JENNIFER PELTON, PH.D.			  				____________
						   	                Child, Adolescent and Adult Psychologist
								              
       
								 
									       		  Voicemail (206) 282-2802         
								                      	Cell Phone (206) 234-5874             

CHILD/ADOLESCENT HISTORY FORM

Contact Information:

Date Completed: ________________________________
Person completing form: __________________________
Person who referred you: _________________________

Who has current custody/guardianship of child?  __Mother   __ Father   __ Both parents   __ Other ____

Child Information:
Name of Child: _________________________________	    Child age: _____________________
Date of Birth: __________________________________
Child Cell Phone_________________________________
Current School (if applicable)  ___________________________		District: __________________
Current grade or highest grade completed:__________________
Occupation (if applicable) _______________________________
Child’s Primary Physician:_________________________	   Phone:_________________________
Previous Therapist_____________________________	                Phone:_________________________

Caregiver/Parent 1 Information:
Caregiver’s Name: _______________________________		DOB: ____________________
Address: 	_____________________________________________________________
Home Phone:	__________________________		               Work Phone: ____________________
Cell Phone: 	__________________________
Occupation:	__________________________		                Employer:     ____________________
Years of Education/Degree: ______________________

Caregiver/Parent 2 Information:
Caregiver’s name: ________________________________		DOB: ____________________
Address:	______________________________________________________________
Home Phone:	__________________________		              Work Phone: ____________________
Cell Phone:	__________________________
Occupation:    ___________________________		              Employer: ______________________
Marital Status: ___________________________	
Years of Education/Degree: ________________________

Step Parent’s Name (if applicable)_________________________
Step Parent’s Name (if applicable) __________________________

Siblings of child
Name		_____________________		Name	___________________
Age		_____________________		Age      ___________________

Name		_____________________		Name   ___________________
Age		_____________________		Age      ___________________			
Medical History

1. Does your child have any chronic health problems (e.g. asthma, diabetes, heart disease)? ___________________________________________________________________________ ___________________________________________________________________________

2. Has your child had any surgeries or hospitalizations? 

Year of surgery		Procedure/Reason for Hospitalization	Outcome
____________		______________________________	___________________
____________		______________________________	___________________
____________		______________________________	___________________
____________		______________________________	___________________

3. Has your child ever had a seizure or head injury? Please describe.  ______________________________________________________________________________________________________________________________________________________________________________

4. Is your child taking any type of medication currently?

Name of medication		Dosage		Reason				Date begun
	________________		________	____________________	___________
	________________		________	____________________	___________
	________________		________	____________________	___________
	

Biological Family History

Does your child or any of your child’s biological relatives have the following conditions?  Please check all that apply, past or present.
         	

	
	CHILD
	MOTHER
	FATHER
	MOTHER’S
FAMILY
	FATHER’S
FAMILY
	
SIBLINGS

	Mental Retardation
	
	
	
	
	
	

	Autism

	
	
	
	
	
	

	Learning problems
	
	
	
	
	
	

	Attention problems
	
	
	
	
	
	

	Hyperactivity

	
	
	
	
	
	

	Epilepsy

	
	
	
	
	
	

	Alcoholism

	
	
	
	
	
	

	Drug Abuse

	
	
	
	
	
	

	Depression

	
	
	
	
	
	

	Suicide Attempt(s)
	
	
	
	
	
	

	Anxiety Disorder
	
	
	
	
	
	

	Bipolar Disorder
	
	
	
	
	
	

	Schizophrenia

	
	
	
	
	
	

	Eating Disorder
	
	
	
	
	
	

	Psychosis

	
	
	
	
	
	

	Criminal history
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