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COUNSELING CENTER, LLC




Date:   


CHILD AND ADOLESCENT SCREENING FORM/APPLICATION
	Client Name:
	
	
	
	DOB:
	
	Age:
	

	
	Last
	First
	Middle
	
	
	
	

	Address:
	
	
	
	

	
	Street
	City
	Zip
	County

	School :
	
	Grade:
	
	Teacher:
	

	Sex:  □ Male  □ Female
	Race:
	
	Referral Source:
	

	SS#:
	
	
	Payment Method:
	


	Mother’s Name: (Last, First, Middle)


	DOB:
	SS #:

	Address: (Street or PO Box#)


	City
	Zip
	County

	Phone (Home)                 (Work)                    (Cell)


	Place of Employment:


	Insurance Coverage:   □ Yes  □ No     

If yes, Company name:




	Father’s Name: (Last, First, Middle)


	DOB:
	SS #:

	Address: (Street or PO Box#)

	City
	Zip
	County

	Phone         (Home)                 (Work)                    (Cell)


	Place of Employment:


	Insurance Coverage:   □ Yes  □ No     

If yes, Company name:



	
	
	
	


	Information regarding custody/rearing of child: 



	Primary Care Physician


	PCP Contact information:
	Health/Medical Conditions:



	Medications/Dosages: 


	Allergies:

	Has child/adolescent received counseling services before?  (If so, where/when/focus of tx)


	
	

	
	
	
	

	
	
	
	
	
	

	Nature of Problem
	

	Possible Solutions
	

	Risk/Taking Behaviors
	


Social History

Age                                                 Event                                                                  Age                                             Event

	
	 Death of parent
	
	 Murder of a significant person

	
	 Death of sibling
	
	 Neglect

	
	 Divorce of parents
	
	 Physical abuse

	
	 Separation of parents
	
	 Sexual abuse

	
	 Desertion of parent
	
	 Sexual assault

	
	 Mental Illness/Hospitalization

 of family member
	
	 Pregnancy

	
	 Long-term physical illness of

 family member
	
	 Abortion

	
	 Suicide of a significant person
	
	 Trouble with the law


Other Notable Information:

Outcome/Appointment Date: 

