
The Gentle Shepherd Counselin·g Center 

CHILD AND ADOLESCENT HISTORY FORM 

Identifying Information Date ______ _ 

Person completing the form _____________________ _ 

Relationship to Child _______________________ _ 

Child's Name ______________ .Birthdate ________ Age __ 

Address ____________________________ _ 

Phone Number _________________________ _ 

Current School Grade 
------------ -----------

Child's Physician ______________ Date of last Dr.'s visit: ______ _ 

FAMILY HISTORY: 

MOTHER FATHER 
Name Name 
Birthdate Birthdate 
Address Address 
Phone H) W) Phone H) W) 

Occupation Occupation 
Highest Level of Education Highest Level of Education 

OTHER IMMEDIATE FAMILY 
Name Age Relationship to Child Occupation/Grade 

.. 

Reasons for seeking mental health services for this child: ___________ _ 

How long has this been a problem for this child? ______________ _ 

Has this child had any previous counseling or psychological assessment? _____ _ 

If so, when and with whom? ______________________ _ 
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Has this child experienced any of the followin,i? Yes No Date 

Parents separated 
Parents divorced 
Father/ mother in new significant relationship 
Father / mother arrested 

Physical violence between child's parents 

Child separated from parents 

Child changed schools 
Child or family moved 

Child physically or sexually abused 
Brother / sister physically or sexually abused 

Child arrested/ placed in Juvenile Hall 
Birth of brother or sister 

Brother / sister left home or separated from family 

Family had serious financial problems 

Major illness I accident 

Child 
Father/ Mother 
Brother / Sister 

Death of 

Father / Mother 

Brother / Sister 

Other Relative 

Friend 

Please briefly outline the history of your child's family relationships. Include any non
family members who have provided primary or day care for extended periods. 

Are there any current court orders regarding custody or guardianship of this child? __ 

Please outline: ____________________________ _ 

How has this child handled separations from family? 
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Has this child had any difficulty with elimination patterns (e.g. soiling, bed 
wetting, constipation, etc.) 

Describe your child's personal strengths and skills: ___________ _ 

What is your child's general approach to handling: 
Frustration: 

-------------------------

Competition: ________________________ _ 

Conflict: ________________________ _ 

Stress: 

In general, how does your child relate to others: adults, teachers, friends: 

SCHOOL HISTORY: 

How many schools has your child attended? ________________ _ 
Current grade in school ________ Current teacher __________ _ 
Has your child's teacher reported any problems in school? ___________ _ 
Please describe: ____________________________ _ 

Please describe your child's school behavior and performance. __________ _ 

Does your child receive specialized services in school (for example, speech therapy, 
resource classroom, special education class)? 

Has your child repeated a grade, if so, which grade? ______________ _ 
Are you satisfied with your child's performance at school? ___________ _ 

If no, please explain: __________________________ _ 

Briefly describe your child's educational or childcare experiences thus far, including a 
general indication of your child's adjustment to school and any difficulties experienced: 
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FAMILY HEALTH HISTORY: 

Please indicate if the child or any blood relative has had an illness listed below. Include 

the child, mother, father, sister, brother, grandparents, aunts and/or uncles. 

Learning disabilities 

Allergies (medicines, foods, pollen) 

Alcoholism or dru2' addiction 

Blood disease (hemophilia, anemia) 

Bone or joint disorders (arthritis) 

Cancer 

Chronic lune: disease (asthma, bronchitis) 

Blindness or deafness 

Glandular disease ( diabetes, thyroid) 

Heart disease 

Kidney or urinarv disease 

Nerve disease (cerebral palsy, epilepsy) 

Depression 

Other mental or emotional problem 
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