive delays / other  

Comments: 
Special Education (IEP):  No / Yes  Comments: 
School Behaviors:  enjoys school / follows rules / passing / separation problems / failing / inattention / withdrawn/ hyperactivity / oppositional / irregular attendance / school refusal / disruptive behaviors /truancy / aggression / other /  Comments: 

School Involvement (Clubs/Sports/Afterschool Activities): 
History of Suspension or Expulsion:  No / Yes:  Comments: 
Interpersonal Behaviors:

With Caregivers:  developmentally appropriate / cooperative / clingy / anxious / controlling / negative attention seeking / fearful / defiant / restricted affection / indiscriminately affectionate / withdrawn /verbally aggressive / physically aggressive / other

Engagement with other adults:  easily engaged / cooperative / uncooperative / accepting of help / guarded / defensive / oppositional / hostile / anxious / solicitous / precocious / testing limits / defiant / other

Child’s Self Perception: positive self esteem / lacks confidence in certain situations / low self esteem / other

Comments: 

Trauma/Psychosocial Risk Assessment: Underline and use “Comments” to describe positive findings.

Child abuse/sexual abuse/neglect:  
not applicable current 
past 

Exposure to domestic violence:  

NA

current 
past

History of out-of-home placement: 
NA

current 
past

At risk of out-of-home placement:  

NA 

current 
past

Multiple moves:


  
NA 

current 
past

Victim of violence: 



NA

current 
past

Living in poverty: 



NA

current 
past

Familial substance abuse: 


NA

current 
past

Adjustment to serious illness in client: 
NA

current 
past

Adjustment to serious illness in family: 
NA 

current 
past

Family history of mental illness: 

NA 

current 
past

Impulsive/acting out:


NA

current
past

Legal difficulties:  



NA 

current 
past

Sexual Acting Out:  


NA 

current 
past
Lack of Resources:  NA/ food/ utilities/ child care/ transportation/ health care/other 

Comments: 

Sleep Patterns: normal range / disrupted nighttime sleep / sleeps in the day (not including age appropriate napping) / difficulty falling asleep / difficult to arouse after sleep /frequent night terrors frequent nightmares / other
Comments:
Eating Patterns: normal range / very selective / very limited range of foods / not eating enough resulting in weight loss / overeating / binging / purging / refusing to eat / other

Comments: 

Brief Medical History:  

Current Physical Illness or Disability:   

Current Medications: 

History of Seizures:  

Pain or Somatic Complaints:  

Developmental History:  

Low Birth Weight:  No / Yes / Comments: 







Pre-Maturity or Birth Complications:  No / Yes Comments: 






Failure to Thrive:   No / Yes / Comments: 








Developmental Milestones:  met developmental milestones on time / minor delays / major delays  Comments: 

Enuresis:  none / current / past / toilet training in process / NA
Encopresis:  none / current / past / toilet training in process / NA
Any significant developmental history not mentioned above:
Family Information: 

Who Lives in your home?: 

Name


Relationship (ex. mother, brother, grandmother) 
Age

Are child’s parents divorced?   Yes/ No    If yes, Year Divorced:___________

Former spouse’s name:_________________________________

Residential schedule:___________________________________

If never married, do child’s parents still live together?  Yes/ No

Describe your family’s strengths: ________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Family mental health history: please include parents, members of parents’ family of origin, sibling(s):

Current family stressors:

Current Family Functioning (Underline phrase that best describes family’s functioning use note section for additional information):

Family’s ability to use rituals and routines: sets and follows daily child care routines / inconsistently sets and follows child care routines / great difficulties following child care routines / other: 
Family’s communication style: communicates directly/openly / communication skills regress under stress /communications are indirect/misunderstood / communication is avoided / communication is abusive/erratic, other: 
Family’s capacity to seek out social support: frequently seeks out social support / occasionally seeks out social support / socially isolated / other:
Caregiver(s)’ child development knowledge: realistic expectations and knowledge of child’s development / expresses need to learn more about development and parenting skills / limited knowledge/understanding of child’s development / inaccurate knowledge of child’s development / other:
Caregiver(s)’ anger management skills: able to consistently implement anger management skills / expresses need to learn anger management skills / unable to manage anger / severe lack of anger management results in child abuse / domestic violence or assaultive behaviors / other: 
Spiritual/Cultural Assessment:  Are there any spiritual or cultural considerations that would be  helpful for me to know?  No / Yes  Comments: 
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