
CHILDREN AND ADOLESCENTS CONFIDENTIAL INFORMATION FORM
Child’s Name_______________________________Date_____________________________
Informant name and relationship

Does he/she live with you now? 

Who has custody? 

CURRENT PROBLEMS: 

1. Briefly state why your child is coming to this clinic 

2. Does your child have any of the following problems? (If yes, put for how long.) 

Temper outbursts 

Rebellious and defiant 

Unacceptable sexual behavior 

Other unusual or strange behavior 

Running away 

Drugs 

Stealing 

Lying 

School Failure 

Sleep Difficulties 

Feeling others are against him/her 

Appetite or eating difficulties 

Wetting or soiling self 

School behavior 

Suicide threats or attempts 

No friends 

Not following rules 

Nervousness/Nervous habits 

Depression 

Talking to him or her self/talking about unusual things 

3. Has he/she ever had trouble with the law? If so, what kind? Are there any charges pending against your child? 
4. Has he/she ever been counseled, tested or treated before? 

a) By whom? (name)
b) Where? (address)
c) Medicine prescribed? 

PERSONAL HISTORY 

1. Place of Birth 

2. Date of Birth
3. Normal Pregnancy? If not, explain 

4. Normal Delivery? If not, explain 

5. At what age did your child: 

Crawl _____________Walk _________________Talk___________Toilet train___________
6. Which words would describe your child from age 1-6 years? (please circle all that apply)
Active 
Easy-going
 Passive 
Out-going 
Shy 
Happy 
Demanding 
Loner Cranky 
Other (describe): 

7. Did your child have any of these behaviors from age 1-6 year? (please circle all that apply)
Cried a lot 
Thumb sucking

 Eating problems 
Temper tantrums 
Fearful Fighting 
Sleeping problems 
Destructive 
Bedwetting 

Did your child have any unusual characteristics from age 1-6 years? (If so, describe) 

8. Who was the main caretaker for your child from birth-6 years of age? ________________
Were you and your child separated for any length of time from birth to present? If so, describe: 
9. Medical History: List illnesses, accidents, allergies, diseases, or operations with dates 

Name of present medication, if any, and dosages 
10. School History: 

a) Present grade level 

b) Grades: Below Average 
Average 
Above Average 

c) Name of last school attended 

d) Grades failed 

e) Type of class is your child in
 Regular
Special Education 
Trade School 

f) Any suspensions? Date(s) and why?
g) If student quit, when and why? 

h) How does/did he/she get along with teachers? 

i) How did he/she get along with fellow students? 

j) Further comments regarding school? 

11. Child's Interests such as hobbies and clubs 

12. Any work experience? 

13.Where does he/she sleep? With whom? 

14. Social relationships 

a. Does he/she date? 

b. Does he/she go out with friends? 

15. What responsibilities does your child have at home? 

16. Has your child ever lived with anyone else? How did he/she get along? 

FAMILY HISTORY 
Please list the name, age, occupation, education, location and date of marriage and other marriage if appropriate 

Mother_____________________________________________________________________

___________________________________________________________________________
Father______________________________________________________________________
___________________________________________________________________________

Stepmother_________________________________________________________________
___________________________________________________________________________

Stepfather__________________________________________________________________
___________________________________________________________________________

1. Number of others living in the home and relationship to patient: 

2. Names of brothers, sisters, stepbrothers or stepsisters. List ages and relationship. 

Females: 




Males:

3. Any problems with your other children? (explain) 

Reason: 

4. List any health problems of: 

Father 
Mother 
Brother or sisters 
Significant others 

5. Has any family member been treated, counseled or hospitalized for an emotional difficulty or nervous problem? (Please include grandparents, cousins, etc.): 

Relationship? When? 

Where? 

Medications: Did it help? 
6. With whom does your child have the most conflicts? 

To whom does he/she seem closest? 

Have parents ever separated? If so, when and why? 

6. Death of significant others: Relationship to patient: 
When? How? 

8. Who is the main disciplinarian? 
What methods have you tried? 

Did any of these methods work? 

Are the same methods used with the other children? 

How does s/he try to get his/her way in the family? Is he/she successful? 

9. Would you be willing to participate in family therapy? 
10. Do you have any additional information about your child you would like to add here? 

